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1.0 AVIATION PHYSICAL STANDARDS

Last Revised: Jan 2021 Last Reviewed: Feb 2017

1.1 INTRODUCTION

Aviation physical standards ensure the most qualified personnel are accepted and retained by
Naval Aviation. The intent is to prevent medical, physical, or psychological conditions from
adversely affecting flight performance, safety, or mission. Standards differ between applicants
and designated personnel, and among different flying classes based on risk assessment.
Applicant standards are the most rigorous to ensure candidates are capable of training
completion and continued performance as a designated Naval Aviator in the demanding
environment. Designated aviation standards ensure consistent flight performance, safety, and
mission completion. Disqualification removes an individual based on risks associated with a
medical condition, while waivers of policy allow retaining an individual based on careful risk
assessment, risk control measures, and mission requirements. All conditions may be
considered for waiver to preserve the aviator in the mission; however, certain conditions,
treatments, and medications are generally not conducive to aviation service due to a likely
adverse impact on health, safety, or mission completion. Careful risk assessment and mission
consideration by the Aeromedical Officer are necessary to assure time and resources are
applied appropriately in all cases, but especially where risks make the likelihood of a waiver
negligible. Additional guidance can be found in the various sections of this ARWG and
communication with NAMI is encouraged before expending resources, especially on cases
where it would be clear to a designated Aeromedical Officer that the case is atypical and/or
carries an elevated risk.

1.2 GENERAL REQUIREMENTS

Physical standards are published and maintained in the Manual of the Medical Department
(MMD) Chapter 15. All applicants must meet general commissioning and/or enlistment
standards in addition to aviation standards. If an applicant does not meet these standards, the
applicant has a disqualifying defect and a waiver of standards is required. Designated
personnel must remain fit for full duty and continue to meet the aviation standards published in
the MMD. Any medical defect, disqualifying diagnosis, or chronic medication use requires a
waiver of standards.

1.3 PURPOSE OF THIS GUIDE

The purpose of this guide is to offer the Flight Surgeon, Aeromedical Examiner, Aeromedical
Physician Assistant, AVT, and aviator an additional resource to quickly and efficiently look up
standards. The Aeromedical Reference and Waiver Guide (ARWG) is NOT an inclusive
document, but only highlights and gives guidance for the most common diagnoses and
standards. The MMD is the proper document to reference for disqualifying conditions and
physical standards. Flight Surgeons, Aeromedical Examiners, Aeromedical Physician
Assistants and AVTs should be intimately familiar with the MMD Chapter 15 and it is suggested
that they have access to a copy when making Aeromedical dispositions.
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1.4 CLASSES OF AVIATION PERSONNEL

Last Revised: August 2015 Last Reviewed: April 2016

Applicants, students, and designated aviation personnel are divided into the following three
classes:

Class I: Naval Aviators and Student Naval Aviators (SNA). Designated Naval aviators are
subdivided into three Medical Service Groups based upon the physical requirements of their
specific flight duty assignment

Medical Service Group 1: Aviators qualified for unlimited or unrestricted flight duties

Medical Service Group 2: Aviators restricted from shipboard aircrew duties (include
VI/STOL) except helicopter

Medical Service Group 3: Aviators restricted to operating aircraft equipped with dual
controls and accompanied on all flights by a pilot or copilot of Medical Service Group 1 or 2,
qualified in the model of aircraft operated. A waiver to medical Service Group 3 includes pilot-in-
command (PIC) authority unless PIC authority is specifically restricted.

Class IlI: Aviation personnel other than designated naval aviators or Student Naval Aviators
including Naval Flight Officers (NFO), technical observers, Naval Flight Surgeons (NFS),
Aeromedical Physician Assistant (APA), Aerospace Physiologists (AP), Aerospace
Experimental Psychologists (AEP), Naval Aerospace Optometrists, all medical personnel
(Corpsmen, Nurses, etc.) who provide patient care during aeromedical evacuation and/or en
route medical transport, Naval Aircrew (NAC) members, and other persons ordered to duty
involving flying and / or will fly on a regular basis.

NOTE: Many squadrons have non-designated personnel that fly as a TFO, intelligence
operator, cryptologic technician, or other duty that requires regular flying. If these individuals fly
on a regular basis, receive flight pay, and/or have flight-related duties, or mission critical duties,
assigned to them while flying, they shall be considered as Class Il Naval Aircrew with regard to
aeromedical standards and physical submission requirements. Consult with NAMI if their flight
status is unclear. However, waiver requirements may be different in these individuals, and will
be considered on a case-by-case basis depending on required physical and physiological
training and their particular duties, aircraft, and mission.

Class lll: Members in aviation related duty not requiring them to personally be airborne
including Air Traffic Controllers (ATCs), flight deck, and flight line personnel.

Class IV: Members in aviation related duty not requiring them to personally be airborne
including Unmanned Aerial Vehicle (UAV) operators,

Certain non-designated personnel, including civilians, may also be assigned to
participate in duties involving flight: Such personnel include selected passengers, project
specialists, and technical observers. The specific requirements are addressed in the
OPNAVINST 3710.7 series (Naval Air Training and Operating Procedures Standardization
(NATOPS) General Fllght and Operatlng Instructlons) and shall be used to evaluate these
personnel ) 1to be used )

flving on a regular baS|s, as part of thelr job, shaII have an Alrcrew Class 1l physical.
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1.5 CLASS | STANDARDS

Last Revised: Feb 2017 Last Reviewed: Feb 2017

Aeronautically Adapted (AA): Designated personnel must remain Aeronautically Adapted. If
member is Not Aeronautically Adapted (NAA), the psychiatric block should be checked
abnormal with appropriate comments. Refer to MMD 15-67 for disposition of aviators found
NAA.

Valsalva: Must demonstrate ability to equalize middle ear pressure.
Self Balance Test (SBT): Must pass.

Dental: Must have no defect which would react adversely to changes in barometric pressure
(Type | or Il dental examination required).

Laboratory Testing:

Urinalysis: Must have normal values. Specifically must be negative for glucose,
albumin/protein, and blood.

HIV Testing: Must be negative or documented that it was drawn.

Hematocrit: Males 40-52%. Females 37-47%. If values are outside of this range refer
to ARWG for proper evaluation and disposition.

Lipid Panel: There are no standards at this time. This does not mean the flight surgeon
can ignore these values. Individuals with hyperlipidemia should have documented evaluation,
counseling, and treatment in accordance with standard medical guidelines.

Fecal occult blood testing: Required annually at age 50 and older or if personal or family
history dictates. Digital rectal exam is not required.

EKG: Disqualifying conditions are:

1. Ventricular tachycardia defined as three consecutive ventricular beats at a rate greater
than 99 beats per minute.

2. Wolff-Parkinson-White syndrome or other pre-excitation syndrome predisposing to
paroxysmal arrhythmias.

3. All atrioventricular and intraventricular conduction disturbances, regardless of symptoms.

4. Other EKG abnormalities consistent with disease or pathology and not explained by
normal variation.

Blood Pressure: Systolic must be less than 140 mm Hg and Diastolic less than 90 mm Hg. If
a single measurement is outside of this range, a 3-5 day blood pressure check must be
completed. The average of the 3-5 day blood pressure check must fall within the above
standards.

Pulse Rate: Shall be determined in conjunction with blood pressure. If the resting pulse is less
than 45 or over 100, an electrocardiogram shall be obtained. A pulse rate of less than 45 or

greater than 100 in the absence of a significant cardiac history and medical or
electrocardiographic findings shall not in itself be considered disqualifying.

Distant Visual Acuity:
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1. Service Group 1, 20/100 or better each eye uncorrected, corrected to 20/20 or better

each eye.

2. Service Group 2, 20/200 or better each eye uncorrected, corrected to 20/20 or better
each eye.

3. Service Group 3, 20/400 or better each eye uncorrected, corrected to 20/20 or better
each eye.

The first time distant visual acuity of less than 20/20 is noted a manifest refraction (not
cycloplegic) shall be performed recording the correction required for the aviator to see 20/20 in
each eye (all letters correct on the 20/20 line).

Refractive limits: Refractions will be recorded using minus cylinder notation. There are no
limits. However, anisometropia may not exceed 3.50 diopters in any meridian.

Near Visual Acuity: Must correct to 20/20 in each eye using either the AFVT or standard 16
Snellen or Sloan notation nearpoint card. Bifocals are approved.

Oculomotor Balance:
1. No uncorrected esophoria more than 6.0 prism diopters.
2. No uncorrected exophoria more than 6.0 prism diopters.
3. No uncorrected hyperphoria more than 1.50 prism diopters.
4. Tropia or Diplopia in any direction of gaze is disqualifying

Field of Vision: Must be full.

Color Vision: Must pass any one of the following two tests:

1. PIP color plates (Any red-green screening test with at least 14 diagnostic plates; see
manufacturer instructions for scoring information) randomly administered under Macbeth
lamp: scoring plates 2-15, at least 12/14 correct.

2. Computer-Based Color Vision Testing: must achieve a passing grade on an approved
and validated Computer-Based Color Vision Test.

(Note: All color vision tests will be administered as delineated in the NAMI Aeromedical Reference and Waiver Guide,
Chapter 12.2. The Farnsworth Lantern (FALANT) was discontinued 31 Dec 2016. The FALANT or Optec 900 may
be considered for selective aviators who were designated before 31 December 2016. Passing scores: 9/9 correct on
the first trial or, if any are missed, at least 16/18 correct on the combined score of the second and thirdtrials.)

Depth Perception: Only stereopsis is tested. Must pass any one of the following three tests:
1. AFVT: at least A — D with no misses.
2. Stereo booklet (Titmus Fly or Randot): 40 arc second circles.
3. Verhoeff: 8/8 correct on the first trial or, if any are missed, 16/16 correct on the combined
second and third trials.

Intraocular Pressure: Must be less than or equal to 22 mm Hg. A difference of 5 mm Hg or
greater between eyes requires an ophthalmology consult, but if no pathology noted, is not
considered disqualifying.

Hearing (ANSI 1969):

Frequency (Hz) Better Ear (dB) Worse Ear (dB)
500 35 35
1000 30 30
2000 30 50
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1.6 STUDENT NAVAL AVIATOR APPLICANT (SNA) STANDARDS

Last Revised: April 2016 Last Reviewed: April 2016

All applicants for pilot training must meet Class | standards except as follows:

Visual Acuity, Distant and Near: Uncorrected visual acuity must not be less than 20/40 each
eye, correctable to 20/20 each eye using a Sloan letter, crowded, eye chart (Goodlite). Vision
testing procedures shall comply with those outlined on the Aerospace Reference and Waiver
Guide Physical Exams section.

Refractive Limits: If uncorrected distant visual acuity is less than 20/20 either eye, a manifest
refraction must be recorded for the correction required to attain 20/20. If the candidate’s distant
visual acuity is 20/20, a manifest refraction is not required. Total myopia may not be greater
than -1.50 diopters in any meridian, total hyperopia no greater than +3.00 diopters in any
meridian, or astigmatism no greater than -1.00 diopters. The astigmatic correction shall be
reported in minus cylinder format.

Cycloplegic Refraction: This is required for all candidates to determine the degree of
spherical ametropia. The refraction should be performed to maximum plus correction to obtain
best visual acuity. Due to the effect of lens aberrations with pupil dilation, visual acuity or
astigmatic correction, which might disqualify the candidate, should be disregarded if the
candidate meets the standards for visual acuity and astigmatism with manifest refraction.

A cycloplegic refraction should be performed at least 30 minutes after instillation of 2 gtts (5
minutes apart) 1% cyclopentolate.

Slit Lamp Examination: Required, and must demonstrate no pathology.
Dilated Fundus Examination: Required, and must demonstrate no pathology.

Hearing (ANSI 1969) :

Frequency (Hz) Decibel (dB)
500 25
1000 25
2000 25
3000 45
4000 55

Anthropometrics and Height/Weight: Please refer to NASC Anthropometrics Website

Reading Aloud Test. Required if speech impediment exists or history of speech therapy
or facial fracture. See MMD paragraph 15-95 or Physical Exam section of ARWG for text.

Dental Readiness: All Applicants must be Dental Class 2 or better.
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1.7 DESIGNATED NAVAL FLIGHT OFFICER (NFO) STANDARDS

Must meet Class | standards, except as follows:

Visual Acuity, Distant and Near: No limit uncorrected. Must correct to 20/20 each eye.
Refraction: No limits.

Oculomotor Balance: No obvious heterotropia or symptomatic heterophoria (NOHOSH).
Depth Perception: Not required.

Dental Readiness: All Applicants must be Dental Class 2 or better.

1.8 APPLICANT STUDENT NAVAL FLIGHT OFFICER STANDARDS

Last Revised: March 2015 Last Reviewed: April 2016

Must meet Class | standards, except as follows:

Visual Acuity, Distant and Near: No limit uncorrected. Must correct to 20/20 each eye. If the
AFVT or Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes meeting visual
acuity requirements.

Refractive Limits: Manifest refraction must not exceed +/-8.00 diopters in any meridian (sum
of sphere and cylinder) with astigmatism no greater than -3.00 diopters. Refraction must be
recorded in minus cylinder format. Must have no more than 3.50 diopters of anisometropia in
any meridian.

Oculomotor Balance: NOHOSH.

Depth Perception: Not Required.

Slit Lamp Examination: Required, and must demonstrate no pathology.

Hearing: Same as SNA Applicant.

Dental Readiness: All Applicants must be Dental Class 2 or better.

Anthropometrics and Height/Weight: Please refer to NASC Anthropometrics Website

Reading Aloud Test: Required if speech impediment exists or history of speech therapy
or facial fracture. See MMD paragraph 15-95 or Physical Exam section of ARWG for text.

U.S. Navy Aeromedical Reference and Waiver Guide Aviation Physical Standards - 6



https://www.netc.navy.mil/Commands/Naval-Aviation-Schools-Command/Aviation-Training-School/

1.9 DESIGNATED: NAVAL FLIGHT SURGEON, NAVAL
AEROMEDICAL PHYSICIAN ASSISTANT, NAVAL AEROSPACE
PHYSIOLOGIST, NAVAL AEROSPACE EXPERIMENTAL
PSYCHOLOGIST, AND NAVAL AEROSPACE OPTOMETRIST
STANDARDS

Must meet Class | standards, except as follows:

Visual Acuity, Distant and Near. No limit uncorrected. Must correct to 20/20 each eye. If the
AFVT or Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes meeting visual
acuity requirements.

Refractive Limits. No limits.

Oculomotor Balance. NOHOSH.

Depth Perception. Not Required.

1.10 APPLICANT: NAVAL FLIGHT SURGEON, NAVAL AEROMEDICAL
PHYSICIAN ASSISTANT, NAVAL AEROSPACE PHYSIOLOGIST,
NAVAL AEROSPACE EXPERIMENTAL PSYCHOLOGIST, AND NAVAL
AEROSPACE OPTOMETRIST STANDARDS

All applicants must meet SNA Applicant standards except as follows:

Visual Acuity, Distant and Near: No limit uncorrected. Must correct to 20/20 each eye. If the
AFVT or Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes meeting visual
acuity requirements.

Refraction. No limits.

Depth Perception. Not Required
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1.11 DESIGNATED AND APPLICANT NAVAL AIRCREW (FIXED WING)
STANDARDS

Must meet Class | standards except as follows.

Visual Acuity, Distant and Near: No limit uncorrected. Must correct to 20/20 each eye. If the
AFVT or Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes meeting visual
acuity requirements.

Refraction: No limits.

Oculomotor Balance: NOHOSH.

Depth Perception: Not required.

Hearing: Designated must meet Class | standards. Applicants must meet SNA Applicant
standards.

1.12 DESIGNATED AND APPLICANT NAVAL AIRCREW (ROTARY
WING) STANDARDS

Must meet Class | standards, except as follows:

Visual Acuity, Distant and Near. Must be uncorrected 20/100 or better, each eye corrected to
20/20. If the AFVT or Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes
meeting visual acuity requirements.

Refraction. No limits.

Oculomotor Balance. NOHOSH.

Hearing. Designated must meet Class | standards. Applicants must meet SNA applicant
standards.
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1.13 CLASS |l PERSONNEL NON-DISQUALIFYING CONDITIONS

Class lll personnel must meet standards for aviation personnel, but within those limitations, the
following conditions are not considered disqualifying:

1. Hematocrit between 38.0 and 39.9 percent in males or between 35.0 and 36.9 percent
in females, if asymptomatic.

2. Seasonal allergic rhinitis unless requiring regular use of antihistamines or medications

causing drowsiness.

Nasal or paranasal polyps

Chronic sinus disease, unless symptomatic and requiring frequent treatment.

Lack of valsalva or inability to equalize middle ear pressure.

Congenital or acquired chest wall deformities, unless expected to interfere with general

duties.

7. Mild chronic obstructive pulmonary disease.

8. Pneumothorax once resolved.

9. Surgical resection of lung parenchyma if normal function remains.

10. Paroxysmal supravertricular dysrythmias, after normal cardiology evaluation, unless
symptomatic.

11. Cholecystectomy, once resolved.

12. Hyperuricemia.

13. Renal stone once passed or in stable position.

14. Internal derangements of the knee unless restricted from general duty.

15. Recurrently dislocating shoulder.

16. Scoliosis, unless symptomatic or progressive. Must meet general standards.

17. Kyphosis, unless symptomatic or progressive. Must meet general standards.

18. Fracture or dislocation of cervical spine.

19. Cervical fusion.

20. Thoracolumbar fractures.

21. History of craniotomy.

22. History of decompression sickness.

23. Anthropometric standards do not apply.

24. No limits on resting pulse if asymptomatic.
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1.14 DESIGNATED AND APPLICANT AIR TRAFFIC CONTROLLER
STANDARDS (MILITARY AND DEPARTMENT OF THE NAVY
CIVILIANS)

Last Revised: March 2014 Last Reviewed: April 2016

Military must meet the standards in Chapter 15, Section Il (Physical Standards); civilians shall
be examined in military MTFs, by a Naval Flight Surgeon (or Aeromedical Examiner or
Aeromedical Physician Assistant), and must meet the general requirements for Civil Service
employment as outlined in the Office of Personnel Management, Individual Occupational
Requirements for GS-2152: Air Traffic Control Series. Both groups have the following additional
requirements:

Phorias: NOHOSH.

Depth Perception: Not required.

Slit Lamp Examination: Required for applicants only. Must demonstrate no pathology.
Intraocular Pressure: Must meet Class | standards.

Color Vision: Must meet Class | standards.

Hearing: Applicants must meet SNA applicant standards. Designated must meet Class |
standards.

Reading Aloud Test: The “Banana Oil” test is required for all applicants and other personnel
as clinically indicated.

Department of the Navy Civilian ATCs:

1. There are no specific height, weight, or body fat requirements.

2. When a civilian who has been ill in excess of 30 days returns to work, a formal flight
surgeon’s (or Aeromedical Examiner or Aeromedical Physician Assistant) evaluation
shall be performed prior to returning to ATC duties. DD2992 shall be used to
communicate clearance for ATC duties to the commanding officer.
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1.15 CRITICAL FLIGHT DECK PERSONNEL STANDARDS (DIRECTOR,
SPOTTER, CHECKER, NON-PILOT LANDING SAFETY OFFICER AND
HELICOPTER CONTROL OFFICER, AND ANY OTHER PERSONNEL
SPECIFIED BY THE UNIT COMMANDING OFFICER)

Frequency of screening is annual. Waivers of physical standards are determined locally by the
senior medical department representative and commanding officer. No BUMED or
NAVPERSCOM submission or endorsement is required. Must meet the standards in Chapter
15, Section lll (Physical Standards), except as follows:

Visual Acuity, Distant and Near: No limits uncorrected. Must correct to 20/20. If the AFVT or
Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes meeting visual acuity
requirements.

Field of Vision: Must have full field of vision.

Depth Perception: Must meet Class | standards.

Color Vision: Must meet Class | standards.

1.16 NON-CRITICAL FLIGHT DECK PERSONNEL STANDARDS

This paragraph includes all personnel not defined as critical. Frequency of screening is annual.
Waivers of physical standards are determined locally by the senior medical department
representative and commanding officer. No BUMED or NAVPERSCOM submission or
endorsement is required. Must meet the standards in Chapter 15, Section Ill (Physical
Standards) except as follows:

Visual Acuity, Distant and Near: No limits uncorrected. Must correct to 20/40 or better in one
eye, 20/30 or better in the other.

NOTE: Because of the safety concerns inherent in performing duties in the vicinity of turning
aircraft, flight line workers should meet the same standards as their flight deck counterparts.
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1.17 PERSONNEL WHO MAINTAIN AVIATOR NIGHT VISION SYSTEMS
STANDARDS

Personnel, specifically those aircrew survival equipment men (USN PR or USMC MOS 6060)
and aviation electrician’s mates (USN AE or USMC MOS 64xx), assigned to duty involving
maintenance of night vision systems, or selected for training in such maintenance, shall be
examined annually to determine visual standards qualifications. Record results in the member’s
health record. Waivers are not considered. Standards are as follows:

Distant Visual Acuity: Must correct to 20/20 or better in each eye and correction must be
worn. If the AFVT or Goodlite letters are used, a score of 7/10 on the 20/20 line constitutes
meeting visual acuity requirements.

Near Visual Acuity: Must correct to 20/20.

Depth Perception: Not required.

Color Vision: Must meet Class | standards.

Oculomotor Balance: NOHOSH.
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1.18 SELECTED PASSENGERS, PROJECT SPECIALISTS, AND OTHER
PERSONNEL

Refer to OPNAVINST 3710.7. When ordered to duty involving flying for which special
requirements have not been prescribed, personnel shall, prior to engaging in such duties, be
examined to determine their physical qualification for aerial flights, an entry made in their Health
Record, and a DD2992 issued if qualified. The examination shall relate primarily to the
circulatory system, musculoskeletal system, equilibrium, neuropsychiatric stability, and patency
of the eustachian tubes, with such additional consideration as the individual’s specific flying
duties may indicate. The examiner shall attempt to determine not only the individual's physical
qualification to fly a particular aircraft or mission, but also the physical qualification to undergo
all required physical and physiological training associated with flight duty. No individual shall
be found fit to fly unless fit to undergo the training required in OPNAVINST 3710.7 series,
for the aircraft and/or mission.

Visual Acuity, Distant and Near: No limits uncorrected. Must correct to 20/50 or better in one
eye.

NOTE: Many squadrons have non-designated personnel that fly as a TFO, intelligence
operator, cryptologic technician, or other duty that requires regular flying. If these individuals fly
on a regular basis, receive flight pay, and/or have flight-related duties, or mission critical duties,
assigned to them while flying, they shall be considered as Class Il Naval Aircrew with regard to
aeromedical standards and physical submission requirements. Consult with NAMI if their flight
status is unclear. However, waiver requirements may be different in these individuals, and will
be considered on a case-by-case basis depending on required physical and physiological
training and their particular duties, aircraft, and mission.
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1.19 NAVAL AVIATION WATER SURVIVAL TRAINING INSTRUCTORS
(NAWSTI) AND RESCUE SWIMMER SCHOOL TRAINING PROGRAMS
STANDARDS

Applicants, designated and instructor rescue swimmers must meet the general standards
outlined in MMD Chapter 15, Section Ill. In addition, the following standards apply:
Visual Acuity, Distant and Near:
1. Applicant Surface Rescue Swimmer. No worse than 20/100 uncorrected in either eye.
Must correct to 20/20 each eye.
2. Designated Surface Rescue Swimmer. No worse than 20/200 uncorrected in either
eye. Must correct to 20/20 each eye.
3. Naval Aviation Water Survival Training Program Instructor. No limits uncorrected.
Must correct to 20/20 in the better eye, no less than 20/40 in the worse eye.
4. All categories. If the AFVT or Goodlite letters are used, a score of 7/10 on the 20/20
line constitutes meeting visual acuity requirements.

Psychiatric: Because of the rigors of the high risk training and duties they will be performing,
the psychological fitness of applicants must be carefully appraised by the examining physician.
The objective is to elicit evidence of tendencies which militate against assignment to these
critical duties. Among these are below average intelligence, lack of motivation, unhealthy
motivation, history of personal ineffectiveness, difficulties in interpersonal relations, a history of
irrational behavior or irresponsibility, lack of adaptability, or documented personality disorders.

Any examinee diagnosed by a psychiatrist or clinical psychologist as suffering from depression,
psychosis, manic-depression, paranoia, severe neurosis, severe borderline personality, or
schizophrenia will be recommended for disqualification at the time of initial examination.

Those personnel with minor psychiatric disorders such as acute situational stress reactions
must be evaluated by the local medical officer in conjunction with a formal psychiatric evaluation
when necessary. Those cases which resolve completely, quickly and without significant
psychotherapy can be found fit for continued duty. Those cases in which confusion exists,
review by the TYCOM force medical officer for fleet personnel or BUMED, M3F1 for shore-
based personnel. Any consideration for return to duty in these cases must address the issue of
whether the service member, in the opinion of the medical officer and the member’s
commanding officer, can successfully return to the specific stresses and environment of surface
rescue swimmer duty.

U.S. Navy Aeromedical Reference and Waiver Guide Aviation Physical Standards - 14




1.20 CLASS IV PERSONNEL: PHYSICAL STANDARDS FOR
APPLICANT AND DESIGNATED, ACTIVE DUTY AND DON/DOD-GS
PERSONNEL THAT OPERATE UNMANNED AIRCRAFT SYSTEMS
(UAS)

Last Revised: Oct 2020 Last Reviewed: Jul 2018

*Reference: MANMED Chapter 15, Article 15-63
*Note: (Civilian Contract Operators must abide by their individual contracts)

UAS Groups: Unmanned Aircraft Systems (UAS) are assigned to UAS Groups 1, 2, 3,4, and 5
based on the aircraft’s physical (gross weight) and flight (normal operating altitude and
airspeed) characteristics according to OPNAVINST 3710.7 series (NATOPS). The assigned
UAS Group is based on the UAS physical or flight attributes consistent with the highest
numbered UAS Group. The aeromedical submission requirements are based on the assigned
UAS Group.

All UAS Groups: Personnel performing any UAS operation must have no medical condition
present, which may incapacitate an individual suddenly or without warning. Personnel may not
perform any UAS operations while using medication whose known common adverse effect or
intended action(s) affect alertness, judgment, cognition, special sensory function or
coordination. This includes both over the counter and prescription medications. All personnel
that operate UAS aircraft must meet general duty accession standards IAW MANMED Chapter
15, Section Ill, and the additional requirements below.

UAS Physical Worksheet (NAVMED 6410/13):
https://www.med.navy.mil/Portals/62/Documents/NMFSC/NMOTC/NAMI/ARWG/Forms/
NAVMED 6410 13.pdf?ver=MoXim90vSRnU22I1070v0gA%3D%3D

UAS Group 1 and 2: Personnel that operate UAS Group 1-2 aircraft require a medical
screening exam maintained locally. An applicant or designated qualification exam for UAS
Group 1-2 only, can be completed locally by a qualified medical provider. The UAS Physical
Worksheet must be completed locally, maintained locally, and uploaded into the DoD Electronic
Health Record. Disqualifying conditions must be documented. Waiver consideration and
approval for UAS Group 1-2 is accomplished by the local command and documented.
Therefore, waiver recommendation and approval for UAS Group 1-2 can be completed locally.
The UAS Physical Worksheet can also be uploaded with a NAMI submission as part of a Class
| (Pilot) or Class Il (NFO, Aircrew) physical/waiver if that qualification is also required and
maintained.

UAS Group 3, 4, and 5: Personnel that operate UAS Group 3-5 aircraft require a complete
Class IV flight physical with submission to NAMI as required. Waiver requests must be
electronically submitted to NAMI and local waiver approval is not authorized. The UAS Physical
Worksheet is to be completed and uploaded with the electronic submission to NAMI. An
applicant physical must be electronically submitted to NAMI as a long-form with an Aeromedical
Summary when required for waiver requests. UAS Group 3, 4, 5 designated physicals can be
submitted to NAMI as electronic short form physicals in accordance with MANMED.
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Designated Class | and Il Aviators: Personnel that operate UAS aircraft who also have and
continue to maintain a Class | (Pilot) or Class Il (NFO, Aircrew) designation must follow physical
qualification and submission requirements for their Class | or Il physical if intended to be
maintained. NAMI submissions must be for the Class | or Class Il physical with clear notation
regarding additional UAS Operator duties. The UAS Physical Worksheet must be uploaded to
the associated AERO electronic physical and aeromedical summary. A member qualified (or a
granted waiver) for Class | or Il with a current upchit, must complete the UAS Physical
Worksheet and attach to the appropriate electronic Physical and AMS. UAS Group 1 and 2
Operator Applicants can maintain this worksheet locally and upload to AERO for submission
with subsequent physicals. UAS Group 3, 4, and 5 Operator Applicants must complete the UAS
Physical Worksheet and upload it to a UAS Applicant Physical for electronic submission to
NAMI. For designated UAS Operators with Class | or Il designation, electronically submit the
Class | or Class Il physical to NAMI as required with the UAS Operator Duties clearly described
in the physical and AMS.

All personnel that operate UAS aircraft must meet general duty accession standards IAW
MANMED Chapter 15, Section lll, and the following Additional Requirements:

Vision:

1. Visual Acuity, Distant and Near: No limit uncorrected. Must correct to 20/20 or better
each eye. If the AFVT or Sloan Letter Crowded Chart is used, a score of 7/10 on the
20/20 line constitutes meeting visual acuity requirements.

a. The following visual corrections are not considered disqualifying (NCD):
(1) Non-surgical Corrections:
(a) Eye glasses
(b) Contact lenses
b. Corneal Refractive Surgery is considered disqualifying — Waiver applications may be
considered IF the individual meets the parameters noted in the Aeromedical
Reference & Waiver Guide, Chapter 12.15. The following are the only types of CRS
considered for waivers:
(a) Photorefractive Keratectomy (PRK)
(b) Laser Sub-Epithelial Keratomileusis (LASEK)
(c) Laser-Assisted In-situ Keratomileusis (LASIK)

2. Color Vision: A validated PIP test at 12/14 (or better); or a passing grade on an
approved and validated Computer-Based Color Vision Testing (CBCVT). All color vision
tests will be administered as delineated in the NAMI Aeromedical Reference and Waiver
Guide, Chapter 12.2. (The FALANT Test 9/9 or 16/18 may be considered for designated
aviators who were designated before 31 December 2016).

3. Oculomotor Balance:
a. No esophoria more than 6.0 prism diopters
b. No exophoria more than 6.0 prism diopters
c. No hyperphoria more than 1.5 prism diopters
d. Tropia or Diplopia in any direction of gaze is disqualifying

4. Field of Vision: Must be full

U.S. Navy Aeromedical Reference and Waiver Guide Aviation Physical Standards - 16


http://www.med.navy.mil/directives/Pages/NAVMEDForms.aspx

5. Depth Perception: Only stereopsis is tested. Must pass any one of the following three
tests:
a. AFVT: at least A-D with no misses
b. Stereo booklet (Titmus Fly or Randot): 40 arc second circles
c. Verhoff: 8/8 correct on the first trial or if any are missed, 16/16 correct on the
combined second and third trials

6. Intraocular Pressure: Must be less than or equal to 22 mmHg. A difference of 5 mmHg
or greater between eyes requires an ophthalmology consult, but if no pathology is noted,
is not considered disqualifying.

Speech: Read Aloud Test: “Banana Oil” Test - No impediments
a. |IAW MANMED Chapter 15

Reading Aloud Test: The “Banana Oil” test is required for all applicants and other
aviation personnel as clinically indicated.

“You wished to know about my grandfather. Well, he is nearly 93 years old; he dresses himself
in an ancient black frock-coat, usually minus several buttons; yet he still thinks as swiftly as
ever. A long, flowing beard clings to his chin, giving those who observe him a pronounced
feeling of the utmost respect. When he speaks, his voice is just a bit cracked and quivers a
trifle. Twice each day he plays skillfully and with zest upon our small organ. Except in winter
when the ooze of snow or ice is present, he slowly takes a short walk in the open air each day.
We have often urged him to walk more and smoke less, but he always answers “Banana Oil.”
Grandfather likes to be modern in his language.”

Pregnancy: UAS/UAV personnel who are pregnant will fall under the same guidelines as Class
Il Air Traffic Control personnel.
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1.21 APPLICANT CHECKLIST

Last Revised: Jan 2021

Last Reviewed: May 2017

SNA SNFO Student: AC AC FIW ATC UAS
NFS,NAP (Rotary
NAEP, Wing)
NAO,NAPA
CXR At accession or <3yr old <3yr <3yr <3yr <3yr
Dental Type | or Il and Class | or 2
Labs ALL LABS ARE REQUIRED WITHIN 90 DAYS OF PHYSICAL DATE
Urine Occult blood, Protein and Glucose by dipstick, Specific gravity
Serology
Chems Cholesterol, HDL, LDL, Triglyceride, Fasting Blood Sugar
Other Labs HCT, HIV, Sickle Cell,
G6PD
HCT Males:  40-52
Females: 37-47
EKG MUST BE DONE WITHIN 12 MONTHS OF PHYSICAL DATE SIGNED & UPLOADED TO AERO
Anthropometrics Must meet OPNAVINST 3710.37A guidelines
WEIGHT (See Must meet Navy and Marine Corps weight and body fat standards. Weight cannot be <103 Ibs or >245 Ibs. NAVY STD NAVY
HT-WT STD
charts)
BP (Sitting) <140/90 <140/90 <140/90 <140/90 <140/90 <140/90 <140/90
Pulse (Sitting) <100, >45 <100, >45 <100, >45 <100, >45 <100, >45 <100, >45 <100, >45
DVA uncorr <20/40-0 No Limit No Limit <20/100 SEE No Limit No Limit
w/ corr 20/20-0 2020 2020 20120 SPECIAL 2020 2020
NVA uncorr <20/40 None 20/20 None <20/100 None None None
w/ corr 20/20 20/20 20/20 20/20 20/20 20/20
Slit Lamp Exam Required
Field of vision Full Full Full | Ful | Full | Full | Full
REFRACTION *Cyclo/Manifest Manifest No Limit on refractive error. Record on exam
Total Ref error +3.00/-1.50 +/-8.00
astigmatism +/-1.00 +/-3.00
anisometropia 3.50 3.50
Phoria Eso <6, Exo <6 No Obvious heteroTropia Or Symptomatic heteroPhoria (NOTOSP / NOHOSH) SAME AS
Hyper 1.5 SNA
Color PIP must pass with 12 or more correct of 14 plates; SAME AS
or a passing score on an approved computerized color vision test SNA
Depth AFVT A-D DEPTH PERCEPTION NOT SAME AS NOT NOT SAME AS
Verhoeff 8/8 TESTING ISNOT REQUIRED SNA REQUIRED REQUIRED SNA
RANDOT or REQUIRED
Titmus to <40
sec of arc
I0P <22 mm Hg and must be no more than 4 mm Hg difference between eyes
Audiogram ALL APPLICANTS MUST MEET SNA HEARING
STANDARDS 500HZ 25db
1000HZ  25db
2000HZ  25db
3000HZ  4b5db
4000HZ  55db
Special **Corneal Reading
Mapping Enlisted Naval Aircrew (NAC) >20/100 uncorrected shall be PQ for fixed wing Aloud Test
(topography/ only. Required
Pentacam)
required
*SNA
Topography pattern or the INFERIOR:SUPERIOR (1/S) ratio in central 6 mm of cornea (3mm above, 3 mm below center) is > 1.5, submit to NAMI for
*SNA Refraction (1) Manifest refraction is required only for SNAs who are NOT 20/20 -0 on Goodlite in each eye. (2) All SNAs require cycloplegic (1%
cyclopentolate) refraction to assure < +3.00 D sphere only. NOTE: there is NO standard for astigmatism (CYL) or Visual Acuity on cyclo refract.
Fleet Accessions Physical exam must have been completed within 12 months
NFO to Pilot Must meet SNA standards
transition Physical exam must be within 12 months unless specified otherwise in announcement

Note: Class | SNA/Class 2 SNFO and all other Aviation Applicants:

*SNA Applicants — submission must have a complete Military Optometry SNA Cycloplegic Eye Exam, CXR results, Physician signed
EKG uploaded to AERO Encounter for review.

*SNFO and all other Applicants — submission must have a complete Military Optometry eye exam, CXR Results, Physician signed
EKG uploaded to AERO Encounter for review
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1.22 DESIGNATED CHECKLIST

Last Revised: Jan 2021

Last Reviewed: May 2017

SG1 SGII SGI NFO, NFS A/IC ROTARY AIC FIXED ATC UAS
NAP, NAEP, WING WING
NAO, NAPA USN/USMC USN/USMC
DVA (SEE NOTE) 20/100 20/200 OR 20/400 OR NO LIMIT 20/100 OR NO LIMIT NO LIMIT NO LIMIT
OR BETTER BETTER BETTER CORRTO BETTER CORR CORRTO CORRTO CORR
CORR TO CORRTO CORRTO 20/20 TO 20/20 20/20 20/20 TO 20/20
20/20-0 20/20-0 20/20-0
NVA NO LIMIT PROVIDED CORRECTABLE TO 20/20. MUST CARRY NEAR CORRECTION IF WORSE THAN 20/40.
REF ERROR NO LIMIT ON REFRACTION. PERFORM MANIFEST ON DVA >20/20
PHORIAS 6.0 ESO No Obvious heteroTropia Or Symptomatic heteroPhoria (NOTOSP / NOHOSH) | SAME
6.0 EXO AS SG1
15 HYPER
DEPTH MUST PASS ONE OF: AFVT A-D, VERHOEFF 8/8 [NOT SAME AS SG1 NOT NOT SAME
PERECEPTION OR 16/16, RANDOT AND TITMUS <40 SEC OF | REQUIRED REQUIRED REQUIRED AS SG1
ARC
COLOR VISION PIP must pass with 12 or more correct of 14 plates; or a passing score on an approved computerized color | SAME AS SAME
vision test. (FALANT: 9/9 or 16/18 for mbrs designated before 31 DEC 2016) SG1 AS SG1
IOP Must be < 22mmhg and no more than 4 difference between eyes. Perform on all examinations
ECG Required Every 5 years at ages 25, 30, 35, 40 till age 50 then annually on all aviation duty physical exams. The Q5 year EKG is required to be
signed and uploaded to PE in AERO.
URINE EVERY FIVE YEARS: OCCULT BLOOD, PROTEIN, AND GLUCOSE BY DIPSTICK
BLOOD TESTS AS CLINICALLY INDICATED: HIV
EVERY FIVE YEARS: HCT, CHOLESTEROL, HDL, LDL, TRIGLYCERIDES, FASTING BLOOD SUGAR
CXR REQUIRED ONLY WHEN CLINICALLY INDICATED
BIP SITTING ONLY REQUIRED. MUST BE LESS THAN 140/90
PULSE MUST BE <100 AND >45, IF <45 DOCUMENT APPROPRIATE CARDIO RESPONSE TO EXERCISE
AUDIO FREQ BETTER EAR 35DB WORSE EAR
500HZ 30DB 35DB
1000HZ 30DB 30DB
2000HZ 50DB
SPECIAL Interservice Transfer: Physical exams must be less than one year old, and must be sent to BUMED M3F1 for commissioning endorsement
before aviation determination can be made.
NFO to Pilot transition program: Refer to SNA standards
NOTE DVA of 20/20 in Class 1 personnel is 20/20 with zero misses on 20/20 line. DVA of 20/20 in Class 2, 3, and 4 personnel is considered 20/20 with

up to 3 misses on 20/20 line (7/10). All aviation personnel must wear their corrective lenses if needed to meet class vision standards. If uncorrected
DVA is worse than 20/100, they must carry an extra pair of spectacles. Members who wear contact lenses to fly must also carry backup spectacles
that correct vision to 20/20.
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AEROMEDICAL TECHNICAL BULLETIN

Reading Aloud Test

Background:

Administer the reading aloud test (RAT) to aviation training applicants as a standardized assessment of
an individual’s ability to communicate clearly in the English language, in a manner compatible with
safe and effective aviation operations. Current communication systems degrade speech intelligibility.
The radio environment separates the speaker and the listener from the benefits of watching lips and
body language cues. Those with marginal English skills have problems communicating effectively in
the operational aviation environment.

Failure of the screening RAT by applicants with English as their native language may indicate
undiagnosed or concealed learning disabilities. Administration of the RAT occasionally reveals
immature, indecisive, careless, or excessively introverted personalities, which may indicate a high risk
for aviation training failure.

When administered to aviation personnel, to include ATC personnel, the RAT will be used to determine
the individual’s ability to clearly enunciate, in the English language, in a manner compatible with safe
and effective aviation operations.

The RAT appears to be a nonsense story, but was designed as a phonetic exercise. Assessment by the
flight surgeon (or Aeromedical Examiner or Aeromedical Physician Assistant) is subjective. Applicants
should read the RAT clearly, deliberately, without hesitation, error, or stuttering. The test is scored as
“RAT-PASS” or “RAT-FAIL.” The examining physician will consult with a local instructor pilot or
ATC supervisor in questionable cases.

Procedure:
Have the examinee stand erect, face the examiner across the room and read aloud, as if he/she were
confronting a class of students.

If he/she pauses, even momentarily, on any phrase or word, the examiner immediately and sharply
says, “What’s that?” and requires the examinee to start again with the first sentence of the test. The true
stammerer usually will halt again at the same word or phonetic combination and will often reveal
serious stammering.

Have the applicant read aloud as follows:

“You wished to know all about my grandfather. Well, he is nearly 93 years old; he
dresses himself in an ancient black frock coat, usually minus several buttons; yet
he still thinks as swiftly as ever. A long flowing beard clings to his chin giving
those who observe him a pronounced feeling of the utmost respect. When he
speaks, his voice is just a bit cracked and quivers a trifle. Twice each day he plays
skillfully and with zest upon our small organ. Except in winter when the ooze of
snow or ice is present, he slowly takes a short walk each day. We have often urged
him to walk more and smoke less, but he always answers, “Banana oil!”
Grandfather likes to be modern in his language.”

U.S. Navy Aeromedical Reference and Waiver Guide Aviation Physical Standards - 20



2.0 WAIVERS FOR PHYSICAL STANDARDS

2.1 INTRODUCTION

Last Revised: February 2021 Last Reviewed: February 2021

Aircrew personnel and applicants who do not meet physical standards may be considered for a
waiver of standards. Waivers may be granted on the need of the service, consistent with
training, experience, performance, and proven safety of the aircrew personnel. In general,
applicants are held to a stricter standard than designates and are less likely to be recommended
for a waiver.

2.2 GENERAL REQUIREMENTS

In addition to the criteria mentioned above, waivers are also based upon risk management and
how it is applied to the following nine criteria:

1. It must be acceptable for unrestricted general military duty as per the Manual of the
Medical Department (MANMED/NAVMED P-117).

2. It cannot jeopardize the successful completion of a mission.

3. The disqualifying defect must not pose a risk of sudden incapacitation.

4. It must not pose any potential risk for subtle incapacitation that might not be detected by

the individual but would affect alertness, special senses, or information processing.

It must not be subject to aggravation by military service or continued flying.

It must be resolved or stable at the time of the waiver (i.e. non-progressive).

If the possibility of progression or recurrence exists, the first signs or symptoms must be

easily detectable and cannot constitute an undue hazard to the individual or to others.

8. It cannot require uncommonly available tests, regular invasive procedures, non-routine
medications or frequent absences to monitor stability or progression especially during
deployment or assignment to austere areas.

9. It cannot involve unconventional medical treatments that are outside of standard of care.

Noo

2.3 GRANTING AUTHORITY

Waivers are granted by BUPERS, CMC (ASM), or other appropriate waiver granting authority.
NAMI Code 53HN must review all waiver requests and forward their recommendations to
BUPERS or CMC as appropriate. It is important to note that the BUMED endorsement letter
recommending a disposition on an aircrew member is not the final action and requires BUPERS
or CMC endorsement. In other words, a waiver is not truly granted until BUPERS or CMC acts.
Until that time, the waiver is still in a “recommended” status.

2.4 REQUESTING AUTHORITY

Waivers may be requested by the following individuals:
1. The service member initiates the waiver request in most circumstances.
2. The commanding officer of the member may initiate a waiver request.
3. The examining or responsible medical officer may initiate a waiver request.
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4. In certain cases the initiative to request or recommend a waiver will be taken by
BUMED; the Commanding Officer, Naval Reserve Center; CMC; or NAVPERSCOM. In
no case will this initiative be taken without informing the member’s local command.

5. All waiver requests shall be either initiated or endorsed by the member’'s commanding
officer.

2.5 ROUTING OF WAIVER REQUESTS

Except in rare cases, the waiver request will begin at the member's command either with the
member or the commanding officer. All waiver requests must be routed through the member’s
commanding officer and contain a statement indicating that the commanding officer is aware of
the request for a waiver, the Aeromedical recommendation, and whether the commanding
officer concurs with this recommendation. A formal command endorsement typed on command
letterhead must accompany all waiver requests for alcohol disorders. After review by the
member’s commanding officer, all waiver requests shall be forwarded to NAMI Code 53HN for
review and endorsement via AERO submission. NAMI Code 53HN will review all waiver
requests and forward their recommendation to the appropriate waiver granting authority
(BUPERS or CMC) via formal BUMED letter via AERO. Copies of this BUMED letter are
available via AERO and can be printed by the Aeromedical personnel who is responsible for the
member. Copies of the BUMED letter shall be placed in the member’s health record along with
the waiver request.

2.6 WAIVER SUBMISSION REQUIREMENTS

The submitter should refer to the appropriate section of the Aeromedical Reference and Waiver
Guide (ARWG) for specific submission requirements for each defect or disqualifying diagnosis.
All waiver submissions require ALL OP REPORTS pertaining to the waiver (as indicated), an
Aeromedical Summary (AMS), to include applicants, and the following items:

APPLICANTS:
1. Complete applicant physical exam
2. A detailed history, review of systems, and physical findings associated with the
defect shall be recorded on the physical exam
3. All supporting documentation required by the appropriate section of the ARWG (i.e.
laboratory, radiology, consultant reports...)
4. Flight Surgeon’s recommended disposition
DESIGNATED:
1. The member’s most recent flight physical
2. All supporting documentation required by the appropriate section of the ARWG (i.e.
laboratory, radiology, consultant reports, etc...)
3. All information required for continuation of previous waivers
4. The Aeromedical Electronic Resource Office (AERO) website should be reviewed
prior to submission to ensure that the member has all prior waivers and physical
exams up-to-date
5. Once complete, the waiver request shall be submitted within 10 working days to
NAMI Code 53HN via the member’'s commanding office via AERO.
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2.7 WAIVER CONTINUATION

Waiver continuation requests must be submitted to NAMI Code 53HN for review as specified in
the BUMED waiver recommendation letter and the Waiver Authority granting letter via AERO.
Refer to the BUMED endorsement letter to determine how frequently submission is required and
what information must be submitted. The continuation request must include the member’s
annual physical exam (long or short form) and all required additional information as specified by
BUMED letter and/or the pertinent section of the ARWG.

2.8 AEROMEDICAL CLEARANCE

A “waiver granted” normal duration Aeromedical Clearance Notice (up-chit) may only be issued
after a waiver has been granted by BUPERS or CMC. A temporary up-chit may be issued if:
1. NAMI Code 53HN has endorsed the waiver request and recommended a waiver of
standards be granted
2. A Local Board of Flight Surgeons (LBFS) may issue a temporary up-chit in accordance
with MMD Chapter 15-80. See criteria below

A temporary up-chit may not exceed 90 days in duration. If the member holds a grounding
letter issued by BUPERS or CMC stating that a waiver has previously been denied, a
temporary up-chit shall not be issued. The member must wait until a waiver is granted by
appropriate authority before any up-chit is issued.

2.9 LOCAL BOARD OF FLIGHT SURGEONS

A Local Board of Flight Surgeons (LBFS) provides an expedient way to return a grounded
aviator to flight status pending official BUMED endorsement and granting of a waiver by
BUPERS or CMC. A LBFS is convened by the member’'s commanding officer based on the
recommendation of the flight surgeon or higher authority. It must consist of at least three
medical officers, two of whom shall be flight surgeons. The findings of the LBFS may be
recorded as an Aeromedical Summary (AMS).

The senior flight surgeon on the board may issue a temporary, 90 day up-chit if the following
criteria are met:
1. The condition is addressed by the ARWG
2. The member has completed all tests and required information as specified by the ARWG
3. The member has met all criteria for a waiver as specified in the ARWG
4. The member has not been previously grounded by BUPERS or CMC

A LBFS shall NOT issue an up-chit to personnel whose condition is not addressed by the
ARWAG. In those cases a waiver request should be forwarded to NAMI Code 53HN via AERO
with a request for expedited review. A LBFS shall NOT issue an up-chit if the member currently
has a grounding letter by BUPERS or CMC.

2.10 SPECIAL BOARD OF FLIGHT SURGEONS

This board consists of members appointed by the OIC of NAMI. The board evaluates medical
cases, which, due to their complexity or uniqueness, warrant a comprehensive aeromedical
evaluation. A Special Board of Flight Surgeons should not be requested merely to challenge a
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physical standard or disqualification without evidence of special circumstances. Refer to
MANMED 15-81 for specific instructions on how to request a Special Board of Flight Surgeons
and more details regarding its proceedings.

2.11 SENIOR BOARD OF FLIGHT SURGEONS

This board is the final appeal board to review aeromedical dispositions as requested by
NAVPERSCOM, CNO, or CMC. The board consists of a minimum of five members, three of
whom must be flight surgeons and one of whom shall be a senior line officer assigned by the
CNO or CMC. The presiding officer shall be the Deputy Chief, BUMED, Operations and
assisted by the Director, Aerospace Medicine. Refer to MANMED 15-82 for additional
information.

2.12 AEROMEDICAL SUMMARY

The Aeromedical Summary (AMS) is required for all initial waiver requests (designated,
applicant and members currently in aviation training). An AMS allows the Flight Surgeon to
write a detailed summary of the member’s condition and how it relates to his current flying duty.
It should be directed to the member’s specific condition and include a detailed history of present
illness (HPI), directed physical exam, and include results of all pertinent ancillary studies. The
AMS should provide enough detail so that the reviewer can make an appropriate aeromedical
decision based solely on this document. As stated earlier, the waiver request shall include the
AMS, all ancillary consultant, laboratory, radiological and op reports, and the member’s current
physical exam. A LBFS may detail its findings and recommendations in an AMS, but not every
AMS necessarily serves as a LBFS. Please refer to the AERO tutorial on “How to complete an
AMS in AERO”. A PRK AMS template and a Hypertension AMS template are also available for
download in the forms section of the ARWG as well as their respective medical sections
(ophthalmology and cardiology). An AMS MUST BE associated with a physical that is dated the
same day or prior.

*AERO requires a UIC for the medical facility and the member’'s command.

2.13 HOW TO SUBMIT A WAIVER REQUEST

Waiver requests shall be submitted to NAMI Code 53HN for review and appropriate
endorsement via AERO.

All flight physicals (designated or candidate) which require BUMED endorsement
through NAMI, should be submitted via AERO (https://aero.health.mil). Packages
received through mail, facsimile or e-mailed scans will be returned to the examining
facility without action unless accompanied by a letter explaining why submission via
AERO was not utilized. If using an e-mail, please ensure the e-mail is encrypted. If a
physical needs to be sent through the mail, the physical must be sent via certified
mail (FEDEX, USPS) and mailed to:

Officer in Charge
Navy Medicine Operational Training Center Detachment
Naval Aerospace Medical Institute
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https://aero.health.mil/

340 Hulse Road
Attn: Code 53HN
Pensacola, FL 32508

When mailing, please follow-up with an e-mail.

You can send an encrypted e-mail of scanned documents to:
usn.pensacola.navmedotcnamifl.list.namiphysqualtech@health.mil

Whenever possible, the file type .pdf should be used. If necessary, .tif or .jpg can also
be sent. E-MAIL SHOULD ONLY BE USED WHEN ON A SHIP AND INTERNET
PROBLEMS DUE TO DEPLOYMENT.

2.14 HOW TO CHECK ON THE STATUS OF A WAIVER REQUEST

Log on to AERO website: https://aero.health.mil/. This will give you access to check
both the current status of aviation personnel and track the waiver request as it makes its
way through the process. Access to this site requires your CAC card and PIN and a
user account.

For specific requirements on requesting an account, please use the link below.
(https://www.med.navy.mil/Navy-Medicine-Operational-Training-Command/Naval-
Aerospace-Medical-Institute/Aeromedical-Reference-and-Waiver-Guide/)
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3.0 CARDIOLOGY

Last Revised: FEB 2016 Last Reviewed: FEB 2016

Significant changes: 1) Addition of section on long QT syndrome

3.1 AORTIC INSUFFICIENCY

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class |

Applicant SG1 SG 2 SG3 Class Il Class Il Class IV
CD X X X X X X X
NCD
WR X' X' X' X' X' X'
WNR X
LBFS No No No No No No No

EXCEPTIONS

LIMDU/PEB Not required.

1. Waivers are considered on a case-by-case basis on Designated Personnel for mild and moderate
severity, for non-ejection seat aircraft, maritime/helo/transport only

AEROMEDICAL CONCERNS: Acute complications from aortic insufficiency are rare. Chronic
complications include left ventricular dilation and heart failure. There are theoretical concerns that the
regurgitant flow of blood back into the LV may predispose the individual to GLOC, but this has not been
confirmed. A secondary concern is that weight training to improve G-tolerance is relatively
contraindicated, although such training is highly desirable in the tactical community.

WAIVER: Aortic insufficiency associated with a structural abnormality of the valve is CD, with no waiver
for candidates. Designated individuals can receive waiver recommendations limited to non-ejection seat
aircraft, maritime/helo/transport only. Traditionally, Al has been felt not to occur in normal subjects, but
NAMI and the Air Force Aeromedical Consult Service have detected a limited degree of Al in a number of
patients without detectable valvular pathology. On echo, these "physiologic" Al cases typically have a
very small Al jet that does not extend out of the LVOT. In these cases, the condition is NCD, and as such
does not require a waiver.

BICUSPID AORTIC VALVES: Because congenital bicuspid aortic valves can degenerate and progress
to aortic stenosis or insufficiency, a bicuspid aortic valve is CD. Waivers will not be considered for
applicants. If an incidental finding in designated aircrew, condition may be waiverable with possible
restriction on aircraft or flight profile.

DIAGNOSIS/ICD-10 Code:
135.1 Nonrheumatic aortic insufficiency

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.
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FOLLOW UP
REQUIREMENTS

Annual Submission

Flight Surgeon comment regarding interval history & symptoms.
Specialist Evaluation: Cardiology or Internal Medicine, unless otherwise specified by code 53HN.
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3.2 AORTIC STENOSIS

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class lll Class IV

CD X X

NCD

WR X' X'

WNR

LBFS No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case basis on Designated Personnel for mild severity, for
non-ejection seat aircraft, maritime/helo/transport only

AEROMEDICAL CONCERNS: Aortic stenosis (AS) is generally well compensated over long periods of
time. The cardinal manifestations of AS are angina, syncope and congestive heart failure. Angina is due
either to CAD or the increased myocardial oxygen demands complicated by LVH. Syncope is frequently
exercise related, and is generally the result of the inability of the heart to increase cardiac output. The
compensatory LVH may also predispose the member to dysrhythmias, and result in syncope or sudden
death.

WAIVER: Any degree of aortic stenosis is CD for aviation. Waivers to flight status may be considered
only for designated individuals with mild AS (pressure gradient < 25 mm Hg). They are restricted to non-
ejection seat aircraft, maritime/helo/transport only.

DIAGNOSIS/ICD-10 Code:
135.0 Nonrheumatic aortic stenosis

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history & symptoms.
Specialist Evaluation: Cardiology or Internal Medicine, unless otherwise specified by code 53HN.
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3.3 MITRAL REGURGITATION

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class lll Class IV

CD X X

NCD

WR X' X'

WNR

LBFS No No

EXCEPTIONS

LIMDU/PEB | Not required.
1. Waivers for Designated Personnel are considered on a case-by-case basis

AEROMEDICAL CONCERNS: Reduced exercise tolerance and sudden attacks of acute pulmonary

edema in severe cases.

WAIVER: Waiver can be considered for mild mitral regurgitation provided it is not associated with mitral
stenosis or connective tissue disease. Mild MR without abnormalities of the mitral valve, abnormalities of
left atrial size or abnormalities of LV size will be NCD. Higher grades of valvular insufficiency, or valvular
insufficiencies with structural abnormalities will be considered for waiver recommendation on a case-by-

case basis.

DIAGNOSIS/ICD-10 Code:
134.0 Nonrheumatic mitral insufficiency

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and

no restrictions documented on last clinical note (electronic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and

expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and

years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history & symptoms.

Specialist Evaluation: Cardiology or Internal Medicine, unless otherwise specified by code 53HN.
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3.4 MITRAL STENOSIS

EXCEPTIONS

These cases should be forwarded to PEB for retention determination.

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CcD | X X X X X X X
NCD |
WR |
WNR | X X X X X X X
LBFS No No No No No No No

|

LIMDU/PEB

AEROMEDICAL CONCERNS: Mitral stenosis has a varied clinical presentation. Hemoptysis can occur,
and ranges from simply blood streaked sputum to frank hemorrhage; although dramatic, it is rarely life-
threatening. Atrial fibrillation is a frequent sequela of MS. Hemodynamic decompensation may result
from atrial fibrillation, with or without a rapid ventricular response rate, as ventricular filling is highly
dependent on atrial contraction (atrial kick), and/or a long diastolic filling time. MS may also present with
chest pain. The dilated left atrium is prone to clot formation, and embolic events are not uncommon.

WAIVER: Any degree of mitral stenosis is CD, with no waiver recommended. Valve replacement surgery
is not waived.

DIAGNOSIS/ICD-10 Code:
134.8 Other nonrheumatic mitral valve disorders
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3.5 MITRAL VALVE PROLAPSE

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 Class Il Class Il Class IV

CD X X X X X X X

NCD

WR X' X* X* X* X* X* X*

WNR

LBFS No No No No No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case basis for Class Il & IV applicants only
2. Waivers are considered on Designated Personnel on a case-by-case basis for mild severity, not
requiring medication, and without history of arrhythmia

AEROMEDICAL CONCERNS: MVP syndrome symptoms vary in severity and are manifold in
presentation. Arrhythmias are seen in a subset of MVP patients; most commonly premature ventricular
beats, paroxysmal supraventricular and ventricular tachycardias. Non- anginal chest pain often causes
patients to seek medical attention. Palpitations, syncope and light-headedness have been reported, and
sudden death is a rare complication. Of those patients who develop ventricular arrhythmias,
approximately 50% have a history of syncopal or presyncopal episodes.

WAIVER: Candidates are not recommended for waiver, except for class lll or IV. Designated personnel
with minimal regurgitation, who do not require medication or have a history of significant arrhythmias, may
be considered for waiver.

DIAGNOSIS/ICD-10 Code:
134.8 Other nonrheumatic mitral valve disorders

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Echocardiogram, Exercise stress testing and Holter monitor.

- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history & symptoms.
Specialist Evaluation: Cardiology or Internal Medicine, unless otherwise specified by code 53HN.
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3.6 VALVULAR CONDITIONS (OTHER)

Last Revised: JAN 2016

Last Reviewed: FEB 2016

Applicant SG1 SG 2 SG3 Class Il Class Il Class IV
CD X X X X X X X
NCD
WR X' X' X' X' X' X' X'
WNR
LBFS No No No No No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case basis

AEROMEDICAL CONCERNS: The major concern is the
pathology. Pulmonic or tricuspid stenosis can both produ
insufficiency is associated with arrhythmias.

WAIVER: Asymptomatic cases with mild functional abno

relationship with mitral and aortic valve
ce fatigue or shortness of breath. Tricuspid

rmalities of the tricuspid or pulmonary valves

may be considered for waiver in the absence of other pathology.

DIAGNOSIS/ICD-10 Code:
136.8 Other nonrheumatic tricuspid valve disorders
137.8 Other nonrheumatic pulmonary valve disorders

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of
no restrictions documented on last clinical note (electron

return to full duty, world-wide deployable, and
ic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and

expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).

- Exercise stress testing and Holter monitor.

- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and

years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP
REQUIREMENTS

Annual Submission

Flight Surgeon comment regarding interval history & symptoms.
Specialist Evaluation: Cardiology or Internal Medicine, unless otherwise specified by code 53HN.
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3.7 ARRHYTHMIAS (PAC/PVC/OTHER)

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CD X X X X X X X

NCD

WR X' X' X' X' X' X' X'

WNR

LBFS No No No No No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case basis

AEROMEDICAL CONCERNS: The concerns usually relate to presence of underlying heart disease.
There is also a risk of progression to the development of symptoms or yet more severe arrhythmias which
could be disabling in flight.

WAIVER: A waiver is not recommended for ventricular fibrillation or flutter. Most other conditions that
have not been specifically addressed are waiverable provided there is no evidence of underlying heart
disease. Some conditions require the flier to be grounded while undergoing evaluation while others allow
a continuation of flying status. When in doubt, discuss the case with NAMI before making any decisions.

DIAGNOSIS/ICD-10 Code:

149.1 Atrial premature depolarization

149.3 Ventricular premature depolarization
149.49  Other premature depolarization

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Patients with sinus pause (>2.5 sec), single or paired premature atrial contractions (PAC), single
or paired junctional premature beats, supraventricular premature beat, idioventricular rhythm,
uniform ventricular premature contraction (PVC), multiform PVC, or fused PVC should have a
Holter monitor while remaining on flying status.

a. If this is normal, no further evaluation is necessary.

2. Patients with sinus bradycardia (<40 bpm) should have a rhythm strip performed during exercise,
if it cannot be accounted for by a vigorous exercise program
a. If the individual cannot achieve 100 bpm or double the heart rate, a Holter monitor and

exercise stress test should be carried out while the aviator is grounded.

3. Patients with paired PVC's or PVC with R on T phenomenon require Holter monitor, exercise
stress test and echocardiogram while grounded.

a. If paired or frequent ectopic beats are seen on Holter monitoring (comprising >1% of all beats
or >25% of all beats in any hour, or more than 5 per minute, or if multifocal), an
echocardiogram and exercise stress test should be performed.

4. In cases where ectopic beats comprise 10% or more of all beats or >25% in any hour or more
than 10 pairs of ectopic beats are seen in 24 hours, the individual should be grounded and
undergo complete cardiology evaluation.

- Released from internal medicine or cardiology care with recommendation of return to full duty, world-
wide deployable, and no restrictions documented on last clinical note (electronic or paper).

- If internal medicine or cardiology recommends restrictions, then documentation of physical and/or
mental limitations and expected duration (permanent vs temporary).

- Internal medicine or cardiology recommendation for follow on care documented on last clinical note
(electronic or paper).
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- Email or provide administrative information to include command UIC, command address, personal

address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP

Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history & symptoms.
Specialist Evaluation: Cardiology or Internal Medicine, unless otherwise specified by code 53HN.
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3.8 ATRIAL FIBRILLATION (AFIB)

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CD X X X X X X X

NCD

WR X' X' X' X' X' X'

WNR X

LBFS No No No No No No No

EXCEPTIONS

LIMDU/PEB | Yes, if ablation performed to allow time for complete evaluation and waiver process

1. Waivers are considered on a case-by-case basis on Designated Personnel following a single
episode of atrial fibrillation with a documented precipitating factor (e.g. Holiday Heart), a return to
full flight status is possible after 6 months without recurrence. No medications are waivered.
Waivers are not recommended in paroxysmal/recurrent cases without successful ablation.

AEROMEDICAL CONCERNS: Loss of atrial contribution to cardiac output with or without rapid
ventricular response may result in hemodynamic symptoms and impaired exercise capacity with
implications for aviators in high performance aircraft. Symptoms of atrial fibrillation often include
palpitations and lightheadedness, and may include near-syncope, dyspnea, or chest pain, although many
episodes of atrial fibrillation are asymptomatic. There is a significantly increased risk of thrombosis and
embolic phenomena in the setting of both paroxysmal and chronic atrial fibrillation. Chronic medications
for maintenance of sinus rhythm or for ventricular rate control may impair hemodynamic response to +Gz
loading.

REMEMBER: SINCE THE MINIMUM TIME OF OBSERVATION FOR RECURRENCE IS GREATER
THAN 60 DAYS, A GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS; A LOCAL
BOARD OF FLIGHT SURGEONS IS NOT AUTHORIZED TO RETURN TO FLIGHT STATUS.

Radiofrequency catheter ablation for atrial fibrillation is also CD. Paroxysmal atrial fibrillation following
successful ablation may be considered no sooner than 6 months post-procedure for all designated
classes with the exception of Class I, SG1 which requires at least 12 months observation post-procedure.
Waiver requires that the member remain asymptomatic off all antiarrhythmic medication with no
recurrence of atrial fibrillation after ablation and a normal cardiac evaluation as outlined below. Due to
significantly lower success rates, waivers for ablation of permanent atrial fibrillation are generally not
recommended.

DIAGNOSIS/ICD-10 Code:
148.91  Unspecified atrial fibrillation

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

Single episode of Afib (resolved):
1. Exclusion of secondary causes is mandatory, including an exact detailed history of the event(s)
(i.e. alcohol use, thyroid disorders, stimulant use, sleep, stress, etc.).
2. Complete cardiology consultation is required, to include:
a. Exercise treadmill testing
b. Echocardiography
c. Ambulatory EKG monitor (event monitor) obtained 3-6 months post-event (ideally sometime
during final observation month) off all antiarrhythmic medication. Monitoring for minimum of
10 days is preferred.
Note: If ambulatory EKG is not available a 48 hour Holter may be substituted.
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Recurrent/Paroxysmal Afib treated with radiofrequency catheter ablation:
1. Exclusion of secondary causes is mandatory, including an exact detailed history of the event(s)
(i.e. alcohol use, thyroid disorders, stimulant use, sleep, stress, etc.).
2. Complete cardiology consultation is required, to include:
a. Exercise treadmill testing
b. Echocardiography
c. Atleast one ambulatory EKG monitor (event monitor). Monitor should be applied for minimum
of 10 days and off all antiarrhythmic medication. Monitors obtained for waiver consideration at
the 6 month mark should be obtained no sooner than 5 months post-ablation.
- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

If ablation not performed:
1. Flight surgeon exam with assessment for symptoms and EKG is required. Additional
testing/monitoring requirements may be requested by NAMI on a case-by-case basis.
2. Flight Surgeon comment regarding interval history & symptoms.
3. Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.

If ablation performed:
1. Ambulatory EKG monitor (event monitor): for minimum of 10 days at 6 month intervals required
for 2 years post-ablation for continuation of waiver.

a. After 2 years, ambulatory EKG monitor (event monitor) required at 12 month intervals for
continuation of waiver. (If ambulatory EKG is not available a 48 hour Holter may be
substituted).

b. Any evidence of recurrence requires grounding. A second waiver is unlikely but may be
reconsidered after a second ablation procedure.

2. Flight Surgeon comment regarding interval history & symptoms.
3. Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.
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3.9 ATRIAL FLUTTER (AF)

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class Il Class Il Class IV

cDh X X X

NCD

WR X' X' X'

WNR

LBFS No No No

EXCEPTIONS

LIMDU/PEB | Yes, recommended since member grounded for 6 months pending full evaluation

1. Waivers are considered on a case-by-case basis on Designated Personnel following a single
episode of atrial flutter with a documented precipitating factor (e.g. Holiday Heart). No
medications are waivered. 6-month grounding required during evaluation. Waivers are not
recommended in recurrent cases.

AEROMEDICAL CONCERNS: Acute atrial flutter may result in a runaway ventricular response rate. AF
may be associated with chest pain, syncope or near syncope. There is a significantly increased
incidence of embolic phenomena.

REMEMBER: SINCE THE MINIMUM TIME OF OBSERVATION FOR RECURRENCE IS GREATER
THAN 60 DAYS, A GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS; A LOCAL
BOARD OF FLIGHT SURGEONS IS NOT AUTHORIZED TO RETURN TO FLIGHT STATUS.

DIAGNOSIS/ICD-10 Code:
148.92  Unspecified atrial flutter

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Exclusion of secondary causes is mandatory, including an exact detailed history of the event(s)
(i.e. alcohol use, thyroid disorders, stimulant use, sleep, stress, etc.).
2. Complete cardiology consultation is required, to include:
a. Exercise treadmill testing
b. Echocardiography
c. Three Holter monitors at monthly intervals
- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

EKG.
Flight Surgeon comment regarding interval history & symptoms.
Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.
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3.10 ATRIAL SEPTAL DEFECT (ASD)/PATENT FORAMEN OVALE

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CD , s s X’I,z X’I,z X1,z

NCD

WR

WNR

LBFS No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Hemodynamically stable ASD or PFO is NCD. Hemodynamically stable is defined as:
a. Asymptomatic
b. No right ventricular enlargement on echocardiogram
c. No fixed splitting of S2
d. Normal EKG
e. Normal chest radiograph
2. Cases not meeting stable criteria above are CD and waivers will be considered on a case-by-
case basis on Designated Personnel.

AEROMEDICAL CONCERNS: Physiologically, it is difficult to differentiate between patent foramen ovale
(no murmur, no change in S2) and atrial septal defects (murmur, fixed split in S2). For the purposes of
this discussion, the two conditions will be both considered "atrial septal defects". Atrial septal defects
predispose individuals to several conditions, however, the known frequency of the condition in military
aviation personnel and the relative lack of demonstrated pathology argue against any significant effect. It
has been postulated that ASD predisposes to decompression sickness (DCS). Valvular dysfunction can
occur and pulmonary hypertension may develop.

DIAGNOSIS/ICD-10 Code:
Q21.1  Atrial septal defect

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Routine Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history & symptoms.
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3.11 ATRIOVENTRICULAR CONDUCTION DISTURBANCES

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CcD X' X' X'

NCD

WR

WNR X2 X2 X2

LBFS Yes Yes Yes

EXCEPTIONS

LIMDU/PEB | Not required.

1. First degree A-V block and Mobitz type | second degree A-V block (Wenckebach) are NCD as
long as non-invasive work-up as below is normal.
2. Mobitz type Il second degree and third degree A-V block are CD, waivers not recommended.

AEROMEDICAL CONCERNS: There is a risk of bradycardia with decreased +Gz tolerance, syncope or
sudden death in some conduction disturbances.

DIAGNOSIS/ICD-10 Code:
144.0 Atrioventricular block, first degree
144.1 Atrioventricular block, second degree

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. First degree A-V block:
a. Local evaluation should include a repeat EKG or rhythm strip performed during exercise,
which may be calisthenics. The heart rate may need to be increased over 80-100 bpm.

(1) If the PR interval shortens (it does not have to be normal) with increased heart rate no
further evaluation is necessary, condition is NCD.

(2) If PR interval remains prolonged despite increased heart rate, a non-invasive cardiac
evaluation including exercise stress testing, echocardiography, and Holter monitor is
required. Up to this stage, the aviator may remain on flying status during evaluation. If
the tests are normal, no further evaluation is needed, condition is NCD.

2. Second degree A-V block (Mobitz Type |) requires:
a. Cardiology consultation, including exercise stress testing, echocardiography, and Holter
monitor.

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

EKG.
Flight Surgeon comment regarding interval history & symptoms.
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3.12 CORONARY ARTERY DISEASE

Last Revised: JAN 2016 Last Reviewed: FEB 2016

Significant changes: 1) Added documentation of ASVCD risk to waiver requirements.

Class |
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV
CD X X X X X X X
NCD
WR X' X' X' X' X' X'
WNR X
LBFS No No No No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case on Designated Personnel

AEROMEDICAL CONCERNS: The major concern is the risk of sudden death or incapacitation in flight —
acute coronary syndromes are unpredictable and often catastrophic at initial presentation.
Characterization of two hazards is important in minimizing this risk — the presence of hemodynamically
significant stenosis (coronary artery narrowing) and the total burden of disease or plaque (most
commonly atherosclerosis). Prevention (either primary or secondary) of excess hazards depends upon
adequate identification of aviators at risk followed by treatment of modifiable factors. The risk control
measures for CAD are revascularization of any significant lesions and aggressive risk factor modification.
Advances in screening, diagnostic modalities, and treatment of CAD increase the likelihood that aviators
with asymptomatic CAD (not strictly disqualified by the above standards) will present for aeromedical
disposition. Advances in the treatment of symptomatic CAD also open the potential for recommending
aviators to return to aviation duty when both the lesion and underlying disease process can be controlled
to acceptable levels of risk.

Effective treatment requires long term medications. Medications used have potential adverse effects or
toxicities. Effects of the aviation environment on medication toxicity are generally unknown. Monitoring
of treatment may require periodic testing not commonly available in operational settings.

DIAGNOSIS/ICD-10 Code:
125.9 Chronic ischemic heart disease, unspecified

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Statement from member documenting tobacco cessation (if applicable).

2. Documentation of ASCVD Risk found at http://tools.acc.org/ASCVD-Risk-Estimator/.
- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history & symptoms.
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Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.
Waiver may be terminated if any of the following occur:
1. BMI > baseline or not at target
2. Noncompliance with medications
3. Unwillingness to comply with exercise program or tobacco cessation
4. Failure to promptly report recurrence of symptoms
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3.13 HYPERLIPIDEMIA

Last Revised: JAN 2016

Last Reviewed: FEB 2016

CD
NCD
WR
WNR

LBFS
EXCEPTIONS
LIMDU/PEB

Applicant SG1 SG 2 SG3 Class Il Class Il Class IV
X X X X X X X
N/A N/A N/A N/A N/A N/A N/A

Not required.

AEROMEDICAL CONCERNS: Risk of ischemic heart disease with increased plasma cholesterol and

with increased low density lipoprotein (LDL).

Before any therapy is initiated, exclude all causes of secondary hyperlipidemia such as hypothyroidism,
diabetes, cholestasis, alcohol abuse, gout, renal failure, nephrotic syndrome, myeloma and systemic
lupus erythematosus.

See MEDICATIONS section regarding antihyperlipidemic medications.

DIAGNOSIS/ICD-10 Code:
E78.4 Other hyperlipidemia
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3.14 HYPERTENSION

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class Il Class lll Class IV

CD X X X

NCD

WR X1 X1 X‘|

WNR

LBFS Yes Yes Yes

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case on Designated Personnel

AEROMEDICAL CONCERNS: Untreated hypertension is associated with long term changes in the
cardiovascular system that in to have the effect of significantly reducing life span. Untreated hypertension
also predisposes individuals to cerebrovascular accident, myocardial infarction, ophthalmologic disease
and renal failure. The magnitude of the blood pressure elevation is directly proportional to the risk of
developing complications and is increased by other risk factors such as hyperlipidemia or cigarette
smoking. A diagnosis of White Coat Hypertension may be warranted, however, must be supported by a
completely normal 24-hour ambulatory blood pressure monitor. If the blood pressure exceeds standards
at the time of exam, three day blood pressure checks (at two different times each day) are indicated.
Previously high readings which are then normal on three day follow-up DOES NOT relieve the examining
flight surgeon from re-evaluation if the blood pressure is high during subsequent physical exams (or sick-
call visits).

Blood pressure exceeding 139 mmHG systolic or 89 mmHG diastolic is CD and a waiver will not be
recommended. If the systolic pressure is 150 mm or less and/or the diastolic 100 mm or less, member
may continue to fly for a maximum of six months with Flight Surgeon’s approval if asymptomatic and no
evidence of end organ damage. This allows for a trial of weight reduction, diet modification, exercise, etc.
Clearance Notice should clearly state the necessity to re-evaluate for effectiveness of non-pharmacologic
measures every three months and be issued for duration of only 90 days and the reason (pending blood
pressure reduction measures). At the end of a total of six months, if member is within aviation standards
(<140/90), they are PQ. If not within standards, member is NPQ, and grounded for any remaining work-
up and the initiation of therapy. Blood pressure out of standards will not be waived; the approved
medications are outlined below. Unrestricted waivers are possible if adequate control of blood pressure
is achieved (BP<140/90), there is no evidence of end-organ damage, and there are no significant
medication side effects in designated personnel.

LIFESTYLE MODIFICATION: The cornerstone of blood pressure management begins with lifestyle
modification. Proper diet and adequate aerobic exercise will improve cardiovascular fithess and decrease
the effects that hypertension can cause. When lifestyle modifications alone are insufficient to control a
patient’s blood pressure, medical therapy will need to be initiated. Diet and exercise remain important
adjuncts to therapy and should be encouraged at a level appropriate to the patient’'s age, current level of
conditioning, and stage of hypertension.

MEDICAL THERAPY: After appropriate evaluation of an aviator with HTN (and a trial of diet and
exercise therapy if blood pressure is less than 150/100) the use of Angiotensin Converting Enzyme
(ACE) Inhibitors and Hydrochlorothiazide (HCTZ) can be used as first line agents for treatment of
HTN in aviation personnel. ACE inhibitors are preferred as they have a low incidence of aeromedically
significant side effects and are generally well tolerated. There are no dose restrictions on these
medications as long as manufacturer recommended maximum doses are not exceeded. Use of
Angiotensin Il Receptor Blockers (ARBs) medications can be used if aviators are intolerant to ACE
inhibitors secondary to cough. The documentation should clearly state the reason for such medication

U.S. Navy Aeromedical Reference and Waiver Guide Cardiology - 18



use (i.e. “member developed side effect of cough while on ACE and was switched to ARB with
resolution”).

Amlodipine, a calcium channel antagonist, may be considered as a second line therapy either alone or
in combination with ACE inhibitors, ACE-Il or HCTZ. All second line therapy waivers are restricted to
SG3, Class Il non-tactical aircraft and all Class lll and IV.

Beta blockers are not compatible with waivers for Service Groups 1 or 2. Senior officers (LCDR and
above) may be waived to SG3 or Class Il flying duties in non-tactical aircraft. Air controllers and UAV
operators are usually waived. All SG1 or SG2 or tactical NFOs are NPQ, no waiver. Beta blockers are
incompatible with physiologic compensation required in response to G forces so requests should state
"transport/maritime/helo aircraft only." If beta blockers are used, we prefer the use of the more
cardioselective agents.

All personnel requesting a waiver should have their blood pressure adequately controlled (<140 systolic
and <90 diastolic), be free of side effects, and have no complications from their hypertension. All waiver
requests outside these guidelines should consult NAMI Internal Medicine.

DIAGNOSIS/ICD-10 Code:
110 Essential (primary) hypertension

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Documentation of good blood pressure control
2. Documentation of an absence of end organ damage
3. Initial evaluation and waiver submission will include:
CBC
CHEM 7 (serum electrolytes, glucose, urea nitrogen and creatinine)
TSH
Fundoscopic examination
Urinalysis
ECG
An echocardiogram may be required if there is any suggestion of ventricular hypertrophy by
exam or ECG
h. Any pathology detected will require specialist evaluation
i. The|WS-HTN (Hypertension Worksheet) must be completed and uploaded as a supporting
document within AERO.
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

@ oo oTw

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding blood pressure control.

1. CHEM7

2. ECG

3. Urinalysis

4. The ﬂS—HTN (Hypertension Worksheetj must be completed and uploaded as a supporting

document within AERO.
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3.15 HYPERTROPHIC CARDIOMYOPATHY

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CD X X X X X X

NCD

WR X' X' X' X' X' X'

WNR X

LBFS No No No No No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case on Designated Personnel.

AEROMEDICAL CONCERNS: These patients have significant risk of developing dysrhythmias. Angina
may also be a complicating factor, and can be due either to superimposed coronary artery disease or
ischemia from extrinsic compression of the penetrating branches of the major epicardial vessels. If the
hypertrophic changes involve the LV outflow tract, a functional outflow tract obstruction can result, with
the attendant reduction in cardiac output and exercise tolerance. There is an annual mortality of 3.4%
without surgery. Surgery for obstructive myopathy (myotomy, myectomy) has a mortality of 5-10% and
the long term gain is uncertain.

WAIVER: True primary hypertrophic cardiomyopathy (e.g., IHSS) is rare, and is not usually discovered
until post-mortem. This condition is disqualifying for general duty, and no waivers are recommended
either for accession to general duty or special duty. Waiver will only be considered in the very mildest of
cases with no hemodynamic and minimal echocardiographic abnormalities and after the exclusion of
underlying pathology. If the myopathy is secondary to other pathology, the underlying condition is the
basis of disqualification. If the hypertrophic changes are documented to have resolved after treatment, a
waiver recommendation may be considered. The majority of patients with idiopathic cardiomyopathy are
disqualified from military flying. If a waiver is requested, refer to NAMI for evaluation.

DIAGNOSIS/ICD-10 Code:
142.1 Obstructive hypertrophic cardiomyopathy

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Cardiology consultation is required, which should include:
a. Echocardiography and cardiac catheterization if indicated
b. Exclusion of underlying secondary causes for hypertrophic cardiomyopathy such as
hypertension, pulmonary hypertension, valvular disorders, and hyperthyroidism

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

| FOLLOW UP REQUIREMENTS | Annual Submission

Flight Surgeon comment regarding interval history and cardiac symptoms.
Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.
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3.16 INTRAVENTRICULAR CONDUCTION ABNORMALITIES

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CD X X X X X X X

NCD

WR X' X' X' X' X' X' X'

WNR

LBFS No No No No No No No

EXCEPTIONS
LIMDU/PEB | Not required.
See Waiver comments below

1.

AEROMEDICAL CONCERNS: Left bundle branch block (LBBB) is usually associated with coronary
artery disease. Right bundle branch block (RBBB), especially as a new finding, may also be associated
with heart disease, particularly atrial septal defects.

WAIVER:
RBBB, LAHB, LPHB are NCD if a non-invasive workup (Holter monitor, treadmill and
echocardiogram) is normal.
LBBB is CD. No waiver recommended for non-designated personnel. A waiver is possible for
designated aviators with LBBB in the documented absence of coronary artery disease and if
asymptomatic.
Bifascicular blocks (LAHB or LPHB with RBBB) are CD, no waiver recommended.
Trifascicular blocks (1st degree AVB with RBBB and either LAHB or LPHB) are CD, no waivers.
Incomplete RBBB is NCD, with no workup required. Please refrain from using the term
"Nonspecific intraventricular conduction delay".

1.

2.

DIAGNOSIS/ICD-10 Code:
Unspecified right bundle-branch block
Left bundle branch block, unspecified

145.10
144.7

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1.

2.

Complete cardiology evaluation is necessary for LBBB, RBBB, left posterior hemiblock and left
anterior hemiblock (LAH) if this is a sudden change from previous ECGs.
If LAH is found:
If younger than 35 years and no previous recordings are available, an echocardiogram

a.

b.

c.
d.
e.

f.

should be performed to rule out congenital heart disease.

If older than 35 with no previous ECGs available, a treadmill test as well as an

echocardiogram should be performed.

Pending these evaluations, persons with LAH may remain on flying status.

If the studies are normal, no further evaluation is required.

If LAH develops slowly over some years as a result of progressive left axis deviation, no

further evaluation is required.

A standard treadmill in any patient with any conduction defect may be unreliable. Stress

echocardiography or thallium stress test is preferred.

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
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- Email or provide administrative information to include command UIC, command address, personal

address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP

Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history and cardiac symptoms.
Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.
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3.17 LEFT VENTRICULAR HYPERTROPHY

EXCEPTIONS

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CcD | X X X X X X X
NCD |
WR | X' X' X' X' X X'
WNR | X
LBFS No No No No No No No

|

LIMDU/PEB

Not required.

1. For Designated Personnel, see Waiver comments below

AEROMEDICAL CONCERNS: An increase in left ventricular mass has been shown in several series to
be associated with dysrhythmias, angina or sudden death. Idiopathic or secondary cardiomyopathies are

discussed separately.

WAIVER: In our population, LVH based on ECG criteria is usually a false positive. Current criteria, based
on the general population, are not valid for our young, athletic population. The electrocardiograph criteria
established by the U.S. Air Force School of Aviation Medicine for diagnosis of LVH by voltage will be

used to screen naval flight personnel.

LVH by Voltage:

For all aviators - A diagnosis of LVH by voltage is considered NCD provided the echocardiogram is
normal. It is not required that the aviator be grounded pending echocardiogram interpretation.

USAFSAM LVH by voltage criteria:
1. SinV1orV2plus Rin V5 or V6:
>55mm if age 35 or younger
>45mm if older than 35
2. No ST/T changes

True LVH:

Applicants - True LVH in applicants is CD and waivers are not recommended (WNR).
Designated Aviators - True LVH in designated aviators CD, with waiver recommended if the aviator is
normotensive (with or without antihypertensive medication) and has a normal ejection fraction. Please

submit the information required below with an Aeromedical Summary.

DIAGNOSIS/ICD-10 Code:
151.7 Cardiomegaly

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Echocardiography

2. Internal Medicine or Cardiology evaluation to include exercise history, CAD risk factors.

3. Serial Blood Pressures

- Released from cardiology or internal medicine care with recommendation of return to full duty, world-
wide deployable, and no restrictions documented on last clinical note (electronic or paper).
- If cardiology or internal medicine recommends restrictions, then documentation of physical and/or

mental limitations and expected duration (permanent vs temporary).

- Cardiology or internal medicine recommendation for follow on care documented on last clinical note

(electronic or paper).

- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and

years of service.
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| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history, cardiac symptoms, and exercise tolerance.
1. EKG - comparison with previous EKG
2. Serial Blood Pressures

3. If there are any significant changes from initial evaluation, an echocardiogram should be obtained
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3.18 PERICARDITIS

Last Revised: JAN 2016

Last Reviewed: FEB 2016

CD

NCD

WR

WNR

LBFS

Class I Class lll Class IV
X X X
X' X' X'
No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case

AEROMEDICAL CONCERNS: Pericardial effusion can lead to acute cardiovascular compromise
secondary to cardiac tamponade. Less severe cases can produce pain and shortness of breath that can

be distracting in flight.

WAIVER: The flier should be grounded during the acute illness. ldiopathic pericarditis can be
considered for waiver after the acute episode resolves provided there has been no recurrence or
sequelae. The disposition of cases secondary to underlying disease will depend on the disease
concerned. Any pericardial effusions must be resolved by echocardiography before waiver

recommendations will be made.

DIAGNOSIS/ICD-10 Code:
130.8 Other forms of acute pericarditis

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Cardiology consultation is necessary to exclude connective tissue disorder, myocardial infarction,
neoplasm or other disease processes. The workup should include:
a. Echocardiography to rule out sequelae such as pericardial effusion or constrictive pericarditis.

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and

expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and

years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP
REQUIREMENTS

Annual Submission

Flight Surgeon comment regarding interval history, cardiac symptoms, and exercise tolerance.
Specialist Evaluation: Cardiology, unless otherwise specified by code 53HN.

U.S. Navy Aeromedical Reference and Waiver Guide

Cardiology - 25




3.19 PRE-EXCITATION SYNDROMES

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class Il Class lll Class IV

CD X X X

NCD

WR X1 X1 X‘|

WNR

LBFS No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. See Waiver Requests comments below

AEROMEDICAL CONCERNS: Pre-excitation syndromes include Wolff Parkinson White (WPW) and
Lown-Ganong-Lavine (LGL). WPW patterns with adverse symptoms and/or inducible to a dysrhythmia
using electrophysiologic studies (EPS) are associated with increased risks of tachyarrhythmias,
hemodynamic compromise (palpitations, lightheadedness, syncope), and sudden death. Ablation is
recommended in symptomatic individuals and/or those with EPS-induced dysrhythmias.

Short PR with symptomatic palpitations and/or dysrhythmias, known as Lown-Ganong-Lavine (LGL), is
associated with risks of tachyarrhythmias and hemodynamic compromise, and EPS is recommended.

Very short PR (< 0.1) without Delta wave, symptoms or dysrhythmia is associated with slightly elevated
risks of dysrhythmia, and non-invasive studies are recommended for aviation personnel.

Short PR (= 0.1) without symptoms or dysrhythmias is not considered disqualifying (NCD) and requires no
further evaluation. Individuals with short PR and no symptoms have the same risk of adverse cardiac
events as the general population.

Pre-excitation syndromes are associated with other types of heart disease, such as hypertrophic
cardiomyopathy or Ebstein's malformation. Uninvestigated and/or untreated pre-excitation syndromes are
not compatible with flight safety or current care standards.

WAIVER REQUESTS and INFORMATION REQUIRED:

Class I: Applicants or Designated

1. Asymptomatic WPW pattern requires a cardiology evaluation, echocardiogram and EPS.

a. WPW pattern alone with a normal echocardiogram and non-inducible EPS is considered
disqualifying (CD), but a waiver is recommended (WR).

b. If a dysrhythmia is induced by EPS and ablated, the patient must be retested with EPS
immediately after the ablation during that same procedure to ensure dysrhythmias are no
longer inducible.

(1) Designated members are CD/WR and waivered to SG3 during the six-month post-
ablation period. Waiver requests to SG1 or SG2 may be submitted six months post-
ablation with documentation indicating they had no recurrence of dysrhythmias or
symptoms.

(2) Applicants are CD/WNR. Waivers are considered six months post-ablation, with
documentation indicating no recurrence of dysrhythmias or symptoms.

2. WPW syndrome (WPW pattern with symptoms) or LGL (short PR with palpitations) are CD, and
require a cardiology evaluation and echocardiogram. Ablation is required for waiver eligibility.
Waiver recommendation is on a case-by-case basis, and local board of flight surgeons (LBFS)
action is prohibited.
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3. Very short PR (< 0.1) without Delta wave, symptoms or dysrhythmia requires a non-invasive
cardiology evaluation (24 hour Holter, echocardiogram, stress test). If all tests are
negative/normal, then the condition is not considered disqualifying (NCD). If any of the tests are
positive/abnormal, then the condition is CD, requires a cardiology evaluation, and may require
EPS and/or ablation. Waivers are considered on a case-by-case basis.

4. Short PR (= 0.1) without symptoms or dysrhythmia is NCD, and requires no further evaluation,
treatment, or waiver.

Class I/III/IV: Applicant or Designated

1. Asymptomatic WPW pattern requires cardiology consultation, echocardiogram, 24-hour Holter
monitor, and exercise stress testing.

a. WPW pattern alone with normal studies is CD/WR.

b. If cardiology studies determine EPS is indicated, and EPS does NOT cause inducible
dysrhythmias, the individual is CD/WR.

c. If cardiology studies determine that EPS is indicated and the EPS causes inducible
dysrhythmias, then ablation is required. During ablation procedure, retesting is required to
demonstrate that the dysrhythmia is non-inducible. The condition is CD/WR. Waiver requests
are considered immediately; Class Il, lll and IV do not have a six-month post-ablation waiting
period.

2. WPW syndrome (WPW pattern with symptoms) and LGL (short PR with palpitations) are both
CD. Waiver requirements are the same as for Class | personnel with symptomatic dysrhythmias
(See Class | Paragraph 2).

3. Very short PR (< 0.1) without Delta wave, symptoms or dysrhythmia requires a non-invasive
cardiology evaluation (24 hour Holter, echocardiogram, stress test). If all tests are
negative/normal, then the individual is NCD. If any of the tests are positive/abnormal, then the
individual is CD, requires a cardiology evaluation, and may require EPS and/or ablation. Waivers
are considered on a case-by-case basis.

4. Short PR (= 0.1) without symptoms or dysrhythmias is NCD, and requires no further evaluation,
treatment, or waiver.

DIAGNOSIS/ICD-10 Code:
145.6 Pre-excitation syndrome

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Cardiology consultation.
- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history, cardiac symptoms or dysrhthmias, and exercise
tolerance.
1. An EKG will be completed and compared to prior studies. In some cases, a Holter monitor may
be substituted.
2. If dysrhythmias or symptoms recur, personnel are NPQ and waivers are terminated.
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3.20 SINUS BRADYCARDIA

Last Revised: JAN 2016

Last Reviewed: FEB 2016

Applicant SG1 SG 2

CD

SG 3

Class I
1

Class lll
1

Class IV
1

X

X

NCD

WR

WNR

LBFS

EXCEPTIONS

LIMDU/PEB | Not required.

1. If the heart rate increases with exercise, the bradycardia is NCD, and no waiver is required.

AEROMEDICAL CONCERNS: Extreme sinus bradycardia may be a reflection of an underlying

conduction system abnormality. There may be an inability to increase the heart rate in response to

increased demand.

WAIVER: If the heart rate increases with exercise, the bradycardia is NCD, and no waiver is required.

DIAGNOSIS/ICD-10 Code:
R94.31 Abnormal electrocardiogram

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and

no restrictions documented on last clinical note (electron

ic or paper).

- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and

expected duration (permanent vs temporary).

- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and

years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP
REQUIREMENTS

Annual Submission

Flight Surgeon comment regarding interval history.
1. An EKG with heart rate > 45
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3.21 SINUS TACHYCARDIA

EXCEPTIONS

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

o)) | X X X X X X X
NCD |
WR |
WNR | X X X X X X X
LBFS No No No No No No No

|

LIMDU/PEB

Not required.

AEROMEDICAL CONCERNS: Sinus tachycardia may be a reflection of a significant metabolic
abnormality. In candidates, consider anxiety as the root problem. Other causes include fever,
hyperthyroidism, dehydration, anemia, hypoxia, pulmonary emboli, and pain.

WAIVER: The waiver recommendation will stem from the reason for the tachycardia. If the heart rate is
persistently >100 bpm and no cause has been identified, both candidates and designated personnel are
CD, no waiver.

DIAGNOSIS/ICD-10 Code:
R00.0 Tachycardia, unspecified
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3.22 SUPRAVENTRICULAR TACHYCARDIA

Last Revised: JAN 2016

Last Reviewed: FEB 2016

EXCEPTIONS

Applicant SG1 SG 2 SG3 Class Il Class Il Class IV
CcD | X X X X X X X
NCD |
WR | X' X' X' X' X X'
WNR | X
LBFS No No No No No No No
|

LIMDU/PEB

Not required.

1. For Designated Personnel, see Waiver comments below

Note: NAMI’s definition of supraventricular tachycardia is 3 or more consecutive nonventricular ectopic
beats at a heart rate of greater than 99 BPM. Excluded are atrial fibrillation/flutter and multifocal atrial
tachycardia. Recurrent is defined as occurring more than once in any test or during any evaluation.

Sustained tachycardia is defined as lasting more than 10 minutes.

AEROMEDICAL CONCERNS: The major concern in supraventricular tachycardia (SVT) is
hemodynamic decompensation in flight leading to lightheadedness, dizziness, presyncope and loss of

consciousness.

WAIVER: Only asymptomatic (with the exclusion of the sensation of palpitations as a symptom) cases
will be considered for waiver as symptoms are an indication of hemodynamic compromise. Service
Group 1 waiver recommendations can be considered for those with the following: episodes of single or
recurrent, non-sustained SVT including those with coexisting mitral valve prolapse (MVP), left or right
bundle branch block (LBBB or RBBB), mitral regurgitation (MR) and sarcoidosis; a single episode of
sustained SVT including those with coexisting MVP, L/RBBB, MR or sarcoidosis. No evidence of CAD
can be present if a waiver is requested. Disqualification is mandatory in cases of SVT with hemodynamic
compromise, single sustained SVT with gradable CAD, recurrent, sustained SVT when the recurrence is
at intervals <3 years and any SVT associated with a pre-excitation pattern on ECG. Waivers are not
recommended for students or candidates. No waivers are recommended for Multifocal Atrial Tachycardia
(MAT). Note: In the absence of P-waves, distinguishing between SVT with BBB vs. VT is difficult.

REMEMBER: SINCE THE MINIMUM TIME OF OBSERVATION FOR RECURRENCE IS GREATER
THAN 60 DAYS, A GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS; A LOCAL
BOARD OF FLIGHT SURGEONS IS NOT AUTHORIZED TO RETURN TO FLIGHT STATUS.

DIAGNOSIS/ICD-10 Code:
147 1 Supraventricular tachycardia

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Cardiology consultation including:
a. Echocardiogram
b. Stress test
c. Three 24-hour Holters during a 6 month grounding period

2. For cases of a single, asymptomatic, 3-10 beat run of SVT, only local evaluation is required. This

should include:

a. Thyroid function testing
b. Echocardiogram

c. Standard treadmill test

d. Three 24-hour Holters at monthly intervals to identify cardiovascular risk factors
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e. These studies will be forwarded to NAMI with the waiver request for review. If there is any
abnormality, further cardiology evaluation will be required.
3. Note: If LBBB or RBBB is present, a standard treadmill EST is almost impossible to interpret.
Preferred studies are stress echocardiogram, thallium stress test or Sestamibi
- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history, cardiac symptoms or dysrhythmias, and exercise
tolerance.

1.  An EKG will be completed and compared to prior studies.

U.S. Navy Aeromedical Reference and Waiver Guide Cardiology - 31



3.23 THROMBOPHILIA/VENOUS THROMBOSIS/PULMONARY

EMBOLISM
Last Revised: JAN 2016 Last Reviewed: FEB 2016

Class |

Class Il Class lll Class IV

CD X X X
NCD
WR X1 X1 X‘|
WNR
LBFS No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. See waiver comments below

AEROMEDICAL CONCERNS: Pain and swelling secondary to deep venous thrombosis (DVT) can be
distracting in flight. The major risk is a pulmonary embolism producing chest pain, shortness of breath,
hypoxia, cardiac arrhythmias or sudden death. Dyspnea occurs in nearly 90% of patients with
symptomatic pulmonary emboli (PE) with syncope occurring occasionally.

WAIVER: In cases of first DVT/PE with or without obvious external predisposing conditions: Waiver will
not be considered until a minimum of three months after the event, and will only be considered after the
prescribed course of anticoagulation therapy (usually 3-6 months) has been completed, member is off all
anticoagulants, ultrasound of the site or suspected site(s) of thrombosis is normal, and, if pulmonary
embolism was present, pulmonary function tests are normal. In cases of first DVT/PE with an inheritable
thrombophilia diagnosed, if Factor V Leiden or Prothrombin 20210A mutations are detected, waivers will
be considered on a case-by-case basis if all previously described conditions are met. No waivers will be
considered if Protein S, Protein C, or Antithrombin Il deficiency are detected or in cases of recurrent
DVT/PE or a recommendation for lifelong anticoagulation therapy. The development of pulmonary
hypertension, the need for continued anticoagulation, or surgical procedures such as plication of the vena
cava or insertion of filter devices is CD, no waiver. Superficial thrombophlebitis is NCD.

REMEMBER: SINCE THE MINIMUM TIME OF OBSERVATION FOR RECURRENCE IS GREATER
THAN 60 DAYS, A GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS AND THEN
A LOCAL BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE CONVENED.

DIAGNOSIS/ICD-10 Code:

182.62  Acute embolism and thrombosis of deep veins of upper extremity

182.40  Acute embolism and thrombosis of unspecified deep veins of lower extremity
126.99  Other pulmonary embolism without acute cor pulmonale

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Internal medicine or hematology consultation

2. If there was a PE, confirmation of normal pulmonary function by PFTs is necessary.
- Released from internal medicine or hematology care with recommendation of return to full duty, world-
wide deployable, and no restrictions documented on last clinical note (electronic or paper).
- If internal medicine or hematology recommends restrictions, then documentation of physical and/or
mental limitations and expected duration (permanent vs temporary).
- Internal medicine or hematology recommendation for follow on care documented on last clinical note
(electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.
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| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP
REQUIREMENTS

Routine Submission

Flight Surgeon comment regarding interval history.
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3.24 VENTRICULAR TACHYCARDIA

Last Revised: JAN 2016

Last Reviewed: FEB 2016

EXCEPTIONS

Applicant SG1 SG 2 SG3 Class Il Class Il Class IV
CcD | X X X X X X X
NCD |
WR |
WNR | X X X X X X X
LBFS No No No No No No No
|

LIMDU/PEB

Note: NAMI’s definition of ventricular tachycardia is 3 or more consecutive, ventricular, ectopic beats at a
heart rate greater than 99 bpm. Recurrence is defined as occurring more than once in any Holter monitor
or period of workup, or more than once in any subsequent evaluation.

AEROMEDICAL CONCERNS: Hemodynamic changes can result in a fall in blood pressure and a
reduction in cerebral blood flow. The condition is often associated with underlying heart disease. There
is also a risk of sudden death associated with the condition, usually from ventricular fibrillation.

WAIVER: Non-Designated and Designated Personnel: CD all DIF, no waiver for either sustained or non-

sustained VT.

DIAGNOSIS/ICD-10 Code:
147.2 Ventricular tachycardia
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3.25 RAYNAUD’S PHENOMENON

Last Revised: JAN 2016 Last Reviewed: FEB 2016
Class Il Class lll Class IV

CD X X X

NCD

WR X1 X1 X‘|

WNR

LBFS No No No

EXCEPTIONS

LIMDU/PEB | Not required.

1. Waivers are considered on a case-by-case for Designated Personnel.

AEROMEDICAL CONCERNS: Raynaud’s Phenomenon is an episodic, reversible spasm of the
vasculature in the extremities. Typically the hands are primarily affected. During an episode skin changes

that occur include:
1. Pallor-caused by lack of oxygenated blood

2. Cyanosis-caused by pooling of poorly oxygenated blood

3. Rubor-occurs as the vasospasm ends

During a severe episode the vascular changes and associated pain can affect hand usage in the cockpit.

WAIVER: Civilian applicants with Raynaud’s Phenomenon are CD, no waiver, per the Manual of the
Medical Department (MANMED). Designated aviators with primary Raynaud’s Phenomenon will be
considered for waiver. Underlying pathology must be excluded and symptoms must be manageable in
the performance of flight duties. Designated aviators diagnosed with secondary Raynaud’s Phenomenon

are CD, waiver considered on a case-by-case basis.

DIAGNOSIS/ICD-10 Code:
173.00 Raynaud’s syndrome without gangrene

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Internal medicine or rheumatology consultation.

2. Aflight surgeon’s analysis of the aviator’s ability to perform normal and emergency duties must

be included with the waiver submission request.

- Released from internal medicine or rheumatology care with recommendation of return to full duty, world-
wide deployable, and no restrictions documented on last clinical note (electronic or paper).
- If internal medicine or rheumatology recommends restrictions, then documentation of physical and/or
mental limitations and expected duration (permanent vs temporary).
- Internal medicine or rheumatology recommendation for follow on care documented on last clinical note

(electronic or paper).

- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and

years of service.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP
REQUIREMENTS

Annual Submission

Flight Surgeon comment regarding interval history.
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3.26 PROLONGED QT INTERVAL AND LONG QT SYNDROME

Last Revised: JAN 2016 Last Reviewed: FEB 2016

New entry.

EXCEPTIONS

Class |
Applicant SG1 SG 2 SG3 Class Il Class Il Class IV

CcD | X X X X X X
NCD |
WR | X' X' X' X' X' X'
WNR |
LBFS No No No No No No

|

LIMDU/PEB If required prior to waiver consideration

1. For Designated Personnel, see waiver comments below.

AEROMEDICAL CONCERNS: Prolonged QT interval on ECG can result in syncope, arrhythmias such
as ventricular tachycardia, and sudden cardiac death. The QT interval in a normal person can be
prolonged by hypocalcemia, hypothyroidism, and medications. The congenital long QT syndrome
(LQTS) may cause about 4000 deaths in the United States primarily in teenagers and young adults.
Medications that can prolong the QT interval include anti-arrhythmics, antimicrobials (macrolides,
fluoroquinolones, choloroquine), anti-psychotics, and anti-depressants (SSRI). An updated list was found
at https://www.crediblemeds.org at the time of this revision.

The QT and QTc intervals measured by the ECG machine computer are frequently inaccurate. Any
prolonged QT/QTc measured by the ECG computer should be manually measured and calculated using
an on-line calculator. http://www.medcalc.com/agtc.html http://reference.medscape.com/calculator/qgt-
interval-correction-ekg

To manually measure the QT interval, use the tangent method by drawing a line tangent to the downslope
of the T wave in Lead Il. Measure the interval in msec from the beginning of the Q wave to the point
where the tangent crosses the baseline.

If after manual measurement of QT, the QTc is greater than 439 msec, the prolonged QT interval is CD
and the following policy and evaluation apply.

WAIVER:
1. Manual confirmed QTc <440 msec males (<460 msec females) - NCD
2. Manual confirmed QTc 440-499 msec males (460-499 msec females) - CD, Waiver considered
on case-by-case basis. Submit the following information:
a. Cardiology consultation
3. Manual confirmed QTc 2500 msec males (=500 msec females )- CD, Waiver unlikely.
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DIAGNOSIS/ICD-10 Code:
145.81 Long QT syndrome
R94.31 Abnormal electrocardiogram (for prolonged QT interval)

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

1. Cardiology consultation.
- Released from cardiology care with recommendation of return to full duty, world-wide deployable, and
no restrictions documented on last clinical note (electronic or paper).
- If cardiology recommends restrictions, then documentation of physical and/or mental limitations and
expected duration (permanent vs temporary).
- Cardiology recommendation for follow on care documented on last clinical note (electronic or paper).
- Email or provide administrative information to include command UIC, command address, personal
address, phone number, designator, flight hours (total and last 6 months), primary aircraft flown, and
years of service.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

All associated documentation.

FOLLOW UP Annual Submission
REQUIREMENTS

Flight Surgeon comment regarding interval history.
1. An EKG will be completed and compared to prior studies.
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4.0 DERMATOLOGY

4.1 ACNE Revised Dec 2023

AEROMEDICAL CONCERNS: The lesions on the face may interfere with mask seal and
helmet wear. Those over the shoulders may cause discomfort when wearing safety restraints
or parachute harnesses.

WAIVER: Normally, unrestricted waiver can be considered although severe cystic acne may
dictate service group/aircraft limitation to avoid routine use of either helmet or mask.

INFORMATION REQUIRED:

1. Dermatology consultation to ensure appropriate treatment for type of acne.

2. Detailed full-body skin exam.

3. Details of current treatment.

4. Documentation of any side effects of medication, an eye exam two weeks after initiating Accutane,

and the ability to wear flight gear and achieve mask seal (if applicable).

TREATMENT: Treatment with oral erythromycin, doxycycline, or tetracycline is NCD following
a period of grounding to screen for side effects. Minocycline is not acceptable because of the
risk of CNS side effects such as light-headedness, dizziness and vertigo.

For patients with cystic acne resistant to other treatments oral Isotretinoin (Accutane) may be
the treatment of choice. Accutane is CD, but waivers will be considered on a case-by-case
basis after a 14 day period of observation. Accutane use requires monthly follow up by
prescribing physician and notification to Flight Surgeon of any side effects related to the
medication. Additionally, patients require an eye exam two weeks (including slit lamp) after
initiation of treatment to ensure that vision remains within service group standards. Accutane
side effects include potential visual concerns with mucocutaneous effects of medication. Side
effects that would require stopping the medication include: nose bleeding, skin cracking (lips,
hands, etc.), rash, changes in mood, or musculoskeletal pain.

DISCUSSION: Antibiotics as described above, taken while avoiding large quantities of oral
milk, alkali or iron, will produce good or excellent results in 90% of patients in 3 months. The
incidence of dizziness in patients taking minocycline has reported to be as high as 17%,
however the risk of side effects is dose related and is quoted as 5% in the dose required to
control acne.

Isotretinoin counteracts the pathogenic factors that contribute to the development of acne
vulgaris. It is a teratogenic drug that is associated with a range of mucocutaneous and
extracutaneous adverse effects. However, for many patients it is the definitive treatment
required for severe acne vulgaris. Side effects of isotretinoin are usually manageable,
permitting continuation of therapy with close follow up.

ICD-9 CODES:
706.1 Acne
706.17 Acne with any use of Accutane
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4.2 DERMATITIS

AEROMEDICAL CONCERNS: Depending on the location of lesions, there can be interference
with the wearing of flight gear. The symptoms, particularly itching, can be distracting in flight.
Patients with atopic dermatitis are more susceptible to contact dermatitis due to irritants found in
a military environment.

WAIVER: Symptom severity and the requirement for therapy will determine the aeromedical
disposition. Patients controlled on topical therapy over small areas and patients who are
asymptomatic on stable doses of loratadine (Claritin) OR fexofenadine (Allegra) may be
considered for waiver. An initial seven day grounding period is required for loratadine and
fexofenadine to document no adverse effects. A one-time separate waiver submission is
required for loratadine or fexofenadine.

INFORMATION REQUIRED:

Allergy/immunology consultation to rule out asthma or hay fever

Dermatology consult (when clinically indicated)

Detailed full-body skin exam

Details of current treatment

Documentation of the ability to wear flight gear and achieve mask seal (if applicable)

abrwonN=

TREATMENT: Intermittent use of topical steroids over a limited area is compatible with waiver.
The use of other medications besides loratadine or fexofenadine is CD, no waiver.

DISCUSSION: Atopic dermatitis affects 1-3% of the population, 20% of whom will have the
onset delayed into adult life. Between 30-50% of patients will also exhibit allergic respiratory
disease such as asthma or hay fever.

ICD-9 CODES:

691 Atopic Dermatitis
692 Contact Dermatitis
708.0 Allergic Urticaria
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4.3 DERMATOPHYTOSIS OF THE NAIL

AEROMEDICAL CONCERNS: The disease process does not interfere with aviation duties and
is only a cosmetic concern. Treatment is potentially toxic, expensive, has high relapse rates
and often requires adjuvant therapy.

WAIVER: Not required for the disease. Treatment with terbinafine is NCD provided the
following guidelines.

INFORMATION REQUIRED:

1. Documentation of baseline liver function tests.
2. Monthly liver function tests for duration of treatment.

TREATMENT: Terbinafine is the only approved medication for use in aviators. A three day
grounding period is required when initiating therapy with terbinafine. Ketoconazole is not
recommended for waiver. A positive culture is required prior to the initiation of treatment
following the standard of care.

DISCUSSION: Clinically, microscopic diagnosis is sufficient to guide therapy in most cases.
Susceptibility to onychomycosis appears to be genetically determined. Susceptible individuals
have frequent recurrences and a less than optimal response to treatment.

ICD-9 CODE:
110.1 Dermatophytosis of Nail
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4.4 PSORIASIS

AEROMEDICAL CONCERNS: The relapsing nature of the condition together with the
requirement for therapy makes it difficult for the military aviator to satisfy operational
responsibilities. Some cases are exacerbated by physically and emotionally strenuous work.
Some of the forms of treatment have side effects incompatible with flying.

WAIVER: Waiver may be considered for mild cases, including those needing occasional topical
steroids. More severe cases will be found NPQ, with no waiver recommended. A history of
psoriasis is disqualifying for entry into aviation.

INFORMATION REQUIRED:

1. Dermatology consultation(must include treatment recommendations and response to
therapy)

TREATMENT: Topical steroids in mild cases will control the condition in one third of cases
within 2 weeks, even when the steroid is withdrawn. A second third will respond to continued
applications of steroid 1-2 times weekly. The remainder of cases do not respond. Other topical
applications such as tar products and dithranol are unacceptable in aviation. Anti-mitotic drugs
such as methotrexate (side effects including ataxia, hallucinations) and retinoic acid (liver
toxicity, dry mouth, sore lips, conjunctivitis) are also unacceptable within aviation. Phototherapy
(PUVA) can help in 75% of cases, but the requirement for maintenance therapy interferes with
operational requirements.

DISCUSSION: The condition has a peak onset in young adults, with 2% of the adult population
from NW Europe affected. It is less common in sunny climates and in those with darker skins.
Psoriasis is a fluctuating condition of spontaneous remissions and relapses; up to one third of
cases go into remission each year. Up to 7% of cases have been reported to have psoriatic
arthritis. Conversely, 4% of patients with inflammatory polyarthritis have psoriasis.

ICD-9 CODE:
696.1 Psoriasis
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5.0 ENDOCRINOLOGY

5.1 DIABETES MELLITUS

Last Revised: October 2014 Last Reviewed: December 2014
DM Type 1 Applicant Class 1 Class 2 Class 3
CD X X X X X X
NCD
WR
WNR X X X X X X
LBFS
EXCEPTIONS
LIMDU/PEB Required for Diabetes Type 1 (NO waivers all DIF)

DM Type 2 Class 3

CD X X

X

X

Applicant Class 1 Class 2

X

X

NCD

WR

X

X

X

WNR X x*

*

X

LBFS

X

X

X

EXCEPTIONS

SG.

*DM 2 in sustained remission (A1C <6.5) due to lifestyle changes only are WR for all

LIMDU/PEB

Not required for Type 2 (may be requested by Code 53HN)

AEROMEDICAL CONCERNS: Alterations in blood glucose levels may result in neurologic and
ophthalmologic conditions (neuropathy, headache, confusion, syncope, vision changes, etc.)
causing both subtle and sudden incapacitation. Long-term complications of diabetes mellitus
(DM) also include renal and cardiovascular disease, with older diabetics having similar risks of
cardiovascular events as non-diabetics with established coronary artery disease. Deployment
frequently decreases glycemic control secondary to uncontrolled diet, long work hours and

environmental stressors.

REMEMBER:

IF THE ESTABLISHMENT OF THE DIAGNOSIS AND ACHIEVEMENT OF

MAINTENANCE PHASE OF TREATMENT WILL TAKE GREATER THAN 60 DAYS, A

GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS AND THEN A

LOCAL BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE CONVENED.

ICD-9 Code/DIAGNOSIS

250.03 Diabetes Mellitus 1

250.02 Diabetes Mellitus 2

250.0d Diabetes Mellitus — Diet controlled

DIAGNOSIS/DEFINITIONS:

Diabetes Mellitus (DM):
1) FBG = 126 mg/dL OR
2) 2 hr PG on OGTT = 200 mg/dL OR
3) Hgb A1C =2 6.5%.
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Alternatively random BG = 200 mg/dL + symptoms of hyperglycemia.

For 1-3, diagnosis should be confirmed by repeat testing unless results from 2 different tests are
both diagnostic (e.g. FBG 2126 with A1C 26.5). While least convenient/readily available, OGTT
appears to be the most sensitive screening test.

‘ SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING ALL WAIVERS

- Released from Family medicine, Internal Medicine, or Endocrinology care with
recommendation of return to flight status and no restrictions documented on last clinical note
(electronic or paper).

- Completed Diabetic Nurse Education and Nutrition consultation and provide end of care
summary- Completed Ophthalmology/Optometry consultation with dilated diabetic eye exam

- Consultant’s recommendation for follow on care documented on last clinical note (electronic
or paper).

- Provide administrative information to FS/AME to include command UIC, command address,
personal address, phone number, designator, flight hours (total and last 6 months), primary
aircraft flown, and years of service.

STANDARDS & REQUIREMENTS TO BE MET PRIOR TO SCHEDULING WAIVER EXAM
WITH FLIGHT SURGEON

- PHYSICAL STANDARDS: BP <140/90, accurate height/weight for baseline BMI

- LABORATORY LEVELS: HgbA1C (required x 2 at least 3 months apart). For DM2 on
medication: <7%. For DM2 with lifestyle changes only: <6.5%.

Avg Fasting blood glucose (assessed 4x/year at a minimum) < 120; Improving Lipid profile with
a goal LDL of <100; TSH (normal), UA (normal)

- SPECIAL TEST STANDARDS/FINDINGS/LEVELS: For DM2 only. Markers to distinguish
type 1 from type 2 DM (pancreatic autoantibodies (e.g. islet-cell antibodies [ICA] or glutamic
acid decarboxylase [GADG65]), insulin and c-peptide levels) *if indicated*

- MEDICATIONS: On stable dose of medication (if required) for 30 days.

NOTE: Class | and Class II: Metformin only approved anti-diabetic medication. Class Il
Additional medications considered on case-by-case basis (FS to discuss with NAMI), however
all injectable medications are disqualifying and LIMDU+/- PEB is indicated.

Member should be asymptomatic (if any symptoms were present) and laboratory data as
outlined above should be within parameters for at least 3-6 months prior to submitting a waiver
request

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

Diagnosis:

How Condition Was Diagnosed/Treated:

Past Medical History:

Social And Family History: SH: Include comment on diet and physical activity, FH: Attention to
endocrine diseases, malignancy, and cardiovascular disease

Military/Occupational History: Include most recent deployment

Physical Exam: Vitals, Neurologic exam (includes microfilament assessment for peripheral
neuropathy), Eye exam, Skin, Cardiac, Waist circumference (measured at iliac crest)

Labs and X-ray Data: FBG, HgbA1C, Complete Metabolic Panel, Lipid Profile (goal LDL <100),
TSH, UA, Urine microalbumin: urine creatinine ratio (goal <300)

Medications: Previous (prior 6 months) and current medications/dosages

Consults: Document review and completion of all required consultations.
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FOLLOW-UP REQUIREMENTS (UNLESS STATED OTHERWISE IN WAIVER LETTER)

Type 2 Diabetes Mellitus

1. Annual Submission: Annual Physical - FS documents level of control and compliance, as
well as BMI and waist circumference compared to baseline (generally WNR if current
BMI >baseline or noncompliance)

2. Specialist Evaluation: Minimum of annual Endocrinology, Internal Medicine, or Family
Medicine evaluation in addition to annual dilated diabetic eye exam

3. LABS: HgbA1c (DM2 on medication: <7%, Lifestyle changes only <6.5%), FBG avg
<120 (assessed 4x/year at a minimum), Lipids (DM2: goal LDL <100); FBG, Complete
Metabolic Panel, Lipid Profile (goal LDL <100), TSH, UA, Urine microalbumin: urine
creatinine ratio (goal <300)

4. Medications: Report any medication changes or dosage adjustments

WORKUP/DISPOSITION:

DM - Confirm Diagnosis of Type 2/exclude Type 1 DM (take clinical picture into account, some
cases require specialized testing). Ensure above waiver requirements are met.

Applicants (all flying classes): HgbA1C <5.7% - CD/WR/annual submission as above;
HgbA1C >5.7%- CD, WNR

Designated (all flying classes): CD/WR/all flying class/SG, MINIMUM of annual
assessment for DM submission includes FBG and HgbA1C. Specific recommendations for
annual submission will be detailed in BUMED/NAMI waiver letter.

References:

[1] Considerations for Deployment of Service Members with Diabetes. Shwayhat and
Gaydos. Federal Practioner. 2013

[2] DoDINST 6130.03 (2011)

[3] Diagnosis and Classification of Diabetes Mellitus. American Diabetes Association
Position Statement. Diabetes Care. 2011 Jan; 34 Suppl 1:51-2

[4] Haffner SM et al. N Engl J Med. 1998;339(4):229.
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5.2 GOUT

Last Revised: April 2014

Last Reviewed: July 2014

Changes include clarification on medication use, removal of temporary SG3 restriction for first 3 months,

and increased initial required workup.

Applicant Class 1 Class 2 Class 3
CD X X X X X X
NCD
WR X X X X X
WNR X
LBFS X X X
EXCEPTIONS
LIMDU/PEB Not required

AEROMEDICAL CONCERNS: Gout may present as an acute, severely painful arthritis without
warning. Untreated, chronic arthritis may develop leading to pain, joint deformity and decreased

function. It is often associated with other disqualifying conditions such as
atherosclerosis/coronary artery disease, diabetes, hypertension, and renal disease, to include
renal stones.

REMEMBER: IF THE ESTABLISHMENT OF THE DIAGNOSIS AND ACHIEVEMENT OF
MAINTENANCE PHASE OF TREATMENT WILL TAKE GREATER THAN 60 DAYS, A
GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS AND THEN A
LOCAL BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE CONVENED.

ICD-9 Code/DIAGNOSIS
274.9 Gout

‘ SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

- For complicated or recurrent gout flares, patient must be evaluated and released from
Rheumatologist or Internist care with recommendations for return to flight status with no
restrictions as well as plan for follow on care documented on last clinical note (electronic or
paper).

- Email or provide administrative information to include command UIC, command address,
personal address, phone number, designator, flight hours (total and last 6 months), primary
aircraft flown, and years of service.

STANDARDS & REQUIREMENTS TO BE MET PRIOR TO SCHEDULING WAIVER EXAM
WITH FLIGHT SURGEON

- CURRENT PHYSICAL LIMITATIONS: None
- LABORATORY LEVELS:
1. Serum Uric Acid. If obtained during initial symptoms flare, repeat 2-4 weeks after
resolution. If xanthine oxidase inhibitors are prescribed, include level on therapy
2. Basic Metabolic Panel/Chem 7. Patients with impaired renal function require
commentary and further evaluation.
3. Urinalysis. Patients with acidic urine (pH <5.5), proteinuria or microscopic hematuria
require commentary and further evaluation (see separate ARWG topics).
Fasting blood glucose or Hemoglobin A1C
Fasting lipid profile (within last year)
CBC with differential and Liver associated enzymes (required if taking allopurinol)

o0k
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- RADIOLOGY FINDINGS:

1. KUB to evaluate for renal stones. Any calcifications/abnormalities consistent with stones
on KUB or patients with gout and microscopic hematuria require a CT (renal stone
protocol). Confirmed stones requires full workup and separate waiver.

2. Radiographs of affected joints (as clinically indicated)

- SPECIAL TEST STANDARDS: Results from joint aspiration (if obtained)

- MEDICATIONS: Medications considered for waiver include:

Allopurinol is preferred first line treatment for aviators requiring uric acid lowering. Alternatively
febuxastat is considered on a case-by-case basis in situations which require uric acid lowering
therapy but allopurinol is contraindicated or not tolerated.

NSAIDS (specifically ibuprofen, naproxen) are also waiverable for rare gout attacks or for
prophylaxis while titrating uric acid lowering therapy. Indomethacin and systemic steroid (e.g.
prednisone) use should only be under the supervision of the flight surgeon and requires
grounding during and for 2 weeks after medication use. “As needed” prescriptions without
evaluations and chronic indomethacin use will not be waived. Oral or systemic corticosteroids
should be reserved for polyarticular joint involvement or impaired renal function and generally
should be avoided in aviation personnel. If needed, short (less than 2 weeks) treatment
generally results in low risk of adrenal suppression and stim testing afterwards is not routinely
required. Recurrent steroid use is not authorized. Cox-2 inhibitors (e.g. Celecoxib) are not
preferred for this indication and unlikely to be approved.

Probenecid use is generally not used but will be considered for waiver when properly prescribed
by a rheumatologist.

Although low (<1.2mg) dose_colchicine use is generally well tolerated and is useful for gout
prophylaxis while titrating uric acid lowering therapy, currently it requires grounding and is not
authorized for any DIF at this time. Waivers considered once discontinued.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

Diagnosis:

Clinical Presentation:

Past Medical History/Prior Waivers:

Social And Family History: SH: Include comment on diet, EtOH and physical activity FH:
Attention to endocrine disease, renal disease including stones, and cardiovascular disease
Military/Occupational History: Assess risk for lead exposure

Physical Exam: Vitals (attention to BP), Skin (rash, tophi), MSK/Joint (tophi, pain, ROM),
Cardiac, Waist circumference (measured at iliac crest)

Labs And X-ray Data: comment on abnormal findings

Consults:

Medications: Review medications for potentially gout exacerbating medications. Comment on
indications for uric acid lowering therapy.

Recommendation:

FOLLOW-UP REQUIREMENTS

Submission: Annual Physical: FS documents level of control and compliance with lifestyle
changes/medications, including frequency of symptoms, in last year and total number of flares
since diagnosis.

Specialist Evaluation: Generally not required if low frequency of attacks (<2/year)

LABS: Serum uric acid, Basic Metabolic Panel/Chem 7. Consider CBC and Serum
transaminases if on uric acid lowering medications.

Medications: Report any medication used in last year, changes or dosage adjustments.
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APPENDICES

COMORBID CONDITIONS:

Nephrolithiasis occurs with a much higher frequency in patients with a history of gout compared
to the general population and increases in risk with serum uric acid levels. In healthy patients
without a history of gout, average annual incidence of gout is 0.5 % in persons with a uric acid
level between 7 and 8.9 mg/dL and 4-5%/year in those with a level of 9 mg/dL or greater. Flight
surgeons should consider several comorbid conditions when first evaluating a patient with gout.
In addition to screening for aeromedically disqualifying conditions such as stones, hypertension,
and metabolic syndrome, assessment for chronic kidney disease, dyslipidemia and excessive
alcohol intake represents an important opportunity for change.

TREATMENT

Lifestyle modifications, to include limited dietary purine intake, should be suggested for all
patients. Indications for uric acid lowering pharmacotherapy include established diagnosis of
gouty arthritis with tophus or tophi on clinical exam or imaging and frequent attacks (=2/year).
Therapy should also be considered in patients with CKD stage 2 or worse or past urolithiasis,
though this is based on expert opinion only. Although not routinely done until after a flare
resolves, allopurinol can be started during an acute gout flare if concurrently taking anti-
inflammatory medication. Patients already on allopurinol should not discontinue the medication
during an acute gout flare. Typical starting dose is 50-100mg daily. Allopurinol should be
titrated up in increments of 50-100mg every 2-5 weeks to achieve a target serum uric acid
concentration <6 mg/dl. Note: 50% of gout patients will require an allopurinol dose of greater
than 300mg to reach the serum uric acid goal of less than 6. Temporary prophylaxis with low
dose NSAIDS (or colchicine while grounded) can be used to prevent precipitation of gout flare
while titrating allopurinol doses. The estimated incidence of allopurinol hypersensitivity
syndrome is approximately 1:1,000 in the US. Patients with Asian ethnic backgrounds may
have higher risk.

References:

[1] Campion EW, Glynn RJ, DeLabry LO. Asymptomatic hyperuricemia. Risks and
consequences in the Normative Aging Study. Am J Med. 1987;82:421-6.

[2] Khanna D et al. 2012 American College of Rheumatology guidelines for management of
gout. Part 1: systematic nonpharmacologic and pharmacologic therapeutic approaches
to hyperuricemia. Arthritis Care Res (Hoboken). 2012 Oct;64(10):1431-46.

[3] Khanna D et al. 2012 American College of Rheumatology guidelines for management of
gout. Part 2: therapy and anti-inflammatory prophylaxis of acute gouty arthritis. Arthritis
Care Res (Hoboken). 2012 Oct;64(10):1447-61.

[4] Kramer HJ, Choi HK, Atkinson K, Stampfer M, Curhan GC. The association between
gout and nephrolithiasis in men: The Health Professionals' Follow-Up Study. Kidney Int
2003;64:1022-6.

[5] Liu D, et al. A practical guide to the monitoring and management of the complications of
systemic corticosteroid therapy. Allergy Asthma Clin Immunol. 2013 Aug 15;9(1):30.

[6] Neogi T. Clinical practice: gout. N Engl J Med 2011;364:443-52.

[7] Pak, CYC: Etiology and treatment of urolithiasis. Am J Kidney Dis 1991 18: 624-637
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5.3 HYPERTHYROIDISM

Last Revised: April 2014 Last Reviewed: July 2014

Changes: Acceptable treatments for Naval aviation personnel are highlighted/clarified. Guidance on low
TSH with normal T4/T3 provided.

Applicant Class 1 Class 2 Class 3

CD X X X X X X
NCD
WR x* X X X X X
WNR
LBFS

EXCEPTIONS *Applicants must be euthyroid for 12 months prior to application and have no evidence of
ophthalmopathy.

NOTE: Treatment of Grave’s with thionamides without radioactive iodine
ablation/thyroidectomy is WNR all DIF.

LIMDU/PEB Required if service member elects treatment with thionamide medications.

AEROMEDICAL CONCERNS: Cardiac manifestations (palpitations, arrhythmias) may cause
sudden incapacitation. Fatigue is a common manifestation, and neurocognitive effects such as
impaired attention and memory, and psychiatric symptoms, such as irritability and anxiety, may
result in subtle incapacitation. Patients with thyroid ophthalmopathy may have difficulty with
eye movements and corneal damage or optic neuropathy can also occur.

REMEMBER: |F THE ESTABLISHMENT OF THE DIAGNOSIS AND ACHIEVEMENT OF
MAINTENANCE PHASE OF TREATMENT WILL TAKE GREATER THAN 60 DAYS, A
GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS AND THEN A
LOCAL BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE CONVENED.

ICD-9 Code/DIAGNOSIS

242.03 Hyperthyroidism

241.0 Thyroid Nodule

241.1 Multinodular Goiter, non-toxic

240.9 Goiter, unspecified

242.9 Thyrotoxicosis without mention of goiter or other cause

SERVICE MEMBER MUST OBTAIN/COMPLETE PRIOR TO INITIATING WAIVER

- Endocrinologist end of care summary documenting complete resolution of symptoms and
stable euthyroid status, with recommendation of return to flight status with no restriction. If
Endocrinologist recommends restrictions, note must include documentation of physical and/or
mental limitations and expected duration (permanent vs temporary).

- Endocrinologist recommendation for follow on care documented on last clinical note.

- Surgery/Procedure Note (if performed).

- Copies of PEB (if indicated, e.g. service member undergoes treatment with thionamides).

- Provide administrative information to Flight Surgeon that includes command UIC, command
address, personal address, phone number, designator, flight hours (total and last 6 months),
primary aircraft flown, and years of service.
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STANDARDS & REQUIREMENTS TO BE MET PRIOR TO SCHEDULING WAIVER
SUBMISSION EXAM WITH FLIGHT SURGEON

- LABORATORY LEVELS: Two sequential sets of serum TSH and free T4 values in normal
range (drawn 4-6 weeks apart)

- SPECIAL TEST STANDARDS: RAIU (radioactive iodine uptake) study required for all overt
hyperthyroidism cases unless contraindicated (e.g. pregnancy, nursing). TSH receptor antibody
testing may be substituted if RAIU unable to be obtained. Ophthalmology/optometry
consultation is required in Graves’ Disease to exclude ophthalmopathy.

- MEDICATIONS: On stable dose of levothyroxine (if required) for minimum of 60 days. NOTE:
Levothyroxine is only approved form of replacement medication (if required). Current use of
thionamide drugs (propylthiouracil or methimazole) is disqualifying for general duty and will not
be granted waivers for aviation duty.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

Diagnosis:

How Condition Presented/Was Diagnosed/Treated:

Past Medical History:

Social And Family History:

Aviation History:

Physical Exam: Attention to Neurologic, Ocular, Neck, Cardiac

Labs And X-ray Data: ECG, CBC, Complete Metabolic Panel, RAIU (radioactive iodine uptake)
result(required in cases of biochemical hyperthyroidism), thyroid antibody results (if obtained),
thyroid ultrasound report (if obtained), pathology report (if obtained)

Medications: Previous (prior 6 months) and current medications/dosages.

Consults: Endocrinology notes required.

FOLLOW-UP REQUIREMENTS

Submission: Annual Physical documenting continued clinical and chemical euthyroidism
Specialist Evaluation: Minimum of annual Endocrinology or Internal Medicine evaluation
(submit all notes from past year)

LABS: TSH, fT4 (obtained annually at a minimum)

Medications: Report any medication changes or dosage adjustments

| APPENDICES

TREATMENT: There are three primary forms of therapy: medical treatment with thionamides;
thyroid ablation with radioactive iodine; and surgery (thyroidectomy). The best treatment
strategy will depend on the etiology of the hyperthyroidism and may vary from patient to patient.
While patients have the right to choose their treatment, patients should NOT be considered
world-wide deployable while taking thionamide medications and a medical board is indicated.
Thionamides may cause side effects incompatible with aviation duties to include vertigo,
drowsiness, liver dysfunction as well as agranulocytosis and requires close laboratory
monitoring and clinical follow-up which may not be possible in an operational setting. Relapse
rates once discontinued are high. For Graves’ disease, only surgery or ablation is compatible
with return to duties involving flying. While complete remission with radioactive iodine ablation
is high, most will go on to require long-term thyroid hormone supplementation. A small number
of cases will also require eye surgery.

CLINICAL PRESENTATION/DIAGNOSIS: Although hyperthyroidism can affect nearly all

organ systems and lead to a variety of manifestations, neuropsychiatric and cardiovascular
effects are the most relevant to the aeromedical physician. Behavior and personality changes

U.S. Navy Aeromedical Reference and Waiver Guide Endocrinology - 8



may include subtle irritability and restlessness or overt emotional lability, anxiety, or psychosis.
Cardiovascular symptoms are often related to the potentiation of the sympathetic nervous
system and include tachycardia, dysrhythmias, and systolic hypertension with widened pulse
pressure. Weight loss and energy supplements may contain substances that interfere with
normal thyroid function and in some cases contain thyroid hormone. Smoking cessation
increases probability of remission. Smoking is a risk factor for Graves’ ophthalmopathy.

Biochemical hyperthyroidism is defined as a low/suppressed TSH with either an elevated freeT4
or T3. For patients with biochemical hyperthyroidism, workup should include 24-hour
radioiodine thyroid uptake study to determine the etiology (Graves’, thyroiditis, nodule, etc.).
This study and antibody testing is best left to endocrinologists and should not be routinely
ordered by the flight surgeon. Persistent (>6-12 weeks) low TSH with normal freeT4 and T3
(subclinical hyperthyroidism) is also CD and requires a waiver with close follow-up. The need
for further testing and treatment in such instances should be determined on a case-by-case
basis. Contact NAMI Internal Medicine for guidance if needed.
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5.4 HYPOTHYROIDISM

Last Revised: April 2014 Last Reviewed: July 2014

Includes clarifications on Subclinical Hypothyroidism and guidance on elevated TSH with normal T4/T3

provided.
Applicant Class 1 Class 2 Class 3

CD X X X X X X
NCD
WR X X X X X X
WNR

LBFS
EXCEPTIONS
LIMDU/PEB

AEROMEDICAL CONCERNS: The insidious onset of many signs and symptoms of
hypothyroidism reduces the aviator's ability to recognize abnormalities. It can foster
complacency or an unwillingness to seek medical advice until performance is significantly
degraded. Fatigue, lethargy, muscle weakness, decreased cognitive function, motor weakness,
delayed reflexes, bradycardia, first degree heart block, cardiomegaly, pericardial effusion,
depression, sensorineural hearing loss and anemia are all complications relevant to aviation.
The flight surgeon must know and observe their aviators for the subtle onset of any of these
signs and symptoms.

REMEMBER: IF THE ESTABLISHMENT OF THE DIAGNOSIS AND ACHIEVEMENT OF
MAINTENANCE PHASE OF TREATMENT WILL TAKE GREATER THAN 60 DAYS, A
GROUNDING PHYSICAL 1S REQUIRED AT THE TIME OF DIAGNOSIS AND THEN A
LOCAL BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE CONVENED.

ICD-9 Code/DIAGNOSIS

244.8 Acquired hypothyroidism (iatrogenic)
245.0 Acute thyroiditis

245.1 Subacute thyroiditis

245.2 Hashimoto's thyroiditis

245.9 Thyroiditis, unspecified

SERVICE MEMBER MUST OBTAIN/COMPLETE PRIOR TO INITIATING WAIVER

- Endocrinologist/Internist/Family Medicine specialist end of care summary documenting
complete resolution of symptoms (if applicable) and stable euthyroid status, with
recommendation of return to flight status with no restrictions documented. If Endo/IM/FP
recommends restrictions, note must include documentation of physical and/or mental limitations
and expected duration (permanent vs temporary).

- Endo/IM/FP recommendation/plan for follow on care documented on last clinical note.

- Surgery/Procedure Note (if performed).

- Provide administrative information to Flight Surgeon that includes command UIC, command
address, personal address, phone number, designator, flight hours (total and last 6 months),
primary aircraft flown, and years of service.
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STANDARDS & REQUIREMENTS TO BE MET PRIOR TO SCHEDULING WAIVER
SUBMISSION APPOINTMENT WITH FLIGHT SURGEON

- LABORATORY LEVELS: For biochemically hypothyroid patients and those on thyroid
hormone replacement therapy, two sequential sets of serum TSH and free T4 values in normal
range (drawn 4-6 weeks apart) are required prior to waiver consideration. For asymptomatic
patients not on hormone replacement therapy who have normal freeT4and TSH greater than the
upper limit of normal but less than 10 mIU/L, waiver will be considered after 4-6 weeks showing
stable TSH/freeT4 levels. Thyroglobulin(TG) and/or Thyroid peroxidase (TPO) antibody testing
may help guide decisions to start levothyroxine but should generally be reserved for patients
with abnormal TSH in whom replacement medication may not be used (i.e. subclinical
hypothyroidism)

- MEDICATIONS: On stable dose of levothyroxine (if required) for minimum of 60 days. NOTE:
Levothyroxine is ONLY approved form of replacement medication (if required) for Navy Aviation.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON

Diagnosis:

How Condition Presented/Was Diagnosed/Treated:

Past Medical History:

Social And Family History:

Aviation History:

Physical Exam: Attention to Vitals, Skin/Hair, Neurologic, Ocular, Neck, Cardiac

Labs And X-ray Data: ECG, CBC, Complete Metabolic Panel required. Thyroid ultrasound
report NOT routinely required, but include if obtained.

Medications: Previous (prior 6 months) and current medications/dosages.

Consults: Endocrinology, Internal Medicine, or Family Medicine consultation required.

FOLLOW-UP REQUIREMENTS

Submission: Annual Physical documenting continued clinical and chemical euthyroidism
Specialist Evaluation: Minimum of annual Endocrinology Internal Medicine, or Family Medicine
evaluation for first 2 years after diagnosis. After 2 years, uncomplicated patients with stable
TSH and levothyroxine dosage may be followed by FS only.

LABS: TSH, freeT4 (obtained annually at a minimum)

Medications: Report any medication changes or dosage adjustments

| APPENDICES

DIAGNOSIS/DEFINITIONS:

Overt Primary Hypothyroidism: Elevated TSH (usually >10 mlU/L) with subnormal freeT4.
Central Hypothyroidism: Low, “inappropriately normal” or minimally elevated TSH with
subnormal freeT4.

Subclinical Hypothyroidism: TSH >upper reference limit (usually 4-10 mIU/L) with normal
freeT4, stable over several weeks (minimum 4-6).

NOTE: This is a biochemical diagnosis: TSH must be abnormal. Aviators with symptoms of
hypothyroidism (fatigue, weight gain, constipation, hair/skin changes, etc.) who are definitively
biochemically normal (TSH<2.5mIU/L, normal fT4) do NOT have subclinical hypothyroidism and
further thyroid testing (e.g. ultrasound, antibody testing) is generally unnecessary and may be
harmful. Other etiologies of their symptoms should considered (iron deficiency, sleep disorders,
adrenal insufficiency, emotional stress, etc.). Antibody testing/imaging may be helpful in
borderline elevated TSH values, with treatment often started in patients with positive antibodies
and elevated TSH due to higher risk of progression. Initiating treatment in biochemically normal
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aviation personnel with thyroid hormone replacement is not authorized and will not be
considered for waiver.

MANAGEMENT/DISPOSITION:

- Elevated TSH + low freeT4, with or without symptoms: Consultation, further evaluation and
treatment generally indicated, grounding for all DIF until asymptomatic and biochemically
normal.

- Elevated TSH (>10 mIU/L) + normal freeT4, with or without symptoms: Consultation,
further evaluation and treatment generally indicated, grounding for all DIF until asymptomatic
biochemically normal.

- Elevated TSH(4.2-10 mIU/L) + normal freeT4 + symptoms c/w hypothyroidism:
Consultation, further evaluation and treatment may be indicated, grounding for all DIF until
asymptomatic.

- Elevated TSH(4.2-10 mIU/L) + normal fT4 + NO symptoms c/w hypothyroidism: Further
evaluation and treatment may be indicated, not grounding (LBFS authorized) while undergoing
evaluation. Initial close monitoring (TSH/fT4 every 3-6 months) needed with AMS and
submission for waiver required for final disposition by NAMI.

- Transient (<4-6 weeks): TSH elevation with normal freeT4 and no symptoms that then returns
to normal is NCD and does not require waiver submission.

U.S. Navy Aeromedical Reference and Waiver Guide Endocrinology - 12



5.5 MALE HYPOGONADISM

Last Revised: April 2014

Last Reviewed: July 2014

Includes current or recent use of testosterone supplementation

CD
NCD
WR
WNR

LBFS

X

X

X

X

Applicant Class 1 Class 2

Class 3

X

X

X

X

X

X

Temporary upchits and LBES are NOT authorized.

EXCEPTIONS

LIMDU/PEB

AEROMEDICAL CONCERNS: Hypogonadism is associated with decreased muscle mass and
strength, anemia, and possibly depressed mood. Use of testosterone supplementation has a
high potential for abuse, may cause non-physiologic hormone shifts, and may increase risk of
BPH/Prostate Cancer, cardiovascular events, and erythrocytosis. Long term safety in aviation

population is currently unknown.

REMEMBER: A GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS AN

THEN A LOCAL BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE

CONVENED.

ICD-9 Code/DIAGNOSIS
257.2 Hypogonadism (male)

TO INITIATING WAIVER

SERVICE MEMBER MUST COMPLETE & ENSURE DOCUMENTATION AVAILABLE PRIOR

- Evaluation to include diagnosis and workup to be performed by a Board Certified
Endocrinologist skilled and knowledgeable in the evaluation pituitary hormones. A
recommendation of return to flight status and no restrictions should be documented on last

clinical note (electronic or paper).

- Endocrinologist recommendation for follow on care documented on last clinical note

(electronic or paper).

- Service member to email or provide FS administrative information to include command UIC,
command address, personal address, phone number, designator, flight hours (total and last 6

months), primary aircraft flown, and years of service.

‘ STANDARDS & REQUIREMENTS TO BE MET PRIOR TO SCHEDULING WAIVER EXAM

- CURRENT PHYSICAL LIMITATIONS: None

- LABORATORY LEVELS-SPECIAL TEST STANDARDS: Copies of all laboratory testing with
dates/times and reference values required. Optimal testing conditions must exist for hormonal
tests to be accurately sampled. Specifically, these tests must be obtained at 0800 while fasting
for 12 hours, with no sexual activity or exercise or nipple stimulation for 48 hours prior to
sampling. Minimum workup required prior to any medication prescription/use:

- Serum TOTAL Testosterone (8 AM), a minimum of TWO (three is preferred) readings below
the lower limit of normal for the used lab (most labs 280-300 ng/dl (9.8—10.4 nmol/liter (should
be “distinctly subnormal”). Total testosterone is preferred first line screening test. Free
testosterone should be measured ONLY IF total testosterone is borderline AND altered SHBG
suspected; must be measured using a validated equilibrium dialysis method.
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- FSH and LH should be measured if truly hypogonadal. In cases of secondary hypogonadism,
i.e. low or normal FSH and LH (most patients), pituitary function assessment (8AM serum
cortisol, TSH, freeT4, IGF-1), and serum prolactin, iron saturation and ferritin are required.
Hematocrit (HCT) recorded at baseline and 6 months post-treatment. For males =250 yo (240 yo
if African American or family history of prostate CA) also require Initial International Prostate
Symptom Score (IPSS), PSA and DRE, again after 6 months post-treatment.

-RADIOLOGY FINDINGS: MRI of the pituitary is required for all cases of confirmed Secondary
Hypogonadism

-MEDICATIONS: On stable dose of prescription testosterone for 90 days. Both topical and
injectable formulations will be considered depending on therapeutic ranges/clinical effect of
therapy. Confirmation of normalized/ therapeutic levels is required prior to waiver request.

AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION

Diagnosis:

Clinical History/How Condition Was Diagnosed:

Past Medical History:

Social And Family History: Include reproductive history.

Military/Occupational History:

Aviation History:

Physical Exam: Vitals, body habitus, neck and waist circumference, weight, BMI. GU exam
including testicular size(cm or mL), body hair distribution, presence or absence of
gynecomastia, prostate exam

Labs And Imaging Data: Summarize above findings.

Medications: Current dosage and frequency.

Consults:

Recommendation:

FOLLOW-UP REQUIREMENTS

Submission: Annual Physical: FS documents continued control of symptoms with medication
and assesses for symptoms of OSA

Specialist Evaluation: Minimum of annual Endocrinology evaluation.

LABS: Serum testosterone level (approximately 2350 ng/dL to <750 ng/dL) on therapy
(measured midway between injection doses or anytime with topical doses). Annual HCT within
aviation standards (suspend treatment if HCT >54). For males 250 yo (=40 yo if African
American or family history of prostate CA) also require Initial International Prostate Symptom
Score (IPSS), PSA and DRE.

Medications: Report any medication changes or dosage adjustments

| APPENDICES

DISCUSSION:

A variety of herbal and nutritional supplements are available on the market and may interfere
with normal pituitary-gonadal hormonal physiology/testing. Direct to consumer marketing of
prescription testosterone can make accurate diagnosis difficult and has resulted in a marked
increase in inappropriate prescriptions. Male hypogonadism requires both a good clinical
history and properly done laboratory workup. Initiation of treatment prior to a completed
evaluation may interfere with testing results. Flight Surgeons and consultants should be made
aware of the required workup and are discouraged from making this diagnosis and initiating
potentially lifelong treatment prior to proper evaluation. Once initiated, discontinuation can
result in symptoms due a potential prolonged recovery period of the pituitary-gonadal axis after
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suppression with supplementation. Patients should be counseled that testosterone
supplementation may result in infertility issues.

Symptoms and signs are nonspecific and modified by age, comorbid iliness, severity and
duration of androgen deficiency, variation in androgen sensitivity, and previous testosterone
therapy. They are based on expert opinion from clinical experience (no studies to validate).
Although low testosterone levels have been shown to correlate with central adiposity, it is
unclear whether this relationship is causal.
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5.6 PITUITARY TUMORS

Last Revised: April 2014 Last Reviewed: July 2014

Changes Include: Clarification in workup and management is provided based on tumor size and
functionality. Non-functioning microadenomas causing no local effects can be considered for waiver in
applicants and dispositioned with a LBFS for designated.

Applicant Class 1 Class 2 Class 3

CD X X X X X X
NCD
WR x* X X X X X
WNR

LBFS

EXCEPTIONS

LIMDU/PEB Required for all macroadenomas and those treated with surgery
*Restrictions in eligibility apply (see Appendix below)

AEROMEDICAL CONCERNS: The complications of pituitary tumors of aeromedical
significance generally center around the following main factors: 1) size of the tumor and whether
it causes or has potential to impact anatomic adjacent anatomic structures; 2) risk of tumor
hemorrhage (apoplexy) resulting in sudden visual field deficits and hormonal dysfunction; 3)
metabolic effects of hormone excess or deficiency; 4) side effects or complications from
treatment. Local effects from the larger tumors can also cause local hemorrhage (apoplexy),
headache, cranial nerve palsies, and visual field defects. Pituitary carcinomas are associated
with a poor prognosis. Hypersectretion and hyposecretion of pituitary hormones may result in
disqualifying conditions discussed elsewhere (e.g. hypothyroidism, hyperthyroidism, diabetes
mellitus). Surgical treatments may result in neurologic complications and side effects of
medications used to treat certain pituitary tumors may cause headache, dizziness, sedation, as
well as psychological effects (psychosis, impulsive behavior) causing safety of flight issues.
REMEMBER: IF THE ESTABLISHMENT OF THE DIAGNOSIS AND ACHIEVEMENT OF
MAINTENANCE PHASE OF TREATMENT WILL TAKE GREATER THAN 60 DAYS, A
GROUNDING PHYSICAL IS REQUIRED AT THE TIME OF DIAGNOSIS AN THEN A LOCAL
BOARD OF FLIGHT SURGEONS IS NOT APPROPRIATE TO BE CONVENED.

ICD-9 Code/DIAGNOSIS
227.3 Benign neoplasm of pituitary

SERVICE MEMBER MUST COMPLETE PRIOR TO INITIATING WAIVER

For Microadenomas (<10mm in maximal dimension)

- Completed Endocrinology evaluation with recommendation of return to flight status and no
restrictions documented on last clinical note (electronic or paper).

- Endocrine evaluation must obtain following LABS: fasting glucose, serum prolactin, thyroid
stimulating hormone (TSH), free T4 (ET4) and insulin like growth factor type | (IGE1). If triad of
impaired fasting glucose, body mass index >29, and hypertension (BP > 140/90) co-exist, 24
hour collection of urine for free cortisol also required.

For Macroadenomas (>10mm in maximal dimension)

- Six month grounding period for observation

- Completed Endocrinology evaluation with recommendation of return to flight status and no
restrictions documented on last clinical note (electronic or paper).
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- Endocrine evaluation must obtain following LABS: fasting glucose, serum prolactin, insulin like
growth factor type | (IGF1), follicle stimulating hormone (ESH), luteinizing hormone (LH), thyroid
stimulating hormone (TSH), free T4 (ET4), 8 AM total testosterone (or estradiol in females),
fasting morning cortisol, and chemistry panel.

NOTE: A fasting morning cortisol <12 mcg/dL requires a Cortrosyn stimulation test (250 mcg).
Peak cortisol at 30 or 60 minutes must be > 18 mcg/dL.

- Neurosurgery evaluation with recommendation of return to flight status and no restrictions
documented on last clinical note (electronic or paper)

-Completed Ophthalmology/Optometry consultation with visual field testing and dilated eye
exam with recommendation of return to flight status and no restrictions documented on last
clinical note (electronic or paper).

For Pituitary Surgery

- Six month post-operative grounding period for observation

- Follow-up at 6 weeks and 6 months with evaluations by neurosurgery, optometry or
ophthalmology, endocrinologist

- Testing six months post-operative and annually must include the following LABS: Fasting
glucose, serum prolactin, insulin like growth factor type | (IGF 1), thyroid stimulating hormone
(TSH), free T4 (ET4), follicle stimulating hormone (ESH), luteinizing hormone (LH), testosterone
or estradiol (females), cortisol, chem 10, and Cortrosyn stimulation test (250mcg) with peak at
30 or 60 minutes >18 mcg/dL.

- Provide administrative information to FS/AME to include command UIC, command address,
personal address, phone number, designator, flight hours (total and last 6 months), primary
aircraft flown, and years of service.

STANDARDS & REQUIREMENTS TO BE MET PRIOR TO SCHEDULING WAIVER EXAM
WITH FLIGHT SURGEON

- LABORATORY LEVELS: Laboratory values listed above should be within normal limits.
Ongoing but stable abnormalities of pituitary function (e.g. prolactin elevation) should be
discussed with NAMI prior to submitting a waiver request. **It must be emphasized that
optimal testing conditions must exist for hormonal tests to be accurately sampled.
Specifically, these tests must be obtained at 0700 while fasting for 12 hours, with no sexual
activity or exercise or nipple stimulation for 48 hours prior to sampling.**

- MEDICATIONS: A summary of the medications used during evaluation/treatment should be
provided to the Flight Surgeon. For prolactinomas, no waivers are granted for use of
bromocriptine; use of cabergoline may be considered on a case-by-case basis for waiver after
a 6 month observation period. No waivers are granted for any other medications used for
suppression or replacement of pituitary hormones.

| AEROMEDICAL SUMMARY REQUIRED DOCUMENTATION BY FLIGHT SURGEON
Diagnosis:

How Condition Was Diagnosed:

Treatment Summary:

Past Medical History:

Social And Family History: FH: Attention to endocrine diseases and malignancy
Military/Occupational History: Attention to radiation exposures

Physical Exam: Vitals, Full Neurologic exam, Eye exam

Labs And X-ray Data: Results of MRI of sella turcica and required labs
Medications: Previous (prior 6 months) and current medications/dosages
Consults: FS to document all required consultations completed and reviewed.
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FOLLOW-UP REQUIREMENTS

Submission: Annual Endocrinology follow-up with FS summary. Medical and/or surgical
therapy should be considered if significant tumor growth, threat to vision (or invasion of) local
structures, the appearance of hormonal excess or deficiencies.
Specialist Evaluation: Minimum of annual Endocrinology follow-up. Macroadenomas and those
treated with surgery require neurosurgical evaluation and visual field evaluation by optometry or
ophthalmology.
LABS: Based on tumor type and behavior on follow-up.
Minimums required based on diagnosis:

Microadenomas: prolactin, insulin like growth factor type | (IGF1), thyroid stimulating
hormone (TSH) and free T4 (FT4)
Macroadenomas: full pituitary hormonal evaluation to include fasting glucose, serum prolactin,
insulin like growth factor type | (IGF1), follicle stimulating hormone (FSH), luteinizing hormone
(LH), thyroid stimulating hormone (TSH), free T4 (FT4), testosterone (or estradiol in females),
cortisol, and chemistry panel, Cortrosyn stimulation test. Peak cortisol at 30 or 60 minutes must
be >18 mcg/dL
IMAGING: MRI of sella turcica annually up to 5 years, then periodic if stable
MEDICATIONS: Report any medication changes or dosage adjustments. No waivers are
granted for any other medications used for suppression or replacement of pituitary hormones.

APPENDICES

WAIVER DISPOSITIONS ELABORATED
Applicants: may be considered for waiver ONLY if they meet all of the following criteria:
1. Maximal dimension <10 mm by MRI of the sella turcica (preferably performed at a
military MTF and read by a neuroradiologist).
2. No imaging evidence of compression of local anatomic structures.
3. No evidence on history or physical examination of multiple endocrine neoplasia type 1a).
4. The tumor is established as non-functional with appropriate tests performed by an
endocrinologist trained and skilled in hormonal testing.
5. Applicants with tumors that do not meet the above four criteria will NOT be considered
for waiver.

Designated: Designated aviators with a pituitary adenoma that meets all four of the following
criteria are considered disqualified:
1. Maximal dimension <10 mm by MRI of the sella turcica (preferably performed at a
military MTF and read by a neuroradiologist).
2. No imaging evidence of compression of local anatomic structures.
3. No evidence on history or physical examination of multiple endocrine neoplasia type 1a).
4. The tumor is established as non-functional with appropriate tests performed by an
endocrinologist trained and skilled in hormonal testing.
BUT, may be granted clearance by a Local Board of Flight Surgeons. Designated aviators with
pituitary tumors that do not meet all four of the above criteria may not be granted clearance by a
Local Board of Flight Surgeons but may be considered for waiver. Waivers for designated
aviators with pituitary tumors are considered based upon the following:

- Functional microadenomas may be considered for waiver based on tumor type,
therapeutic options, complications and side effects of therapy, among other factors. No waivers
are granted for use of bromocriptine; cabergoline may be considered for waiver. No waivers are
granted for any other medications used for suppression or replacement of pituitary hormones.
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This includes but is not limited to Cortisol, Growth hormone, and Vasopressin (antidiuretic
hormone).

- Macroadenomas are usually not considered for waiver. Exceptions are those aviators
with pituitary macroadenomas that have demonstrated all six of the following characteristics:
Regression or response to medical therapy.

Long history of presence (>5yrs) without growth.

No evidence of compromise of other pituitary hormones.

No evidence of anatomic complication or compression.

Normal visual field examination by optometry or ophthalmology.
An extensive (6 month) grounding period of observation.

ook wh =

DISCUSSION:

In pooled autopsy studies pituitary adenomas have been found in 1.5-27% of subjects who
otherwise had no indication of pituitary dysfunction suggesting that the rate of occurrence in the
general population is higher than previously thought. Tumors are classified as those discovered
incidentally — when no pre imaging suspicion existed — and those discovered clinically due to
patient presentation. They are further categorized as functional if they secrete excess hormones
or nonfunctional if they are do not secrete excess hormones or secrete hormones that are inert.
Finally, pituitary adenomas are categorized by size; those less than 10 mm in maximal
dimension are termed microadenomas and those greater than or equal to 10 mm in maximal
dimension are termed macroadenomas. The size of the tumor and whether it has hormonal
effects have the greatest established impact on its prognosis.

Most pituitary tumors are microadenomas that either secrete prolactin or are nonfunctional, do
not grow, and otherwise are of no clinical consequence. As a general rule virtually all
prolactinomas respond to dopamine agonist therapy and will regress in dimension over time
without causing complications. For most patients the side effects of dopamine agonist therapy
regress over 8 weeks after initiation of therapy. Other treatments aside from surgery are
available for pituitary tumors. The type of treatment and the success rates of treatment depend
on the size of the tumor and the type of tumor. An endocrinologist is the best subspecialist to
evaluate and treat pituitary adenomas.
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6.0 EAR NOSE AND THROAT

Last Revised: April 2018 Last Reviewed: April 2018

ENT Dept Head: 850-452-3256
ENT Corpsman: 850-452-3251

6.1 ALLERGIC/VASOMOTOR RHINITIS

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: Allergic Rhinitis resulting in mucosal inflammation can lead to
nasal congestion, impairment of paranasal sinus ventilation, and Eustachian tube dysfunction.
These can, in turn, lead to sinus/facial pressure and discomfort, ear and/or sinus barotrauma,
along with the potential use of medications with unacceptable side effects, all of which have the
potential for in-flight incapacitation and prolonged periods of grounding.

WAIVER: Uncomplicated perennial and seasonal allergic rhinitis [PAR and SAR] are NCD!
Vasomotor rhinitis (VR) may be CD if symptoms interfere with aviation, although this is a rare
occurrence. For more information on VR, see the Discussion section below. In evaluating a
member with a history of allergic rhinitis, the following conditions must all apply before
determining that the member is PQ:

1. Symptoms, if present or expected to recur, must be controllable with any combination of
topical nasal steroid sprays, approved antihistamines, montelukast (Singulair), nasal
cromolyn, or the topical antihistamine, azelastine (Astelin).

2. A Waters' view x-ray of the sinuses must show no evidence of acute or chronic mucosal
disease (mucus retention cysts are the exception and are NCD). See Manual of the
Medical Department, Chapter 15, section 15-84.

3. A nasal examination using a hand-held magnifying otoscope with large speculum must
show no evidence of mucosal disease such as polyp(s) or purulent drainage. If in doubt,
seek ENT consultation. Your nasal examination is best done several minutes after
spraying both nasal cavities with a decongestant nasal spray.

4. There has been no use of allergy immunotherapy (AIT) within the past 12 months.

(The active use of immunotherapy requires a waiver. However, if an individual has

completed immunotherapy and it has been 12 months since the last dose of

immunotherapy, he/she may request that the waiver be lifted/removed.)

a. If an applicant has used immunotherapy in the past, but it has been more than 12
months since their last dose, a waiver is not required as long as all the other
conditions listed above are met.

(Note: AR and SAR do not automatically become CD if the only additional treatment is an
antihistamine and/or nasal steroid. It is the severity of the condition that requires the
waiver, not the medication. See more in the TREATMENT section below)

INFORMATION REQUIRED:

Documentation of diagnosis on DD 2807/2808

Nasal speculum exam

Waters’ view x-ray (only x-ray report needs to be submitted, not actual films)
Allergic Rhinitis Worksheet

PN~

U.S. Navy Aeromedical Reference and Waiver Guide ENT-1




If the conditions outlined above aren't met, then the allergic rhinitis is presumably more
complicated and the member is NPQ. Depending on the reason for disqualification, a waiver
may or may not be considered. In these cases, the following information is also required for
waiver consideration:

1. ENT and/or Allergy consultation
2. Results of any further tests that have been performed, such as sinus CT

Vasomotor rhinitis, which causes significant disability, will require the same documentation as
for allergic rhinitis. The Allergic Rhinitis Worksheet (see below) is helpful in assuring that all
useful information is collected for submission and need for waiver review.

TREATMENT: The non-sedating antihistamines (Claritin, Clarinex, and Allegra), one topical
second-generation antihistamine (azelastine-Astelin-topical nasal spray) and the leukotriene
receptor antagonist montelukast (Singulair) are approved for use in all aviation personnel, with
no waiver required providing the above conditions are met. If the Flight Surgeon chooses
to start a member on one of these medications, a seven-day grounding period is mandatory in
order to observe for any untoward effects. This period does not need to be repeated with
subsequent use of that drug. However, if the member switches to another antihistamine,
another grounding period is then necessary as two of the three approved medications are
chemically dissimilar from the third. Note that only the plain forms of these antihistamines
are approved and not the ones containing decongestants. Singulair is not generally
considered first line therapy. It is generally used as a medication that provides benefit in
conjunction with topical nasal steroids or antihistamines. Topical nasal steroids and cromolyn
do not require a waiver and do not require a 7 day period of observation, although it may take
that long for the patient to notice a benefit of the medication.

Allergy immune therapy (AIT) in stable, (maintenance) effective doses is CD but will be
considered for waiver. AIT can be delivered using subcutaneous injections-subcutaneous
immunotherapy (SCIT), or by sublingual instillation in the form of drops or tablets-sublingual
immunotherapy (SLIT). SCIT can be challenging to administer (12 hour grounding after shot,
refrigeration of allergen solutions required, loss of serum potency, potential for anaphylaxis
necessitating a 30 minute period of observation following administration and difficulty obtaining
refills) and should not be undertaken if topical sprays or non-sedating antihistamines are
effective. SLIT is not as widely available as the more traditional SCIT, and requires daily
administration (sometimes 3 times a day), but the SLIT formulations of allergens are stable at
room temperature and do not require refrigeration. There is also virtually no risk of anaphylaxis
with SLIT. For this reason there is no requirement to observe the individual in the clinic
following administration of the allergen.

All forms of AIT require a variable period of time to work up to appropriate dosages of the
allergen(s) being administered. During this phase of treatment, the individual will be in a down
status. Once the individual has reached maintenance levels of allergen and has achieved relief
of symptoms, he or she may be considered for a waiver. With SLIT, it may not take as long to
get to an initial maintenance dose, but there are often subsequent changes made to the
concentration of one or more components of the allergens in the solution. If a change is made
to the concentration of any component of the allergen solution of an aviator receiving SLIT, the
individual will be in a down status for 7 days in order to be sure that there are no new side
effects from the change. Applicants on a stable dose of AIT may be considered for waiver.
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There has been success with an accelerated method of reaching maintenance (Rush
technique), and, if available, this may be considered when grounding time must be minimized.

DISCUSSION: PAR and SAR are manifested by any or all of the following symptoms:
rhinorrhea, sneezing, lacrimation, pruritus (nasal, ocular, and palatal) and congestion. Etiology
is inhaled allergens (and on rare occasions, food in PAR). SAR tends to be seasonal or multi-
seasonal, whereas PAR may be year round. AIT is used in the treatment of PAR/SAR following
allergy testing, though, as noted above, AIT is not without problems. Sometimes individuals
using either form of AIT will have some break through symptoms. This can sometimes mean
that the individual will be receiving AIT and also using topical steroids or an approved
antihistamine. This is very appropriate and is better than trying to tough it out and being at
increased risk of barotrauma. Nasal inhaled steroids, azelastine and cromolyn have minimal
side effects and are approved for use in aviation personnel, as are three non-sedating
antihistamines (Claritin, Clarinex, and Allegra).

It can be very helpful in evaluating an individual for their suitability for a career in aviation to
ask them about their experience in commercial flights and also about their ability to tolerate
diving to a depth of 10’ or more. If an individual is a certified SCUBA diver it is unlikely
(although not impossible) for them to have significant Eustachian tube dysfunction or sinus
problems. Please be sure to include information regarding their ability to tolerate pressure
changes in your submission of a waiver request.

Allergic rhinitis may be mimicked by Vasomotor Rhinitis, which may consist of rhinorrhea,
sneezing, and congestion. The congestion is often seen as alternating, sometimes severe,
nasal obstruction. Inciting factors include temperature and humidity changes, odors, irritants,
recumbency, and emotion. Treatment of vasomotor rhinitis with inhaled nasal steroids can be
effective, and, if symptoms aren't disabling, no waiver is required. The potential for VR to cause
barotrauma is nil.

ICD-10 CODES/DIAGNOSIS:

J30 Vasomotor and allergic rhinitis

J30.0 Vasomotor rhinitis

J30.1 Allergic rhinitis due to pollen

J30.2 Other seasonal allergic rhinitis

J30.5 Allergic rhinitis due to food

J30.81 Allergic rhinitis due to animal hair dander
J30.89 Other allergic rhinitis

J30.9 Allergic rhinitis, unspecified

J31.0 Chronic rhinitis

Functional Endoscopic Sinus Surgery (FESS):

09TR4ZZ Resection of Left Maxillary Sinus, Percutaneous Endoscopic Approach
09QR4ZZ Repair of Left Maxillary Sinus, Percutaneous Endoscopic Approach
09TQ4ZZ Resection of Right Maxillary Sinus, Percutaneous Endoscopic Approach
09QQ4ZZ Repair of Right Maxillary Sinus, Percutaneous Endoscopic Approach
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| ALLERGIC RHINITIS WORKSHEET

EXAMINING FACILITY: FACILITY UIC:

TODAY'S DATE: EXAMINER'S PHONE #:

REQUESTING WAIVER? REQUESTING TO ELIMINATE WAIVER?

HISTORY

SYMPTOMS FREQUENCY TREATMENT PRIOR PROBLEMS
RHINORRHEA SPRING None EAR BAROTRAUMA
CLEAR SUMMER OTC Med SINUS BAROTRAUMA
CLOUDY FALL Steroid Spray SINUSITIS; CHRONIC?

RECURRENT? ACUTE?

LACRIMATION WINTER Rx. Med* OTHER:
SNEEZING PERENNIAL AIT**
CONGESTION
ITCHING

How many years of sx.? Typical duration of sx:

CURRENT SYMPTOMS (if no sx. at present, when was pt. last symptomatic?):

CURRENT THERAPY, IF ANY: *(LIST MEDS) PAST EFFECTIVE THERAPY:

**IF HX. OF ALLERGY IMMUNOTHERAPY, DATE BEGUN: DATE

COMPLETED:

PHYSICAL EXAMINATION

RIGHT EAR: VALSALVA?

LEFT EAR: VALSALVA?

PHYSICAL EXAMINATION

NOSE:

MOUTH:

OROPHARYNX:

SINUS FILMS RESULTS: (Include actual films if abnormal/submit all films on APT applicants)

ENT EVALUATION: (ONLY IF REQUIRED PER WAIVER GUIDE )

ALLERGY EVALUATION: (ONLY IF REQUIRED PER WAIVER GUIDE)

IMPRESSION:

FLIGHT SURGEON’S RECOMMENDED DISPOSITION

NPQ, WAIVER RECOMMENDED PQ, DISCONTINUE WAIVER

NPQ, WAIVER NOT RECOMMENDED

FLIGHT SURGEON SIGNATURE/ STAMP

PATIENT'S SIGNATURE: | DATE:
PT'S NAME: LAST/ FIRST/ MIDDLE/RANK/RATE
DATE OF BIRTH: AGE: | ssn:
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6.2 CHRONIC SINUSITIS/SINUS SURGERY

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: This is of particular concern because sinus barotrauma has the
potential for in-flight incapacitation, prolonged periods of grounding, and other symptoms
affecting performance. Patients with chronic sinusitis may have a wide variety of upper
respiratory symptoms (congestion, intermittent facial pressure, post nasal drip, cough,
Eustachian tube dysfunction, etc.) that can lead to frequent trips to sick call and an inordinate
amount of time in a down status, thus impacting squadron flight schedules and mission
accomplishment.

WAIVER: Students and designated aviation personnel who are diagnosed with chronic sinusitis
while on active duty (history of condition) are NPQ. Waiver will only be considered after the
disease has been successfully treated. Many patients with chronic sinusitis will require surgery,
but there are some patients who will respond to prolonged courses of medical management. If
surgery (usually FESS, or Functional Endoscopic Sinus Surgery) is performed, before the
patient can return to flight duties, they must be healed and free of active disease as
demonstrated by an endoscopic examination performed by the surgeon. Regardless of
treatment method, the patient must demonstrate that his/her sinuses are able to tolerate
pressure changes. In the recent past, this was usually accomplished by having the individual
complete a functional hypobaric chamber run, demonstrating an ability to ascend to altitude and
descend without sinus pain or pressure. As of March 2016 the Navy’s hypobaric chambers
have all been de-activated and this method of demonstrating the functional capability of
surgically modified sinuses is no longer available. Since hypobaric chambers are no longer
available. A hyperbaric chamber run down to 60 feet or a flight in an aircraft (not in control of
the aircraft) that includes touch and go landings from 5,000’ and 10,000’ will demonstrate that
the individual is able to tolerate pressure changes. Hypobaric chambers are still in use with the
Army and the Air Force, so if you are near one of their hypobaric chambers, you could still make
arrangements for a hypobaric functional chamber run.

The Navy Diving Medicine Community has been involved in the decision making process for this
type of utilization of their Recompression Chambers (RCC) and has developed the following
process (as delineated in BUMEDNOTE 6410 dated 10 Feb 2017) which is to be used to “clear”
sinus surgery patients for a return to aviation duties once cleared for full duty by the patient’s
surgeon:

“These personnel do not require a diving duty physical exam, but must have a current aviation
duty physical exam and be otherwise cleared for aviation duty by a Flight Surgeon prior to
pressure testing. Upon receipt of a written referral or consultation from a designated Flight
Surgeon, the cognizant Undersea Medical Officer will coordinate performance of the pressure
test with the local Navy RCC. Results of the testing can be reported to the requesting physician
using the space provided on the NAVMED 6410/12 Hyperbaric Pressure Testing of Aircrew
Consultation Sheet, via the electronic health record, or in person, or telephonically. The
NAVMED 6410/12 can be utilized and included in the health record for all RCC testing
requests.”

Class lll and Class IV aviators (Air Traffic Controllers, Flight Deck Personnel, UAV operators,
etc.) are somewhat of an exception to the above. For these individuals, a history of chronic
sinusitis is not necessarily disqualifying. The Manual of the Medical Department, section 15-94:
Class Il Personnel Non-Disqualifying Conditions, lists the following as not being disqualifying:
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“Chronic sinus disease, unless symptomatic and requiring frequent treatment.” In this vein, if a
Class IIl or Class IV aviator requires chronic treatment or sinus surgery to manage their
symptoms, this would be considered disqualifying. A waiver would be favorably considered
when the patient reports that his/her symptoms have significantly improved such that they feel
well and the surgeon states that the endoscopic exam shows a good surgical result and is ready
to return the patient to full duty. A chamber run or other demonstration of their ability to tolerate
pressure changes is not required.

Civilian applicants with a history of chronic sinusitis are NPQ. A waiver shouldn't be requested
unless he or she is free of disease, as indicated by a recent ENT consultation with
documentation of an endoscopic examination and on some occasions, a sinus CT. If surgery
has been done, enclose any pre- and postoperative notes as well as the operative report. In
addition, some evidence of the applicant's ability to handle pressure changes, regardless of
treatment method, should be documented. Low pressure chambers are not generally
accessible to civilians, so look for a history of recent successful SCUBA diving or aerobatic
flying. Many individuals have not done either of these, so please include documentation of their
ability to tolerate commercial flights or diving to a depth of 10-12’. If the applicant is military,
make every attempt to have him or her perform a barofunction run in a hyperbaric chamber.

PLEASE NOTE, IN THOSE PATIENTS WHO HAVE BEEN TREATED FOR CHRONIC
SINUSITIS WITH SURGERY THERE IS NO NAMI REQUIREMENT FOR A POST-
OPERATIVE CT SCAN. Individuals who have had successful surgery will often have persistent
changes on a CT scan that are of no clinical significance. We are more interested in the
functional outcome. Although there are several very serious potential complications from sinus
surgery, the most frequent “complication” is that patients who have had sinus surgery have an
approximately 10% chance of requiring additional sinus surgery. This will generally necessitate
at least one additional sinus CT scan as part of the subsequent evaluation and these sinus
patients can end up with an amazing number of sinus CT scans. There is no need to add to this
number with a post-op CT scan if the surgeon has documented a good surgical result with an
endoscopic exam and the individual has demonstrated a good functional result with a functional
baro run of some sort. If the patient successfully completes the run without pain or significant
facial pressure, a waiver is generally recommended and usually granted. A common waiver
stipulation is that the patient must have an annual ENT consultation with nasal/sinus endoscopy
for the first 3 years after surgery (with annual submission) before a request for routine (every 5
years) waiver continuation can be recommended. The following is the usual provision in the
waiver endorsement from NAMI: “ENT evaluation with endoscopy 2 or 3 times in the first year
and once a year for the next 2 years. After 3 years, if there is no evidence of recurrent sinus
disease, may request change to routine submission. After that time ENT evaluation is
necessary only if clinically indicated.”

INFORMATION REQUIRED:

Detailed information on the events that led to the diagnosis

Physical examination findings

X-ray studies (including CT scan if performed)

Details on the treatment provided or operation performed

Surgeon's postoperative findings and recommendations, including post-operative
endoscopic examination findings.

Copies of the pre- and post-op notes and dictated operation report

Documentation of successful post-treatment/post-surgical barofunction using a
hyperbaric chamber or touch and go landings in the “back seat” of an aircraft from 5,000’
and 10,000’ or other means (call NAMI ENT at 850-452-3256 to discuss if necessary).

agrowoN=

No
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8. Post-op CT report (if performed, please remember that this is not a standard NAMI
requirement. A post-op CT scan should only be ordered if clinically indicated by the
otolaryngologist/surgeon.)

In many cases, it is appropriate for a Local Board of Flight Surgeons to return the member to a
flying status while awaiting the waiver, but it is best to consult with the NAMI Otolaryngology
Department and NAMI Physical Qualification before doing so. REMEMBER: Grounding
physicals are required for any condition resulting in a grounding of greater than 60 days
and Local Boards of Flight Surgeons are not appropriate after grounding by the Waiver

Authority.

TREATMENT: Chronic sinusitis can be relatively asymptomatic, and may only come to the attention of
the flight surgeon because the member suffers an episode of sinus barotrauma. On the other hand, there
may be persistent or intermittent cough, purulent postnasal drainage, facial pressure, nasal congestion,
and low-grade malaise for many months without history of barotraumas before the flight surgeon is
consulted. The symptoms may date back to a particularly severe upper respiratory infection, or even to
an episode of acute sinusitis. The symptoms may be dismissed as allergic (although sneezing, clear
rhinorrhea, and lacrimation are usually absent) and the patient may have been treated for allergies on
multiple occasions, usually with little or no relief. By definition, chronic sinusitis is a condition that is
present for more than three months, although in reality most patients have a considerably longer history
of waxing and waning symptoms that often are mistakenly treated as multiple episodes of acute sinusitis.
Broad spectrum antibiotic therapy with activity against anaerobes is recommended for three weeks or
more. Decongestants, mucolytics, nasal saline, and topical steroid sprays are often prescribed, but there
is no consensus as to their effectiveness in shortening the course of chronic sinusitis. If antibiotics fail to
eliminate the symptoms and the x-rays don't improve, surgery is often the next step. Surgery may be
done sooner in aircrew than in others because flying personnel are unable to do their jobs until the
disease is eliminated. Again, be judicious in the use of CT scans since these patients can accumulate an
amazing number of scans in the course of an evaluation and treatment.

DISCUSSION: Although early surgery may seem a bit extreme, it is quite effective in
eliminating disease and returning aircrew to flying. Not all ENT surgeons are comfortable with
doing early surgery, especially if the patient is asymptomatic and the CT shows only minimally
diseased mucosa, but when the "minimal" disease is in the area of the osteomeatal complex, it
can have a profound effect on the sinuses’ ability to ventilate and thereby lead to recurrent
episodes of sinus barotrauma. The Air Force studied 50 pilots and navigators who were found
to have chronic sinusitis during an evaluation following an episode of sinus barotrauma. They
all underwent FESS, and 47 returned to flying without further problems. The other three,
because of barotrauma in the chamber post-op, needed a minor revision of the original surgery.
They eventually returned to flying too. The post-op “functional check” is invaluable in proving
that the member will do well upon returning to flying. Although it seems obvious that the
functional check is necessary in someone who had suffered barotrauma previously, it is also
necessary in post-op patients who never had barotrauma since it is possible for the surgery
itself to cause scarring that can compromise sinus ventilation. An uneventful functional check
puts those concerns to rest. Chronic sinusitis can recur in spite of successful treatment in the
past, so the flight surgeon should have a relatively low threshold for treatment or for referral
back to ENT if typical symptoms (or barotrauma) should resurface. There is one circumstance
in which neither a waiver nor a chamber run would be necessary for an aircrew that has
undergone FESS. Occasionally this surgery is done to open a maxillary sinus in order to
decompress a mucus retention cyst. In such a case there is no chronic sinusitis, and the
surgery itself has little chance of leading to barotraumas, but virtually all other patients who
undergo FESS will need a waiver.
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ICD-10 CODES:

J32.0 Chronic Maxillary Sinusitis
J32.1 Chronic Frontal Sinusitis
J32.2 Chronic Ethmoid Sinusitis
J32.3 Chronic Sphenoidal Sinusitis
J32.4 Chronic Pansinusitis

J32.8 Other chronic sinusitis

J32.9 Chronic sinusitis unspecified

Functional Endoscopic Sinus Surgery (FESS):

09TR4ZZ Resection of Left Maxillary Sinus, Percutaneous Endoscopic Approach
09QR4ZZ Repair of Left Maxillary Sinus, Percutaneous Endoscopic Approach
09TQ4ZZ Resection of Right Maxillary Sinus, Percutaneous Endoscopic Approach
09QQ4ZZ Repair of Right Maxillary Sinus, Percutaneous Endoscopic Approach
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6.3 NASAL/SINUS POLYPS

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: Sinus barotrauma has the potential for in-flight incapacitation
and prolonged periods of grounding. Changes in olfactory abilities (one of the most common
presenting symptoms in a patient with nasal polyps) result in a decrease in ability to respond in
a timely manner to cockpit smoke and fumes during emergencies.

WAIVER: Civilian applicants with nasal polyps present at the time of examination are CD, no
waiver. They may be considered for waiver if the polyps were surgically removed more than
three years earlier, have required no subsequent surgical treatment, and have not recurred. For
military, if surgery is done (see the exception to surgery regarding polypoid middle turbinates in
the treatment section below), waivers are considered if the condition is controlled
postoperatively and a barofunction test in a hyperbaric chamber, hypobaric chamber, or airplane
is completed successfully (Please see the section regarding functional tests of postoperative
sinuses in the chronic sinusitis section above). Inflammatory nasal polyps are similar to other
chronic diseases that require lifelong management. Control may require immunotherapy, long
term usage of topical nasal steroids and/or cromolyn, or other approved medical

management. At the very least, daily nasal/sinus irrigations are usually necessary. Some polyp
patients have a past history of treatment with systemic steroids. If systemic steroid treatment
has been used as primary therapy and/or has been necessary to control polyp recurrences,
these patients may be eligible for a waiver if the need for steroids is infrequent (once a year or
less) and if there have been no episodes of barotrauma. The occurrence of barotrauma in a
patient with nasal polyps indicates a degree of obstruction that is significant and that should
probably be managed with surgical intervention to hopefully ensure a more favorable long term
result. Use of topical nasal steroids is approved, and is encouraged as needed to control polyp
recurrences. As a general rule, if polyps are diagnosed and treated, a post-treatment
barofunction test in a hyperbaric, hypobaric chamber, or airplane will be necessary. If in doubt
as to the need for a chamber run, call NAMI ENT.

PLEASE NOTE, IN THOSE PATIENTS WHO HAVE BEEN TREATED FOR CHRONIC
SINUSITIS OR NASAL POLYPS WITH SURGERY THERE IS NO NAMI REQUIREMENT FOR
A POST-OPERATIVE CT SCAN UNLESS IT IS CLINICALLY INDICATED.

INFORMATION REQUIRED:

1. ENT evaluation

2. All surgical reports

3. Any CT Scan Reports

4. Surgeon's postoperative findings and recommendations, including post-operative
endoscopic examination findings

5. Results of post-op barofunction assessments, whether in a hyperbaric chamber or in an
airplane. See the chronic sinusitis section above.

If polyps are currently present, the following additional information is also required:
1. Sinus CT (to look for the sinus disease that often accompanies polyps)

TREATMENT: Resection of nasal polyps is advisable in most cases. If polyps are very small
and in no way blocking the middle meatus according to the ENT consultant, and the CT scan
shows no significant sinus disease, then a waiver may be recommended even without
surgery. Topical nasal steroids may be needed to keep these from enlarging.
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DISCUSSION: Nasal polyps have a poorly understood etiology and tend to be recurrent. “Once
a polyp former, always a polyp former,” is a common statement made by otolaryngologists and
these patients must be advised that they need to maintain good nasal “hygiene”. Polyp patients
should be advised that they have a medical condition that in many respects is similar to asthma
or diabetes and that it will in all likelihood require lifelong “treatment.” At a minimum, they may
need to perform saline nasal irrigations on a daily basis and may very likely need to use daily
topical steroids or other forms of treatment for the rest of their lives. Allergic polyps are relatively
uncommon considering the large number of allergic rhinitis patients on active duty.
Inflammatory nasal polyps may be more common in our population, and are frequently the result
of chronic sinusitis. They are usually found in and near the middle meatus, where the frontal,
maxillary and most of the ethmoid sinuses drain, which is why even a small polyp may lead to
sinus barotrauma. Polypoid middle turbinates are fairly common, and don't cause barotraumas
frequently. They often can be reduced dramatically in size by topical nasal steroid sprays, and
rarely require surgery. If there is no history of barotrauma or chronic sinusitis, the presence of
polypoid turbinates alone is NCD.

Mucus retention cysts in the maxillary sinus: These most commonly first come to our
awareness when a plain film of the sinuses is obtained. They present as rounded densities on
the floor (most common) or wall (less common) of the maxillary sinus and radiologists will
dictate something along the lines of; “9 mm ovoid density projects over the floor of the left
maxillary sinus, cannot exclude soft tissue density such as a sinonasal polyp.” These isolated
rounded densities in the floor of a maxillary sinus are almost never polyps despite a radiology
requirement to suggest that they might be. In a patient who is being evaluated for an isolated
case of sinusitis or who has allergy symptoms that are easily managed and who has never had
an episode of sinus or middle ear barotrauma, a sinus x-ray that shows a rounded density in the
floor of the maxillary sinus is not cause for alarm and does not require further imaging. Itis
NCD. Although the radiology report may suggest that you should get a CT scan to better
evaluate the situation, it may not be necessary. In the absence of any other clinical
indicators (recurrent sinusitis, recurrent barotrauma, polyps seen on physical exam
following topical decongestion, etc.) there is likely no need to do any further work up. In
a patient with those clinical indicators just listed, it would be more appropriate to get a
CT scan following a course of treatment in the first place, rather than a plain film.

A large maxillary mucous retention cyst may occasionally cause symptoms and may need to be
treated surgically. This surgery may be of such a limited nature that the condition may not be
considered disqualifying, and a waiver may not be required if there was no impact on the other
sinuses. This will always be a case-by-case decision and should be discussed with the
otolaryngologist at NAMI.

ICD-10 CODES:
J33.9 Nasal Polyps, Unspecified
J33.0 Polyp of Nasal Cavity

J33.1 Polypoid Sinus Degeneration
J33.8 Other Polyp of Sinus

09BK4ZZ Excision Nasal Mucosa and Soft Tissue, Percutaneous Endoscopic Approach

See other sinus codes in the chronic sinusitis section above.
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6.4 DISORDERS OF THE SALIVARY GLANDS

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: Pain or discomfort will usually result from retained salivary
stones, especially after eating or drinking. Tumors may interfere with oxygen mask fit.

WAIVER: Following successful treatment of salivary stones or tumors, a waiver may be granted
provided there is no facial deformity or nerve damage that would interfere with flight duties.

INFORMATION REQUIRED:

1. Copies of all pertinent consultations

2. CT/MRI reports (and films, if available)
3. Operative report (if applicable)

4. Pathology reports (if applicable)

If pathology reports indicate a malignant process, the following information is also required:
1. Oncology evaluation

TREATMENT: Stone or gland excision (partial or total) is compatible with waiver, as are most
cases of benign tumor removal. Extensive surgery for malignancy may not be, so each case of
malignancy will be considered in detail by NAMI ENT before a recommendation can be made.

DISCUSSION: Mixed tumors (pleomorphic adenomas) comprise 65% of all salivary gland
tumors; only a small number of these (5-6%) are malignant. The great majority of salivary
tumors (85%) occur in the parotid gland, and 60% of these are the benign mixed type. Another
benign tumor, the Warthin's tumor, accounts for 7% of parotid neoplasms, while malignant
tumors (in descending order of frequency: mucoepidermoid carcinoma; malignant mixed tumor;
acinous cell, adenoid cystic, and squamous cell carcinomas), and other rare lesions account for
the remaining 33%. Benign mixed tumors have a recurrence rate of approximately 2%, usually
due to incomplete removal, or seeding at the time of removal. Malignant tumors have a much
higher rate of recurrence. With adenoid cystic carcinoma, 40% have metastasized by the time
of diagnosis; 5-year survival is 45-82%, depending on the study, falling to as low as 13% at 20
years. The corresponding figure for adenocarcinoma is 49-75% at 5 years, with a drop to 41-
60% at 10 years. The 20-year survival figures are not readily available. Fortunately, salivary
gland disorders of any kind are rare in our population, so this section does not go into great
detail. When questions arise that aren't answered here, please consult with NAMI ENT.

ICD-10 CODES:

C08 Malignant neoplasm of the other and unspecified major salivary glands
D11 Benign neoplasm of major salivary glands

D11.0 Benign neoplasm of the parotid gland

D11.7 Benign neoplasm of other major salivary glands

K11.2 Sialoadenitis

K11.3 Abscess of the salivary gland

K11.4 Fistula of the salivary gland

K11.5 Sialolithiasis

K11.8 Other diseases of salivary glands (includes stenosis and strictures)
K11.9 Disease of the salivary gland, unspecified (includes sialoadenopathy)
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6.5 HEARING LOSS/STAPEDECTOMY (OR STAPEDOTOMY)

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: The inability to clearly hear cockpit radio transmissions and
warning tones can have a significant impact on flight safety.

For the purposes of this discussion, whenever the word stapedectomy is used it can be
assumed that this also refers to a stapedotomy. Generally speaking, most patients with
otosclerosis who undergo surgery are having a stapedotomy performed and not a
stapedectomy, which was the original procedure that resulted in long term correction of stapes
fixation secondary to otosclerosis. However, the term stapedectomy has remained entrenched
and is used in this discussion.

WAIVER: Waivers will be considered depending on the degree of hearing loss, and the
member’s functional capability. Waivers following surgical treatment of conductive hearing loss
may or may not be necessary, depending on the final hearing result and the nature of the
surgery. For instance, repair of a traumatic eardrum perforation resulting in full correction and
normal hearing would not require a waiver. However, a stapedectomy done to treat otosclerosis
is CD and requires a waiver. Designated pilots are grounded for three months following
stapedectomy before a waiver would be recommended to SG1. For NFO and other Class Il of
Class Ill personnel who undergo a stapedectomy, a waiver is also considered for duty involving
flying after three months. Grounding physicals are required for any condition resulting in a
grounding of greater than 60 days and Local Boards of Flight Surgeons are not
appropriate after grounding by the Waiver Authority.

Waivers for applicants will be considered on a case-by-case basis.
Other waiver criteria for surgical correction of middle ear disease include:

1. Asymptomatic

2. Passes a current flight physical

3. Prosthesis used for stapedectomy was not a wire loop/gelfoam (a piston prosthesis and
tissue seal is preferred versus a blood seal)

4. There are no other restrictions on the types of prostheses that might be used for other
forms of ossicular reconstruction.

For all individuals with hearing loss of any variety- conductive, sensorineural, mixed (with or
without surgical correction, no waiver will be recommended if there are signs of vestibular
dysfunction, spontaneous nystagmus, or if progressive sensorineural hearing loss (SNHL) is
present. A patient who has suffered a sudden SNHL will be considered for a waiver following
ENT evaluation/treatment and after a suitable interval has elapsed in order to establish the
stability of their hearing level (30 days at a minimum). If an individual has suffered severe
sudden hearing loss and does not recover function in spite of aggressive treatment, it is unlikely
that a waiver will be recommended. This individual is now reliant on one ear and to put that ear
at risk in the noisy aviation or shipboard environment is unwise.  Bilateral stapedectomy will
be considered for a waiver on a case-by-case basis. For anyone undergoing a stapedectomy,
the use of a tissue seal to seal the hole around the piston of the prosthesis is recommended
over the use of a blood clot to seal the area around the shaft of the prosthesis. Presumably a
tissue seal results in a repair that is less likely to suffer a perilymphatic fistula. Applicants with
a history of stapedectomy are CD, ho waiver.
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INFORMATION REQUIRED: (Please note the standards for the worse ear listed below. There
has been a mistake in previous iterations of this guide. See also ManMed section 15-85.)

1. ENT consult

2. Audiology consult (must include speech reception thresholds and speech discrimination
scores)

3. Surgical report (if applicable)

4. Result of functional/cockpit hearing test if there is a SNHL or if a conductive loss persists
following treatment/surgery that exceeds standards as listed below:
500 1000 2000
35 30 50 (worse ear)
35 30 30 (better ear)

Wearers of hearing aids will also require:

1. Cockpit/in-flight hearing evaluation (to demonstrate the ability of the subject to
communicate adequately in that noisy environment)

2. Air traffic controllers will also need to have a functional hearing test completed by their
supervisor or other qualified individual to document that they are able to communicate
effectively with the aircraft that they are controlling and with tower personnel.

Testing in a multiplace aircraft will suffice for testing of aviators normally assigned to single seat
aircraft, provided ambient noise levels are similar. Newer hearing aids that sit entirely within the
ear canal are comfortable enough to be compatible with in-flight use, although they may not
improve one's ability to hear in that environment and may actually be detrimental. Remember
all equipment must be tested for use in the aviation environment to make sure that it is
compatible with systems (i.e. will not explode at altitude). Therefore an in-flight hearing
test should be performed both with and without the aid(s), if the individual intends to wear
them. In the past, use of the US Air Force in-flight hearing test was advised, but it proved to be
difficult to administer. Instead, it would seem most practical to have the member repeat a list of
common aviation phrases, such as checklist items and responses, air traffic control commands,
air-to-air communications, etc. The list of phrases can be tailored to the aircraft and its mission.
Admittedly, there would be no data on how well a normal-hearing individual would do on such a
test, but at least you and the member will have an idea of where you stand. A third party with
normal hearing can take the test at the same time so that there will be some means of
comparison. Such testing should not be necessary unless the member fails to meet SG1
hearing standards that are listed above and/or is interested in trying a hearing aid in flight.
Testing should also be considered in the rare instance of an aircrew member who is having
communication difficulties in the aircraft in spite of an audiogram that shows pure tone
thresholds to be above standards. A sample submission narrative for a functional hearing test
is listed at the end of this portion of the waiver guide.

TREATMENT: Conductive hearing loss may well be improved with amplification (hearing aid) if
surgical treatment is not a reasonable alternative, or the individual does not desire to pursue
surgery. Benefits from amplification for SNHL are variable, but can be significant. The use of
hearing aids in flight, however, is not necessarily advantageous due to possible interference
with wearing of the helmet and the perceived lack of benefit in the noisy cockpit

environment. Hearing aid users will often do well without the aids in the cockpit as long as they
have a properly fitting helmet, wear noise attenuating plugs or Communication Ear Plugs
(CEPs), and carefully adjust their radio volumes. Hence the in-flight hearing test gives the most
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information if performed both with and without the aid(s). In some aircraft, it is possible to utilize
active noise reduction headsets (e.g. those made by Bose and David Clark) which will further
enhance speech intelligibility, although at some financial cost. In some aircraft, the noise
cancellation headsets cannot be used because some of the cockpit alarms are external to the
cockpit communication system and will therefore be cancelled by the noise cancellation
technology.

DISCUSSION: Persons with conductive hearing losses usually hear relatively well in noisy
backgrounds, due to a phenomenon called the paracusis of Willis, while those with SNHL are
more often handicapped when there is significant background noise such as in the cockpit. In
some respects, individuals with a sensorineural hearing loss can be considered to be
comparable to a computer with limited bandwith or RAM. Their inner ears have a limited ability
to process the sounds that they hear and if there is a great deal of background noise, this noise
takes up some of their bandwidth and limits their ability to understand the spoken words in their
headset. Therefore, aeromedical decisions should be based on evaluation of hearing on the
ground and in the cockpit, especially if the loss is severe enough to warrant use of a hearing aid
or aids on the ground. Unilateral hearing loss presents few operational problems, but new or
progressive unilateral loss can have significant medical implications and ENT consultation is
necessary to rule out such conditions as acoustic neuroma or atypical Meniere's (cochlear
hydrops). The guidelines used at NAMI for when to refer a patient for ENT evaluation of
asymmetric hearing loss are:
o three contiguous frequencies that are each 10 dB or more worse than the same
frequencies in the other ear,
¢ two contiguous frequencies that are 15 dB or more worse than the same frequencies in
the other ear, or
¢ 1 frequency that is 25 dB worse than the same frequency in the other ear.

These are very tight guidelines and other otolaryngology departments may have different
criteria. The important thing is to recognize when asymmetry is present and be sure that it
receives appropriate consideration and evaluation if indicated. A stapedectomy may present
problems because the operation creates an opening into the labyrinth, and involves the
placement of a prosthesis There is a risk of postoperative perilymph fistula, as well as
subsequent shifting of the prosthesis, both of which can result in sudden attacks of vertigo. The
3 month post-op waiting period allows for healing, which reduces the chances that barotrauma
(or an over enthusiastic Valsalva maneuver) will cause a perilymph leak.

Patients with sudden SNHL can present a diagnostic challenge. Frequently these patients have
difficulty describing what they feel and in addition to saying that their hearing has diminished
they use phrases like; "My ear feels plugged," or "My ear feels full." Frequently these patients
end up with a course of treatment for Eustachian tube dysfunction when there is nothing wrong
with their Eustachian tubes. Examine patients with a complaint of sudden hearing loss
carefully. Observe their tympanic membranes for movement with Valsalva. Be suspicious of
sudden SNHL and have a low threshold for using tuning forks, getting a formal audiogram or
getting an ENT consult. The longer it takes for this to be recognized, the less likely it is that
intervention will be successful to restore hearing. Current accepted management includes an
aggressive steroid taper and also may include transtympanic steroids and/or hyperbaric oxygen.
There probably is no role for oral antiviral medications. Some patients will recover most of their
hearing with no intervention. But, a significant number of patients with sudden SNHL will not
recover and this will have a significant impact on their quality of life and may not be waiverable
for aviation. The percentage of patients who recover serviceable hearing is improved with
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steroid treatment. A waiver may be considered if there is adequate recovery and if stability is
demonstrated for at least 30 days, assuming there were no vestibular symptoms.

Below is a brief paragraph that can be used to submit the results of a functional cockpit hearing
assessment for aviation personnel who have hearing that is abnormal enough to bring into
question their ability to communicate. This test does not need to be elaborate. All that needs to
happen is for the individual to be tested in their airframe or usual duty station (the tower for an
air traffic controller, for example) and to demonstrate that the individual is able to communicate
clearly and without mistakes or repetition. An example of a situation where this would be
required is an individual with otosclerosis who does not want to have surgery (or is not quite
ready for surgery). He/she may or may not have hearing aids. Typically hearing aids are not
used in flight, and probably should not be used in flight. The volume control for the headset
works as a hearing aid. Before this individual can be considered for a waiver, we will need the
results of a functional cockpit hearing test.

Make adjustments to this statement as necessary for your particular situation.

NARRATIVE STATEMENT FOR FUNCTIONAL COCKPIT HEARING TEST.

On (date) the subject, (name) had a functional hearing test
performed at (location) . The test was performed in (aircraft type) on the ground with the
engine functioning and with the aircraft capable of achieving flight. (name)

demonstrated that he/she was able to communicate clearly and effectively with the air traffic
control personnel on the radio as well as with aircrew and ground crew personnel on the
intercom. There were no errors in communication and he/she demonstrated effective
understanding of instructions given over the radio. | was present during this test and witnessed
his performance. (Alternatively you could state the pilot's name, or whoever it was, who
witnessed the test and verified the performance.)

Signed:

If the test was done in an aircraft that was airborne (which is perhaps a bit more accurate) then
change the second line accordingly.

ICD-10 CODES:

H90.0 Conductive hearing loss, bilateral

H90.1 Conductive hearing loss with unrestricted hearing on the contralateral side

H90.11 Conductive hearing loss, right ear, with unrestricted hearing on the contralateral side

H90.12 Conductive hearing loss, left ear, with unrestricted hearing on the contralateral side

H90.2 Conductive hearing loss, unspecified

H90.3 Sensorineural hearing loss, bilateral

H90.4 Sensorineural hearing loss unilateral with unrestricted hearing on the contralateral side

H90.41 Sensorineural hearing loss, unilateral, right ear, with unrestricted hearing on the contralateral side
H90.42 Sensorineural hearing loss, unilateral, left ear, with unrestricted hearing on the contralateral side
H90.5 Unspecified sensorineural hearing loss

H90.6 Mixed conductive and sensorineural hearing loss, bilateral

H90.7 Mixed conductive/sensorineural hearing loss unilateral, unrestricted hearing on contralateral side
H90.71 Mixed conductive/sensorineural hearing loss right ear, unrestricted hearing on contralateral side
H90.72 Mixed conductive/sensorineural hearing loss left ear, unrestricted hearing on contralateral side
H80.8 Other otosclerosis

H80.81 Other otosclerosis, right ear

H80.82 Other otosclerosis, left ear

H80.83 Other otosclerosis, bilateral

296.29 Presence of other ontological and audiological implants (includes stapes replacement)

09B8 Excision of auditory ossicle, right

09BA Excision of auditory ossicle, left
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As an indication of how seriously hearing loss is being considered in individuals attempting to
join the Navy, the following Memorandum from the Surgeon General of the Navy is included for
your review. It states that individuals with hearing levels that do not meet accession standards
(which are slightly worse than the standards for aviation applicants, see below) will not be
allowed to enter the Navy. Generally speaking, the first official audiogram is obtained in Boot
Camp or at OCS/TBS (or its equivalent). If the individual has a conductive loss that was
previously unrecognized and that is amenable to treatment, that treatment may be undertaken if
it is reasonable (again, see below). If the hearing loss is a sensorineural loss, then they will be
discharged from the Navy at that time. No exceptions!
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DEPARTMENT OF THE NAVY
BUREAU OF MEDICINE AND SURGERY
7700 ARLINGTON BOULEVARD
FALLS CHURCH, VA 22042

IN REPLY REFER TO

5100

Ser M00/14AT-0287204
21 Apr 2014

MEMORANDUM FOR COMMANDER, NAVY MEDICINE EAST
COMMANDER, NAVY MEDICINE WEST

Subj: GUIDANCE ON THE DISPOSITION OF ACTIVE DUTY AND RESERVE
ACCESSIONS FAILING TO MEET HEARING REQUIREMENTS

Ref:  (a) DoD Instruction 6130.03 of April 28, 2010
(b) NAVMED P-117, Manual of the Medical Department, Article 15-38

Encl: (1) Guidelines on New Accessions and Hearing Loss

1. Enclosure (1) provides Department of the Navy guidance regarding the evaluation and
disposition of accessions failing to meet the hearing requirements specified in references (a) and

(®).

2. Please ensure your medical treatment facilities responsible for processing enlisted and officer
accessions are aware and comply with the guidelines.

3. My point of contact for this matter is CDR Joel Bealer, MSC, USN, at 703-681-5392 or via

e-mail at joel.bealer@med.navy.mil.

M. L. NATHAN

U.S. Navy Aeromedical Reference and Waiver Guide ENT-17



Guidelines on New Accessions and Hearing Loss

Individuals secking to serve in the Navy or Marine Corps are required to meet minimal health
standards as specified in DODI 6130.03. Occasicnally, the services may elect to waive certain
conditions in order to meet manpower requirements. Hearing loss, however, is not a condition
that may be considered for waiver, Military Entrance Processing Stations are effective in
screening candidates. Occasionally, some individuals report to training commands before the
condition is identified. The purpose of this document is to provide guidance on the evaluation
and disposition of new Navy and Marine Corps accessions who fail to meet hearing standards.

1. Identification

a. All active duty and reserve personnel in the Navy and Marine Corps are required to
obtain a reference audiogram at their initial point of training. Reference audiogram results are
documented on DD Form 2215, placed in the medical record, and serve as the baseline to
compare future hearing performance.

b. The initial reference audiogram should occur as early in the training cycle as possible to
facilitate the evaluation and disposition process.

c. Minimal hearing performance standards as specified in DODI 6130.03 and the Manual of
the Medical Department are:

(1) Pure tone thresholds at 500, 1000, and 2000 cycles per second for each ear of not
more than 30 decibels (dB) on the average with no individual level greater than 35 dB at those

frequencics.

(2) Pure tone level not more than 45 dB at 3000 cycles per second or 55 dB at 4000
cycles per second for each ear.

(3) There is no standard for 6000 cycles per second.

(4) Individuals failing to meet minimal hearing performance standards on their initial DD
Form 2215 must be referred to an audiologist for full diagnostic evaluation.

2. Evaluation

a. Referrals for full diagnostic evaluations must be made to an audiologist with current
privileges and license to practice audiology. Department of Defense (DoD)/Veterans Affairs
providers follow and are most familiar with DoD requirements.

b. A full diagnostic evaluation in accordance with American Speech-Language-Hearing
Association or American Academy of Audiology clinical practice guidelines must be performed

to validate screening test results and rule out mitigating factors such as medical or functional
issues that may adversely affect the results.

Enclosure (1)

U.S. Navy Aeromedical Reference and Waiver Guide ENT-18



3. Disposition

a. Individuals who meet hearing standards following a full diagnostic evaluation will
proceed with training as directed.

(1) Any special testing requirements must be noted in both the physical and electronic
health record.

(2) Examples of special testing requirements may include:
(a) Masking (Identified on initial screening exam)
(b) Collapsing ear canals
(c) Test anxiety
(d) Claustrophobia

b. Individuals failing to meet hearing standards following a full diagnostic evaluation will
be released from military service.

(1) For accessions who fail to meet the standard due to a treatable medical condition, a
reasonable effort will be made to resolve the condition prior to a final decision to retain or

release.

(2) “Reasonable cffort” will be determined at the discretion of the clinical facility directly
supporting the relevant training command based on:

(a) Facility limitations
(b) Availability of specialists
4. References
a. DoD Instruction 6130.03 of April 28, 2010

b. Manual of the Medical Department, Chapter 15, Article 15-38

y) ' Enclosure (2)

U.S. Navy Aeromedical Reference and Waiver Guide ENT-19



6.6 MENIERE’S DISEASE/VERTIGO

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: Incapacitating vertigo may occur suddenly in flight, which is
obviously a potentially catastrophic occurrence. Attacks may be precipitated by stress and
fatigue. A fluctuating hearing loss usually accompanies the labyrinthine symptoms in a patient
with Meniere’s disease, and may progress over a period of time to a significant and permanent
impairment. Other forms of vertigo such as Benign Positional Vertigo (BPV), Vestibular Neuritis
(or Neuronitis), or Labyrinthitis may also present suddenly and can be incapacitating as well.

WAIVER: Due to the unpredictable and sudden nature of the vertigo episodes in many patients
with Meniere’s disease and the potential for the condition to become bilateral, waivers are very
rarely granted for a diagnosis of Meniere's disease. Other causes of vertigo may be waiverable,
hence the importance of gathering as much diagnostic information as possible. Waivers for
applicants will be considered on a case-by-case basis.

INFORMATION REQUIRED:

1. ENT evaluation

2. Audiology evaluation, including any vestibular function testing that has occurred (such
as rotary chair testing, video nystagmography [VNG], vestibular evoked myogenic
potentials [VEMP], electrocochleography [Ecog], dynamic posturography or dynamic
visual acuity)

3. Results of vestibular rehabilitation therapy (if performed).

4. Results of follow up vestibular function testing and demonstration of compensation as
indicated by dynamic posturography and dynamic visual acuity testing (if applicable).

Not all vertigo is Meniere's, and causes which are self-limiting and non-recurrent may well be
waiverable once symptoms have abated. A neurology consultation can be of great help in
making or ruling out specific diagnoses, and should be included with waiver submission if
performed. Some vestibular injuries can leave a permanent deficit of a particular part of the
vestibular system and may initially be incapacitating, but with appropriate vestibular
rehabilitation therapy and enough time, many individuals can compensate and achieve a normal
degree of function.

TREATMENT: Treatment with low sodium diet, thiazide diuretics, stress management, and
vestibular sedatives such as diazepam may diminish symptoms, but the underlying condition
persists and is very unlikely to be waiverable, especially if vestibular sedatives are required for
the patient to remain symptom free. Surgery (labyrinthectomy, endolymphatic sac drainage or
decompression, and vestibular nerve section) is of variable effectiveness. Surgery may
diminish or even abolish some of the more severe symptoms, but the patient may be left with
some vestibular dysfunction so waiver consideration remains highly

individualized. Transtympanic middle-ear gentamicin therapy via microcatheter or injection is
being done at many centers, but the relief of vertigo is variable, so this treatment has not yet
been routinely considered for waiver and will require one-on-one communication with the NAMI
ENT Department. At present, very few aviation personnel have received waivers for Meniere’s
Disease. If a waiver is granted for a pilot, he or she will have to demonstrate at least 6 months
of being symptom free and will generally be waived to SG3. They will generally need to have
had ablative therapy (transtympanic gentamicin or surgery) and will need to demonstrate normal
function on dynamic posturography and dynamic visual acuity. A waiver to SG1 is extremely
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unlikely. Other aviation personnel with Meniere’s disease may receive a waiver if they have
demonstrated long term stability of symptoms using appropriate (non-sedating) medical
management or with ablative therapy. This will generally require a period of at least 6 months
with no symptoms and they will also need to demonstrate normal function on dynamic
posturography and dynamic visual acuity.

Grounding physicals are required for any condition resulting in a grounding of greater
than 60 days and Local Boards of Flight Surgeons are not appropriate after grounding by
the Waiver Authority.

Vestibular nerve section is not an operation to be taken lightly, and there is no guarantee that a
waiver will be granted if surgery is done.

Treatment of patients with BPV is best accomplished with a canalith repositioning maneuver
(such as the Epley Maneuver), although symptoms generally do resolve spontaneously, but
take a lot longer to go away. Aviation personnel with BPV can be considered for a waiver when
their symptoms have been totally resolved for at least 4 weeks. Advanced vestibular testing
and/or therapy is not usually employed, nor is it required, for patients with "straight forward"
BPV.

A diagnosis of labyrinthitis requires the presence of both hearing loss and vertigo. Remember,
the labyrinth consists of both the cochlear and the vestibular systems and the labyrinthine fluid
communicates throughout the entire labyrinth. Inflammation in one part of the labyrinth will
affect all parts, at least in theory. If a patient presents with both vertigo and a sensorineural
hearing loss, this represents somewhat of an emergency and in most otolaryngology clinics, this
individual would be treated with an aggressive steroid taper (and/or transtympanic steroids). It
would behoove the flight surgeon evaluating such a patient to communicate with their local
otolaryngologist. The degree of recovery of hearing and vestibular function will dictate the
potential for a waiver. Vestibular rehabilitation therapy has a very real role in the recovery of
those patients with a protracted course of vertigo. Some patients recover quickly and will not
need it. In those patients with an extended period of significant vertiginous symptoms, a
demonstration of compensation and recovery will be necessary. At a minimum this will require
normal results of dynamic posturography and dynamic visual acuity.

The evaluation of a patient with an extended course of vertigo can be a fairly extensive process
and will often involve other specialties, such as neurology as mentioned above. Testing that
may be performed includes video nystagmography (which includes caloric testing), rotary chair
testing, electrocochleography, vestibular evoked myogenic potentials as well as dynamic
posturogaphy and dynamic visual acuity. Not every test is indicated in each patient and the
tests obtained will sometimes depend on availability. Please contact NAMI ENT to discuss the
more complicated cases in order to make sure that requirements are met up front.

DISCUSSION: The cause of symptoms in Meniere's Disease is felt to be due to an increase in
pressure of the endolymph within the labyrinth. The reason for this increase is not known,
although multiple theories abound. The average age of onset is in the forties, with a range
between 20 and 60, which includes virtually all military aviation personnel. The disease is
progressive in approximately 10% of patients, with a relentless worsening of the vertigo
episodes and hearing loss. Medical treatment is often of no help in these individuals, and
surgery or ablative therapy is often the only option. The other 90% can expect some
symptomatic relief from medical therapy, and on occasion may show spontaneous long-term
remission, although the underlying pathology is not actually altered by medical therapy. One
should therefore be reluctant to say that a case of Meniere's is cured or "burned out", even in
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the face of a prolonged symptom-free interval. Even when Meniere's has been successfully
treated, there is approximately a 20% incidence of the disease later striking the other ear, hence
the reluctance to waiver to SG1 no matter what the result of treatment has been.

In a population of young healthy aviation personnel, the most common form of vertigo is
probably vestibular neuritis (or neuronitis). These patients have no aural symptoms (fullness,
hearing loss, tinnitus), an important distinguishing feature. Their symptoms frequently follow a
viral iliness, so the etiology is presumed to be viral. Symptoms can be every bit as disabling as
other forms of vertigo and can drag on for days or weeks. Sometimes these patients (or other
vertigo patients as well) are so disabled that they need vestibular suppressants such as
diazepam or meclizine. However, the use of vestibular suppressants can delay central
compensation, so advise patients to use them sparingly, if possible.

Other vertigo-producing labyrinthine disorders, such as vestibular neuronitis and Benign
Paroxysmal Positional Vertigo (BPPV) are not nearly as likely as Meniere's disease to be
recurrent, and recovery is frequently complete, so a waiver for these conditions is more likely. If
an individual has a viral iliness followed by a brief (1-3 day) period of vertigo or disequilibrium
followed by complete recovery of function and a completely normal neurologic evaluation with
no evidence of vestibular dysfunction, then this individual can be returned to flight duties without
need for a waiver if they remain completely free of symptoms for at least 4 weeks. Do not be in
too big of a hurry to return these patients to flight duty. More protracted cases of vertigo
following viral ilinesses should be more fully evaluated, including advanced vestibular testing as
indicated above and if a vestibular deficit is identified, they will need to demonstrate complete
central compensation as indicated by dynamic posturography and dynamic visual acuity testing.
A precise diagnosis is not always possible in cases of vertigo, but if a waiver is sought, the more
specific a diagnosis one has, the easier it is to determine waiverability.

ICD-10 CODES:

H81.0 Meniere’s disease

H81.01 Meniere’s disease, right ear
H81.02 Meniere’s disease, left ear

H81.03 Meniere’s disease, bilateral

H81.09 Meniere’s disease, unspecified ear
H81.1  Benign positional vertigo

H81.10 Benign positional vertigo, unspecified
H81.11 Benign positional vertigo, right ear
H81.12 Benign positional vertigo, left ear
H81.13 Benign positional vertigo, bilateral
H81.39 Other peripheral vertigo

H81.391 Other peripheral vertigo, right ear
H81.392 Other peripheral vertigo, left ear
H81.393 Other peripheral vertigo, bilateral
H81.399 Other peripheral vertigo, unspecified
H81.4 Vertigo of central origin

H81.2 Vestibular neuronitis

H81.20 Vestibular neuronitis, unspecified
H81.2 Vestibular neuronitis, right ear
H81.2 Vestibular neuronitis, left ear
H81.2 Vestibular neuronitis, bilateral
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6.7 CHOLESTEOTOMA

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: This is a concern in aviation personnel due to hearing loss and
risk of recurrence, with the possibility of labyrinthine involvement, and even intracranial
extension in the more advanced cases.

WAIVER: A history of cholesteatoma is CD. It must be surgically removed before a waiver can
be considered. Since the recurrence rate is approximately 35%, initial waivers are for one year
only; an ENT consultation must be submitted before the waiver will be continued after that first
year. Persistence of cholesteatoma would be cause for waiver withdrawal, pending the
outcome of further surgery. Waivers for applicants will be considered on a case-by-case basis.

INFORMATION REQUIRED:

1. Current ENT evaluation
2. Current audiology evaluation
3. Operative report

Since cholesteatoma surgery usually involves the mastoid, there is risk to hearing, balance, and
facial nerve function. Any impairment in these areas should be addressed in the waiver request.
Post-op hearing that is below standards will also require a waiver (see section on Hearing
Loss).

TREATMENT: Surgical removal.

DISCUSSION: Given the relatively high recurrence rate, it is important that every attempt is
made to assure that there is no residual disease. Recurrent or continuous drainage following
surgery may indicate the presence of persistent cholesteatoma, and is not waiverable until
adequately treated. Occasionally, the surgeon will plan (or advise) a re-exploration of the ear at
a specific time in the future, usually in 6-12 months. Every attempt should be made to have this
done, as the surgeon most likely feels that the chance of there being persistent disease is fairly
good. If re-exploration uncovers residual disease, the waiver process must be

repeated. As a rule, each time residual cholesteatoma is found, the surgeon will recommend
re-exploration at yet a later date until no further cholesteatoma is found. There is no policy
stating the maximum number of repeat surgeries that are allowed before a waiver is
permanently revoked, but Code 53HN and ENT need to be advised each time a surgery is
performed for recurrent cholesteatoma.

ICD-10 CODES:

H71 Cholesteatoma of middle ear

H71.9 Unspecified cholesteatoma of middle ear

H71.90 Unspecified cholesteatoma of middle ear, unspecified ear

H71.91 Unspecified cholesteatoma of middle ear, right ear

H71.92 Unspecified cholesteatoma of middle ear, left ear

H71.93 Unspecified cholesteatoma of middle ear, bilateral

09BD8ZZ Excision of right inner ear, via natural or artificial opening, endoscopic
09BE8ZZ Excision of left inner ear, via natural or artificial opening, endoscopic
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6.8 VESTIBULAR SCHWANNOMA/ACOUSTIC NEUROMA

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: Progressive hearing loss, tinnitus, trigeminal parasthesia,
imbalance, and occasionally true vertigo have all been attributed to acoustic neuromas.
Following surgery, total hearing loss, labyrinthine dysfunction, and facial nerve weakness or
paralysis can be present on the side of the procedure. Following treatment with radiation or
proton beam therapy, some patients experience a gradual, but significant, decrement in hearing
(up to 75% of patients in one study). Facial nerve weakness is less common, but possible,
following radiation therapy.

WAIVER: One year following successful excision of a unilateral tumor, a waiver may be
considered if there are no serious sequelae. Vertigo, ataxia, and facial paralysis are examples
of unacceptable complications. Unilateral hearing loss, even total loss, is common following
treatment (surgical or with radiation therapy) and may well be waiverable provided adequate
hearing remains in the other ear and the hearing loss is compatible with the member's mission.
Waivers for applicants are generally NOT recommended.

INFORMATION REQUIRED:

ENT consult

Audiology consult

MRI (serial reports if indicated)

Neurology consult

Neurosurgery consult

Surgical report

Pathology report (if tumor was resected)

Radiation oncology report (if treated with radiation)

Post-operative vestibular evaluation including dynamic posturography and dynamic
visual acuity testing to demonstrate complete compensation of any permanent vestibular
deficit.

10. Functional cockpit hearing test if there is significant hearing loss present

11. Include a copy of any and all Medical Boards which have been written for the member (if
applicable).

©CoONOOAARWN =~

Untoward postoperative symptoms, such as recurrent headaches, as well as complications
(CSF leak, facial paralysis, etc.), need to be especially well documented in the Aeromedical
Summary and waiver request.

TREATMENT: Observation with serial MRI, Surgical excision, stereotactic radiotherapy,
stereotactic radiosurgery, or proton beam therapy.

DISCUSSION: Vestibular schwannomas have a peak incidence in individuals approximately 50
years of age. They arise from the superior or inferior branch of the vestibular division of the
eighth nerve within the internal auditory canal. Although patients may describe some degree of
unsteadiness, true vertigo is not a very common presenting complaint due to central
compensation of the gradually progressive loss of vestibular function on the affected side.
Hearing loss is the most common presenting symptom, followed by tinnitus. Large tumors can
extend from the internal auditory canal into the cerebellopontine angle as they enlarge and
thereby impact cranial nerves in that region, such as the trigeminal nerve, resulting in facial
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parasthesias/numbness. Other neurologic dysfunction is possible, so a thorough neurologic
evaluation is critical. In patients with neurofibromatosis, neuromas can occasionally be bilateral.
Vestibular schwannomas are virtually always benign. Operative morbidity is related to the size
of the tumor, and hearing is often affected. Up to 50% of patients will have no useful hearing in
the involved ear after surgery, although hearing preservation following surgical treatment of
small tumors can be higher than with stereotactic radiosurgery. Other cranial nerves also may
be damaged during surgery (i.e. trigeminal and facial). Facial paralysis may make wearing of
an oxygen mask difficult, may result in speech problems, and can cause eye symptoms due to
inability to close the eyelids. Radiotherapy is not without risk and although complications may
take longer to develop, patients can still develop a significant hearing loss. There is a slight risk
of benign cyst development and a rare possibility of malignant transformation. Persistent tumor
growth occurs in roughly 5% of patients following various forms of radiation treatment and will
require surgical excision. Treatment choice will be up to the patient and the available
resources.

In the aviation community, where all individuals are part of the hearing conservation program
and an asymmetric hearing loss may be the first sign of a problem, vestibular schwannomas are
likely to be found before they have gotten very large and before there is a significant effect on
the individual’s ability to function. Many of these individuals will be unaware of their asymmetric
hearing and will be otherwise completely asymptomatic. In these cases, it may be completely
appropriate for the patient to elect no treatment. In these cases, they will usually be followed
with serial MRIs at 6 to 12 month intervals. As long as there is no evidence of clinically
significant vestibular dysfunction, these individuals may be eligible for a waiver to Service Group
3 after an initial 6 month period of observation. Generally speaking, if the tumor increases in
size, if there is further decrement in the hearing on the affected side, if facial weakness or
paralysis develops or if vertiginous symptoms develop, the tumor is either removed surgically or
treated with stereotactically delivered radiation therapy. Roughly 50% of these lesions will not
progress any further. If the tumor demonstrates growth at a rate greater than 2.5mm per year,
the individual is at greater risk of hearing loss and should receive treatment sooner than later.

This quide is not recommending a specific treatment. Regardless of treatment modality,
if the treatment is effective and if the patient demonstrates a good recovery with good
vestibular function, no significant complications and adequate hearing, a waiver is

possible.

ICD-10 CODE:
D33.3 Benign neoplasm of cranial nerves, acoustic neuroma
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6.9 OVAL/ROUND WINDOW FISTULA

Last Revised: April 2018 Last Reviewed: April 2018

AEROMEDICAL CONCERNS: A perilymph fistula (PLF) can result in either the sudden onset of
sensorineural hearing loss or a rapidly progressive and/or fluctuating loss, with or without
episodic vertigo. It may mimic Meniere's disease.

WAIVER: A history of fistula is CD, no waiver, for all applicants. For a unilateral healed fistula
in Designated Naval Aviator, ground for six months, SG3 for six months, then SG1. For NFO's
and all Class Il or lll personnel, ground for six months, submit a waiver request. Call NAMI ENT
in the rare case of bilateral fistulae.

INFORMATION REQUIRED:

1. Copies of all records involving the initial clinical presentation
2. All ENT consults, notes, tests, operation reports, etc.

3. Audiology report

4. Vestibular test results

TREATMENT: Initial treatment is conservative, with avoidance of lifting and straining or
exposure to significant barometric pressure changes, especially ones that might require a
Valsalva maneuver. If a medevac is necessary, it will be important to limit altitude changes. If
hearing and vestibular symptoms don't improve, and certainly if they worsen, exploratory
tympanotomy is indicated. If a fistula is present, it can be surgically sealed.

DISCUSSION: While fistulae may occur spontaneously, most are associated with head injury or
barotrauma, especially in the active duty population. Many patients with a “fresh” PLF from
barotrauma will complain of vertigo coming in waves in a crescendo/decrescendo pattern
accompanied by a progressive sensorineural hearing loss. This pattern of symptoms/findings
occurs as perilymphatic fluid is forced through a tear in the round window (RW) membrane or
through the annular ligament of the stapes in the oval window (OW). The tear in either the RW
or the OW allows some perilymphatic fluid to escape and then may partially seal itself until more
perilymphatic fluid is produced and forces its way through the defect. Perilymphatic fluid is
thought to be produced as a filtration product of cerebrospinal fluid, so there is a bit of a
pressure head that tends to force more fluid out through the defect in either the RW or OW.

PLFs may also occur as a result of Q-tip misadventure or improper cerumen irrigation
technique. These will be associated with injury to the tympanic membrane and probably the
ossicular chain. These patients will most likely have a conductive hearing loss in addition to the
sensorineural loss that is caused by the PLF.

It will be of critical importance to know the timing of symptom onset in relation to the patient’s
flight profile in order to distinguish a PLF from Type Il decompression sickness. Barotrauma of
sufficient severity to cause a PLF generally only occurs during descent. If the onset of vertigo
and/or hearing loss occurs during or after ascent (or a rapid decompression), consideration
must be given to the more likely onset of DCS, in which case hyperbaric oxygen therapy is
indicated. The descent involved in HBO treatments will make a PLF worse.
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As surgery does not always seal the fistula, and recurrence is possible, various waiting periods
are prescribed for different classes of personnel. The longest period is for designated Naval
Aviators, as there is a considerable safety issue should acute vertigo occur during flight.

ICD-10 CODE:

H83.1 Labyrithine fistula

H83.11 Labyrithine fistula, right ear
H83.12 Labyrithine fistula, left ear

H83.13 Labyrithine fistula, bilateral

H83.19 Labyrithine fistula, unspecified ear
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6.10 SURGICAL PROCEDURES THAT DO NOT REQUIRE A WAIVER

Last Revised: April 2018 Last Reviewed: April 2018

Assuming that recovery is uncomplicated and there are no other significant factors, the following
surgical procedures do not require a waiver. If there is any question regarding suitability for
aviation duties following one of these procedures, please communicate with NAMI ENT at 850-
452-3256/3251 (commercial) or 459-3256/3251 (DSN).

NASAL SURGERY

If any of the following procedures are done in conjunction with sinus surgery
(endoscopic or otherwise), then the patient will require a waiver.

Septoplasty: Cautery or submucous resection of the inferior turbinates (or any other means of
reducing the size of the inferior turbinates, such as coblation, cryotherapy, radiofrequency
ablation, etc.).

Septorhinoplasty: For all these procedures there will be a degree of tenderness involved and
it seems as though the nose becomes a target for elbows and other random blows once it has
undergone surgery. When the tenderness has resolved so that the nose can be manipulated
without discomfort (this can take up to 4-6 weeks for some folks) the patient can return to flight
duties. There can also be a risk of bleeding that can last up to three weeks or so. For this
reason, putting anyone back in the cockpit any sooner than three weeks following one of these
operations is not recommended.

EAR SURGERY

Otoplasty: This procedure will frequently involve placing sutures to hold the ear in a certain
position until it can scar in place and retain that position. The patient should not be
manipulating the ears (as would occur when putting on and taking off a helmet) until cleared by
the surgeon, which again may take up to six weeks.

Uncomplicated tympanoplasty for an otherwise uncomplicated tympanic membrane
perforation: If it is the second (or subsequent) attempt to repair a perforation, or if there is a
history of chronic drainage or cholesteatoma, a waiver will be required. If the history is in some
way complicated by duration or symptoms, then a waiver will probably be required. As an
example of the type of surgery that would not require a waiver is the simple repair of a simple
traumatic perforation, such as one caused by a slap injury. When in doubt, call NAMI ENT at
the above number.

THROAT SURGERY

Tonsillectomy

Adenoidectomy

Uvulopalatopharyngoplasty (UPPP) for primary snoring. [If the patient has obstructive sleep
apnea and undergoes a UPPP, a waiver will be required. See the neurology section of the
waiver guide for OSA waiver requirements.]

Palatal stiffening procedures for treatment of primary snoring (Restore®© palatal implants,
coblation, radiofrequency ablation, etc.). Primary snoring refers to the individual who snores,
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but does not have any evidence of obstructive sleep apnea. This is considered a “cosmetic”
problem and may be a nuisance, but does not require a waiver. The surgical procedures to
correct it do not require waivers unless there is some sort of complication that has an impact on
aviation capabilities.

NECK PROCEDURES

Removal of submandibular salivary gland as long as there is no malignancy. The marginal
mandibular branch of the facial nerve is sometimes injured during this procedure. If it results in
no difficulties eating or using a mask this is not disqualifying.

Parotidectomy as long as there is no evidence of malignancy. Again, the facial nerve can be
injured in this procedure with potentially significant functional deficits. If this has occurred, it will
probably require a waiver and may be permanently disqualifying.

Removal of a branchial cleft cyst as long as there is no debilitating nerve injury or other
complication.

Removal of other embryologic remnants such as a thyroglossal duct cysts.

MISCELLANEOUS CONDITIONS

Nasal Fractures typically do not interfere with sinus function and even if the fracture is not
reduced, the patient usually retains an adequate airway. As soon as the patient can wear a
mask without pain or distraction from tenderness, he/she may return to flight duties. This can
take 4-6 weeks.

Isolated fracture of the anterior wall of the maxillary sinus (softball to the face is a fairly
common cause). These fractures do not require a waiver as long as the upper medial wall of
the maxillary sinus, where the drainage pathway is located, is uninvolved. Again, it may take 4-
6 weeks for tenderness to resolve to the point of being able to tolerate a mask or other safety
equipment.

Peritonsillar abscess. If the patient chooses not to have an interval tonsillectomy (often done
~6 weeks after drainage of the abscess) he/she may return to aviation duties when free of pain
and off medications, typically 2-3 weeks.

Face lift, or other cosmetic procedures (facial nerve injuries can also occur with this
procedure and if so, must not interfere with function of masks or other equipment).

ICD-9 CODES:

J36 Peritonsillar abscess

090K0XZ Alteration of nasal mucosa and soft tissue, external approach (rhinoplasty)
090K3ZZ Alteration of nasal mucosa and s