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AGE DISCRIMINATION AND THE FAA AGE 60
RULE

THURSDAY, OCTOBER 17, 1985

HOUSE OF REPRESENTATIVES,
SeLECT COMMITTEE ON AGING,
Washington, DC,

The committee met, pursuant to notice, at 11:00 a.m., in room
2218, Rayburn House Office Building, Hon. Edward R. Roybal
(chairman of the committee) presiding.

Members present. Representatives Roybal, Volkner, Stallings,
Rinaldo, Tauke, Boehlert, Bentley, Lightfoot, and Schuette.

Staff present: Fernando Torres-Gil, staff director; Roger Thomas,
general counsel; Brian Lutz, professional staff; Austin Hogan, com-
munications director; Jack Young, senior intern; Esther Urbano,
staff assistant; Diana Jones, staff assistant.

OPENING STATEMENT OF CHAIRMAN EDWARD R. ROYBAL

The CHaIkMAN. The hearing will come to order.

The purpose of this hearing is to address one of the major prob-
lems facing older Americans, and that is age discrimination in em-
ployment.

We will focus our attention today on “he situation of commercial
airline pilots as an example of the need to eliminate vestiges of
mandatory retirement.

I am going to ask the members of the committee to submit their
opening statements for the record so we can give the witnesses
enough time to testify and for questions to be asked.

Since there are no Members present, I do not object to that
unanimous consent request.

[The prepared statements of Representatives Roybal, Pepper, and
Rinaldo follows:]

OPENING STATEMENT OF CHAIRMAN Epwakp R RoysaL

The purpose of this hearing 15 to address one of the major problems facing older
Americans, age discrimination in employment.

We are all awarc that the average life expectancy in the United States has in-
creased dramatically in the past two decades, and that this is leading to greater
numbers of older persors who can contribute to society. We must therefore utilize
the experience and productivity of older workers rather than force them into man-
}Iawry retirement where they me a burden to society and their talents are lost
orever,

We will focus our attention today on the situation of commercial airline pilots as
an example of the need to eliminate vestiges of mandatory retirement.

Airline pilots 1long with other occupations such as police and firefighters, repre-
sent persons involved in promoting public safety. We must consider public sa!gty,
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but we cannot allow those words to become a catch-all phrase to eliminate all ‘work-
ers over a specific age if they are otherwise qualified and physically fit to continue.

A study. conducted by the National Institute on Aging (NIA) in 1980-81, found no
evidence to support age 60 or any other specific age for mandatory retirement It
also suggested the medical examination being given to ali pilots could be improved
by the use of more modern procedures than those presently used.

Although the present medical examination system might be working, we must, in
the 'nterest of safety, look for ways to improve it “Status-quo” is no longer good
enough

We have an mmpressive group of expert witnesses here today, and we have invited
the FAA to explain their need to continue an age cut-off for commercial airline
pilots and why they have not accepted the recommendations of the NIA for improv-
ing the medical examination for all pilots We have invited the Air Line Pilots Asso-
caiation (ALPA) to explain what evidence they used to reverse their long standing
opposition to mandatory retirement based solely on age It 1s our hope that this
hearing will continue the effort to eliminate age discrimina.ion in our society.

PREPAFED STATFMENT OF REr (ESENTATIVE CLAUDE PEPPER

Mr Chairman, I am mos. grateful to you for calling this hearing today. As you
know, this matter—the Federal Av.ation Agency's age: 60 rule—is of long-standing
concern to me and this com.nittee

In 1378, at the signing ceremony 1n the Rose Garden for the anti-mandatory re-
tirement bill, I said it was a day of exhilaration for many millions of our fellow
Americans who would not be assured that the dawn ~f their 65th birthday would
not mean the death of their working lives.

Less than six months after that shining moment, this committee met to review
one of the more notable exceptions to this liberalized policy—the FAA's mandatory
age 60 retirement rule for pilots

The committee found at that time that commercial pilots were routinely ejected
from their plot's seat at the age of 60 without showing any evidence of mental or
physical incapacity

Where did this arbitrary age limit come from? The Aging Committee learned that
the FAA had just pulled this arbitrary age limit out of thin air—with no formal
hearing process and 1n the absence of any just cause—in 1959. No evidence was pre-
sented establishing or even 1mplying a connection between a pilot’s age in general,
or the age of 60 in particular, and his or her aoility to fly an airplane.

Those Aging Commttee hearings in 1979 led to the enactment of P.L. 96-171,
which mandated a one-year study of the FAA's policy by the National Institutes of
Health The report of the study, released in August of 1981, indicated that there was
no medical or scient:ific evidence to support age 60 or any other specific age for the
mandatory retirement of airline pilots. However, general conrerns for potential
problems led the NIH to suggest maintaining the age 60 rule until the issue could
be scientifically resolved The NIH suggested that that process be initiated with the
accumulation of necessary data. It also suggestd that the FAA update the physizal
examinations given by aviatior. medical examiners to airline pilots. Regrettably, the
FAA has paid little notice to these suggestions

I can certainly understand the need for competeaice in the cockpit Each person
here today wante to be able to feel complete confidence and trust in the man or
woman at the controls of the airplane in which we’re riding.

I have has several trying experiences myself while flying. I can recall one in-
stance 1n which one of our engines failed, out over the ocean. At such moments, as
much as [ admire the younger pilots, I admit to feeling a special security if I know
there are a few gray heirs in the head of the person in command. With the years
come judgment, experience, adaptability and wisc. m. I do not think we can arbi-
tranly tell & pilot that, the very minute after midnight on his or her 60th birthday,
that person, no matter how distinguished a career he or she has enjoyed, is no
longer fit for duty.

I know that many arguments in favor of repealing the age 60 law will be offered
today I only want to briefly mention that the airline industry is experiencing a seri-
ous shortage of qualified pilots t» take the place of their experienced pilots who
retire at age 60 The unrrecedented growth of the industry is also calling for an
increasing number of skiiled inlots. To have these fine pilots retire at age %O, espe-
cially when they are : 1 such demand, is a shameful waste of talent.

If there 15 any evidence supporting the continuance of what appears to be an arbi-
trary and capricious policy, the age 60 rule, it should be brought forward now. The
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FAA has had ample time to review this matter. It is time the issue was resolved
and, abeent a showing of cause, it 1s time the airline pilots of this country were as-
sured their 60th birthday will not mark the end of their productive careers.

Thank you.

PREPARED STATEMENT OF REPRESENTATIVE MATTHEW J. RINALDO

Today, the Committee will examine whether or not the current Federal Aviation
Administration rule which requires commercial airline pilots to retire at the age of
60 continues to be justified.

At the outset, I want to stress that I am a strong opponent of age discrimination.
In fact, Chairman Roybal, Congressman Pepper and I have introduced legislation to
amend the Age Discrimination in Employment Act to prohibit mandatory retire-
ment at any age for virtually all occupations.

But the question we face today is not simply whether you oppose age discrimina-
tion.

Congress has required the Federal Aviation Administration to ensure that all air-
line companies “perform their services with the highest possible degree of safety in
the public interest.” These words are quoted directly from the law, and I think we
ought to keep them in mind as we listen to the testimony this morning.

For over twenty-five years, the FAA has used age 60 to help assure maximum
safety in commercial air transportation—an age that is followed by virtually every
major commercial airline in the world.

People say that age 60 is arbitrary. In fact, a study of the pilot retirement age
done by the National Institute on Aging in 1981 found “no convincing medical evi-
dence to support age 60 or any other specific age, for mandatory retirement”—a
point those against the Age 60 Rule are quick to cite.

But the truth of the matter is that the NIA study specifically recommended that
the present age limii for pilots and first officeis be retained.

The report stated, and I quote: “Aircraft accidents attributed to acute or subile
incapacitation from disorders associated with aging have occurred in the United
States and elsewhere. The available actuarial and epidemiological data suggest that
the probability of such accidents will increase if the age limit is increased.” (NIA
Report, p. 2) The NIA study further concluded that no medical or performance ap-
praisal system now exists which could serve as a safe substitute for the 60 Rule.

Two years later, in 1983, the FAA decided to reassess the possibility of eliminating
the Age 60 Rule. Comments were solicited through rulemaking procedure. In 1984,
the FAA and the Federal Air Surgeon concluded, after an ezhaustive review, that
there are simply no medical or performance tests which afford e sufficiently reliable
basis for predicting or precluding pilot disabilities. The FAA and other riedical ex-
perts are convinced that to maintain the highest standards of safety, as airlines are
legally required to do, airline pilots should not be permitted to serve past age 60.

I am hopeful that, as medical and aviation science progresses, we w*ll soon have
tests of sufficient accuracy and reliability do away with the Age 60 Rre. Until the
medical community speaks with ore voice, however, I must agree with the FAA, the
Airline Pilots Association, and the airlines themselves, that the Age 60 Rule, imper-
fect as 1t is, remains in the best interest of the nearly 300 million individuals who
flew on domestic airlines in 1984 Thank you.
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BACKGROUND

I Promulgation of the age 60 rule

The Federal Aviation Act of 1958, as amended, instructs the FAA to regulate air
carriers so as to ensure that airline service 18 performed “‘with the highest possible
degree of safety 1n the public interest " 49 U SC 1421tb)

In 1959, alarmed at the increase in the number of pilots age 60 and over and con-
cerned that the number of such pilots would continue to increase at a faster rate in
the future, the FAA appointed a comiaittee of aviation and medical experts to stud
the question of pilot age The committee recommended an age 60 limitation, whicf‘;
became effective through rulemaking on March 15, 1860 It has been repeatedly
upheld on both statutory and constitutional grounds by the courts

The FAA stated 1t justification 1n the preamble to the Age 60 Rule

“In exploring a!l the ramifications of the problems involved, the nature of air
traffic and air carrier operations in the future has been ccnsidered Present indica-
tions are that the very large increases that have taken place 1n recent years are
small 1n relation to the increases yet to occur. Projection of the number of pilots
who will be 1n the 60 to 70 year age group in an cra of extreme density and frequen-
cy of jet and piston air carrier operations involving many millions of passenger
miles, indicates a probability of sudden incapacitation of some of these pilots in the
course of fight While medical science may at some future time develop accurate,
vahdly selective tests which would safely allow those selected pilots fo fly in air car-
rier operations after age 60 safety cannot be compromised in the meantime for lack
of such tests "’

(The Air Transport Association reports that virtually all major countne- impose
pilot retirement ages of 60 or less Federal law requires air traffic cntrollers to
reure at age 56 and federal law enforcement officers and firefighters to retire at age
B

IT March 21, 1979 Aging Commuttee hearing

On March 21, 1979, the Aging Committee held its first hearing on the Age 60
Rule The FAA testified that medical consideration justified continuance of the rule.
The Air Line Pilots Association observed that 1t ‘‘does not trust the FAA to adminis-
ter a medical examination program, 1n the absence of an age 60 rule, in a fair and
objective way " ALPA also expressed concern that collective bargaining agreements
would have to be rewritten and that pension, health and other benefits could ke
Jeopardized if the rule were eliminated

Chairman Pepper, a medical expert and an airline pilot retired against his will
argued that the retirement rule was unjustifiable age discimination and that the
rule could safely be scrapped

I Natioral Institute on Aging study

After hearings by the Aging Comm'ttee and the Awiation Subcommittee of the
Puble Works Commuttee, the Congress passed PL 96-171, which was signed into
law on December 29, 1979 The law required the National Institute on Aging (one of
the National Institutes of Health under the direction of the Secretary o Health and
Human Services), to undertake a study to determine, among other things:

(1) Whether the Age 60 Rule was medically warranted

(2) Whether man-atory retirement at any specific age was medically warrant-
ed

(3} The effect of aging on the ability of individuals to perform as pilots.

Although the NIA Experienced Pilots study found “no convincing medical evi-
dence to support age 60, or any other specific age, for mandatory retirement”—a
pont those against the Age 60 Rule are quick to quote—the NIA panel was also
“compelled by the available data to recommend that the Age 60 Rule be retained ’
(p 4 The panel * found abundant and persuasive evidence that, among pilots as
well as others, disease, disabihty and death rates rise increasingly steeply during
each half-decade beyond the age of 50 The Pane] was impressed by evidence indicat-
ing that air carriers, operating under the limiting conditions of the Age 60 Rule,
have achieved a very high level of safety during the past two decades. This achieve-
ment appears to be the result of a complex 1nterplay among several factors . . de-
signed to mimmze risks to the traveling public The net result of this complicated
1n}erplay has been a generally effective aviation system which has promoted public
safety " (p 2)

The NIA report stated further that “Aircraft accidents attributed to acute or
subtle incavacitation from disorders associated with aging he- e occurred in the
United States and elsewhere The available actuarial and epidemiological data sug-
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gest that the prooability of such accidents will increase if the age limit is in-
creased ”

The NIA report included a chart on death and disability rates for air carrier
pilots showing escalation with age. (See Appendix 1.)

The NIA Review Panel makes ~lear that no medical or performance appraisal
system now exists which could serve as a safe substitute for the Age 60 Rule:

“Unfortunately, even more comprehensive examirations cannot yet provide quan-
titative assessment of intellectual functions or reliable prediction, in individua , of
tke likelihood of incapacitiating cardiovascular disease. In this respect, it is impor-
tant to take full account of the increasing unreliability of the screening tests in pre-
diocting cardiovascular accidents in individuals above age 60.” (p. 7)

“Although this practice would serve to sort pilots into categories of risk, it would
not pinpoint those :ndividuals who would soen experience a heart attack or stroke.
Nor can available tests provide a reliable measure of the extent to which cognitive
performance will be preserved as the individual ages.” (p. 7)

“Mcreover, the Panel could not identify the existence of a medical or performance
appraisal system that can single out those pilots who would pose the greatest
hazard because of early, or impending, deterioration in health or performance.”
(p. D

1V. Recent developments

As a result of the NIA study, the FAA on July 28, 1982 published an Advance
Notice of Proposed Rulemaking (ANPRM No. 82-10). the ANPRM announcad it was
considering:
(1) developing and implementing a program to gather data that might support
a determination as to whether persons age 60 and older can safely serve as com-
mercial airline pilots; and .

{2) the possibility of establishing an age limitation for flight engineers. (Note:
a flight engineer, the “number 3” man in the cockpit, is nct subject the age 60
rule and may work until 7€.)

On November 16, 1983, the Aging Committee conducted a hearing to examine
these 1ssues Both Chairman Roybal and Rep. Pepper voiced strol;f objections to ex-
tending the Age 60 Rule to flight engineers (not an ‘ssue at Thu ay’'s hesring) and
argued that testing to eliminate the rule for pilots proceed immediately.

April 12, 1984, the FAA announced withdrawal of its 1983 ANPRM. The FAA
observed that: *'. . . in the absence of validly selective tests, there are not sufficient
means for collecting quantitative medical and performance data on airline pilots
over age 60 under conditions of actual operational stress and fatigue that do not
introduce an unacceptable safety risk.”

The FAA rejected the idea of a study using volunteer pilots, noting that pilots
who had any fear that their performance teetin&:r health ?;fht not be of the high-
est level would be less likely to volunteer, and that a satistically valid sample of the
entire population was necessary to ensure useful data.

The FAA further observed that:

“The incidence of stroke and other manifestations of cerebrovascular disease is
well known to rise dramatically with increasing age, as does degradation of the nu-
merous performance factors. . . . Currently no medical or performance tests are
available which afford e sufficiently reliable basis for predicting or precluding those
adverse effects in any individual case. . . . Until more precise inethods of detecting
physiological changes brought on by aging are developed, no program of data gath-
em}lghor Pphysical examinations will provide meaningful information.”

“The FAA is convinced that to maintain the highest standards of safety, as air-
lines are required to do, airline pilots should not be permitted to serve past age 60.”

V. Additional evidence in support of FAA

Althought opponents of the Age 60 Rule argue that the great weight of medical
evidence is on their side, the fact is that a substantial portion of the medical and
aviation science communities believe that the age 60 rule cannot now be safely
dropped. The FAA relied on numerous outside experts in reaffirming its position,
including:

Don E. Flinn, M.D., professor and chairman, department of psychiatry, Texas
Tech University Health Sciences Center, ‘/g:l'mer consultant to the Air
Force Surgeon General. former Air Force flight surgeor.

“It is possible to measure a wide variety of individual perce, ual, intellectual, pey-
chomotor and psychophysiological functions. However, the relationship of these dis-
crete functions to a complex task such as piloting a commercial aircraft has not
been validated. Complex performance depends upon the interrelationship of all of
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these functions No formula presently e.ists for combining these individual func-
tiors into a ‘physiological index’ of the aging In this respect, I agree with the find-
ings of the NIA, which conclude that the point at which measurable change in pilot
perforinance becomes operationally significant 1s yet to be determined.

Charles E Billings, M D .} semior scientist. Man-Vehicle Systems Research Di-
viston. NASA-Ames Rescarch Center, California and Director of the Inter-
national Acadeny of Aviation and Space Medicine.

“The Congress has mandated that the Federal Aviat' . Administrator tase all
steps Lecessury to ensure the highest leve! of safety in air transportation. . . . Be-
cause the l:kelthood of sudden death, disability and incapacitation due to previously
undetected disease increases at an accelerating rate with increasing age, it is my
opinion that to increase the current mandatory retirement age will compromise, by
some amount, that ievel o” safety, and that the magnitude of the risk will increase
with each additional year flight crew members are allowed to remain in the cock-
pit.”

The Air Transport Association argues, in agreement, that “the particularly sensi-
tive occupation of an airline pilot underscores the necessity of taking every possible
precaution n the furtherance of air safety Until medical experts speak in a uni-
form voice on this subject, . retention of the Age 60 Kule 18 the only means of
achieving the highest degree of safety in air commerce.”

VI October 17, 1985 Aging Commuttee heaning

|
4
|
\
In an April 26, 1985 letter (See Appendix 2), FAA Administrater Donald Engen l
wrote the Chairman that * . there are many medical corditions, the onset of
which we cannct predict to a sufficient degree to provide an appropriate assurance |
of safety.” Therefore, what is significant i# not that there may be some means of |
predicting or diagnosing some of these conditicns, but that for many of these poten-
tially threatening -onditions there are substantial limitations associated with the {
accuracy or practicability of the methods available to make such predictions or diag-
noses

The conditions of which Engen concludes that the abil 'ty to predict or detect their |
occurrence is limited by the current state of medical science include: neoplastic dis-
eases of various body organs, cerebrovascular conditions, Parkinson’s disease, endo- ‘
crine disorders and cardiovascular disease.

Despite the fact that the FAA concluded just last year a voluminous review of the
medical literature and detcrmined that the Age 60 Rule continues to be justified, ‘
this hearing has been scheduled to promote its abolition.

VII Legislation

Roybal’s HR 1710 would eliminate any retirement age for air traffic controllers,
who currently must retire at age 56 He is is expected to :ntroduce shortly a bill to
raise the retirement age for pilots to 70 Depending on Low the bill is drafted, it will
be referred to either the Public Works or Education and Labur Committee or both.

Q ' Billings was a member of the Panel on the Experienced Pilots study of the NIA
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PREPARED STATEMENT OF REPRESENTATIVE JOHN PAauL HAMMERSCHMIDT

Mr Cheirman, as a ranking minority ruember of both this committee and the
Awviatiop Subcommittee of the Committee on Public Works and Transportation, I am
very concerned about this issue. Over the years, the £ :lect Committee on Aging has
held hearings examining both the public safety anu age discrimination aspects of
the age 60 rule. And, of course, this is not a new subject to the committee of jurisdic-
tion, the Public Works and Transportation Committee. Because medical science and
technology are constantly chenging, this issue requires periodic review. In this
regard, today’s hearing is espeeﬁlly timely.

The age 60 rule for pilots is very complex and oue which requires in-depth consid-
eration. Abolishi - i¢ would ellow approximately 1,000 pilots per year to continue
flying. However, u.cre are two additional facts to consider: Over 300 million people
travel by air each year, and the incidence of sudden physical incapacitation in-
creases wich age. I believe that Congress has an obligation to weigh the merits of
the age 60 rule because of its implications with to public safety vis-a-vis age
discrimination.

The relationship between age discrimination and public safety is not one to be
taken lightly. It's disturbing that those who favor abolishing this rule have re-
peatedly suggested that those holding a different opinion are suspect of age discrimi-
nation. It seems to me that when there is reason to believe that the two may be in
conflict, those of us in Congress, and especially those of us on this committee, should
take the time to fully evaluate all aspects of the issue.

It's true that the Naticnal Institute on Aging [NIA] study mandated by Congress did
not find conclusive medical or scientific evidence supportingamandatory retirement
for pilots at age 60. However, the study did recommend that the age 60 limit be
retained. Most important however is the study's finding that death and disability
increase wi*h age, and its conclusion that the probability of airplane accidents could
be expected to increase as a result.

1 think that all of us here today would agree that the safety of every passenger in
commercial aircraft should be the decisive factor in our deliberations of this issue.
It’sct:g' underrtanding that no tests were ava'able when the NIA study was con-
ducted, nor have any been developed since, which can predict without question
whether or not a person is mentally and physically competent. Those who wish to
abolish the age 60 rule have an obligation to address the issue of public safety. As a
body responsible for protecting the rights of citizens es well a8 ensuring the public
safety, Congress ought {0 err on the side of public safety until such medical tests
provin%‘:;auml and physical fitness are available

Mr. irman, I hope that today’s hearing will provide us with the opportunit{ to
re-examine tne age 60 rule and to assves what imnact it has on public safety. I look
forward to the testimony of our distinguished witness, and thank them tor their
attendance here today.

The CHAIRMAN. We will please proceed then. I will ask the first
witness to start. And that is Gen. Chuck Yeager, former test pilot.
fighter pilot, and consultant.

General ‘feager, will you please proceed in any manner thac you
may desire.

STATEMEINI OF GEN. CHUCK YEAGER (US.A.F. RET) FORMER
FIGHTER PILOT AN!™ TEST PILOT; CURREN™  CONSULTANT
TEST PILOT WIT* J.§ \IR FORCE

General YEAGER. M | make a correctiorn a a test pilot

The CHAIRMAN. .. « ,ht, sir; I stand correci.. .

General YZAGEP :..urk you.

I am General Chuck Yeeger. I will be 63 vears of age February
13, 1986. I spent 34 years in the Air Force, "2 of that us a fighter
pilot primarily, and test pilot. I retired from active duty in 1975.

The Air Force turned around ar gave me a Civil Service posi-
tion as a consultant test pilot for t..e Air Force, which I currently
hold that position.

I worked for Northrup Co~p. an a consultant test pilot on the F-
20, which I fly frequently as an ac'ive test pilot.
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During the years of my Air Force career, probably the most in-
teresting tour of duty that I pulled was the last 2 years of my
active duty. And that job was director of safety for the Air Force,
not only flying safety, ground safety, nuke safety and the like. Ob-
viously, a safety officer is vitally concerned with accidents. And
studying the causes for accidents, I think in light with the subject
which we are addressing today, Mr. Chairmenp, it seemed that the
older a pilot, and the more experienced the less accidents those
pilots had.

And primarily, being actively involved in flying, I think many
things have occurred, both in the medical profession and in simula-
tors and the training area of flying, that the systems are available
today to very accurately evaluate pilots and to make a ruling on
those pilots as to whether or not they are qualified to maintain
their positions or fulfill their duties as airplane drivers.

And I am surprised that we are still plugging along with the
ruling that was made some 30 years ago just arbitrarily to place a
ceiling of 60 years of age on an individual to perform the duties as
an airline pilot. We in the military have always operated under the
policy that as long as a pilot could pass his physical and demon-
strate his proficiency in the equipment that he was flying there
was no age rule to how long he could keep on flying.

That is a brief resume. Jack will have my prepared statement. It
was late getting here from California where I mailed it last week.
And you knowing the mails, it takes about a week to get stuff like
that here.

I would very much like to entertain questions now, if it is per-
missible, sir.

[The prepared statement of General Yeagar had not been re-
ceived at the time of this hearing went to press.]

The CHAIRMaN. Thank you, General Yeager.

What we are going to do is ask the witnesses to testify, then we
will ask questions of the witnesses.

The next witness to testify will be Dr. T. Franklin Williams.
Please proceed, Dr. Williams, in any manner that you may desire.

STATEMENT OF T. FRANKLIN WILLIAMS, M.D., DIRECTOR, NA-
TIONAL INSTITUTE ON AGING, NATIONAL INSTITUTES OF
HEALTH, PUBLIC HEALTH SERVICE, DEPARTMENT OF HEALTH
AND HUMAN SERVICES

D.. WiLLiaMS. Thank you, Mr. Chairman; Mr. Rinaldo.

I am Dr. T. Franklin Williams, Director of the National Institute
on Aging. I appreciate this opportunity tc present ° 1formation on
health and functional ability as it relates to this issue.

I have submitted a prepared statement. And I will just elaborate
a little hit on ii.

The CHalrRMAN. Without objection, both your statement and that
of General Yeager will appear in the hearing record.

Dr. WiLLiaMs. Thank you, sir.

The CHAIRMAN. You may proceed to summarize.

Dr. WiLLiams. I think I should point out that my intention is not
to speak for or against the retirement age rule, but rather to ad-
dress the medical and scientific basis for the functional assessment
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as a basis for determining proficiency in any area, without regard
to age.

Thanks to continued advances in both medical technology and re-
search in aging, we have considerably more knowledge und under-
standing of health and functional ability beyond the age of 60 now
than we did even a few years ago. Specifically, recent studies sup-
ported by the National Institute on Aging in healthy individuals in
whom special care has been taken to exclude diagnosable diseases,
show that cardiac output as measured in standard stress tolerance
tests and mental functioning as measured in standard intelligence
tests may be maintained at least as late as age 80, and perhaps
longer, in the same ranges as in healthy young persons. Recent evi-
dence also indicates that kidney function, as measured by creati-
nine clearance, d-es not decline witli age in many healthy persons.
Also, it has been demonstrated that previously secentary generally
healthy persons over the age of 60 who undertake a physical cor -
tioning program show as much improvement in aerobic capacity
and other tests as do younger people.

In other words, we are finding in persons who are spared disease
conditions, functioning may be well maintained i least to age 80
and possibly longer. It is important to keep in mind that these con-
clusions apply to persons in whom current advanced technologies
have been used to exclude conditions such as ischemic heart dis-
ease. The studies of Dr. Lakatta and colleagues in our own labora-
tories, and also at Johns Hopkins Hospital, have shown that about
half of otherwise apparently healthy persons in their 60’s and 70’s,
in fact do have some degree of ischemic coronary artery disease. It
is in the other half of the pcpulation, who show no evidence for
such conditions, that their cardiac function is as good as those in
their 20’s and 30’s.

We are now able to conduct tests which will identify medical con-
ditions which affec: functioning and which have gone unrecognized
in the past.

I refer in my nrepared statement to studies using the combina-
tion of the radioactive thallium oxide screening, which is a nonin-
vasive test, and electrocardiography, and again oy Dr. Lakatta and
his colieagues, with a 4-year followup on people. And in brief, as
the table shows in my prepared statement, those who had evidence
of abnormality on both of these measures had a 24 percent inci-
dence of coronary events in the next 4 years. One in four had a
coronary event in the next 4 years. These are peoplz age 65 and
older for the most part. Actually, I guess the age group was from
abou.—they included people from age 50 on up. The average age
was 70 in that particular group.

At the other end of the spectrum, those who had negative or
normal thallium screens and electrocardiograms, only 2 percent, or
one in 50, had a coronary event in the next 4 years. Now, in that
group 100 of the 300 who were tested were already over the age of
70 at the time of initial testing.

These tests, these data are preliminary, and we are accumulating
more. But they do indicate that we can probably quite reliably test
cardiac functioning and, with reasonable reliability, identify people
who have risk for coronary events.

Q
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There are similar studies done in mental testing that bear out
the same types of conclusions, that mental function is very well
maintained into late years in high proportion of people at whatever
level of mental funciion th y have had before, bused on longitudi-
nal studies.

These studies, as well as the findings and conclusions of the 1981
Report of the National Institute on Aging Panel on the Experi-
enced Pilots Study, which is a matter of record, indicate that age is
not a rational nor reliable criterion for determininﬁ whether or not
a pilot’s medical and functional condition are such that he or she
should be permitted to continue in service.

In my own judgment, determination of physical and mental func-
tioning, including identification of potential risk factors or relevant
disease conditions should be the basis at any age for a division—for
a decision about functional suitability. And I would emphasize any
age, because there are certainly people under the age of 60 who
would not qualify by refined tests for certain functional activities.

In the summary of the findings of the Nationa! Institute on
Aging Panel, that el concluded that there is no convincing evi-
dence, medical evidence, to support age 60 or any other specific age
for mandatory pilot retirement. On the other hand, disease, disabil-
ity and death rates do rise increasingly beyond age 50 throughout,
as we all are well aware.

The panel, at that time, therefore recommended that the present
age limit for air carrier pilots-in-command and first officers be re-
tained; and that a systematic program to collect the medical and
performance data necessar ' to consider relaxation of the current
age 60 be limited. And there was a very specific recommendation
as to how this might be approached to implement collection of in-
formation that would provide the basis of a functional test to be
used to - :termine retireinent or qualifications or not for flying as
op to an arbitrary rule.

will conclude my comments there, sir, and be glad to take ques-
tions later.

[The prepared statement of Dr. Williams follows:]

PREPARED STATEMENT oF T. FRANKLIN WILLIAMS, M.D., DirecToR, NaTIONAL INSTI-
TUTE ON AGING, NATIONAL INsTITUTES OF HEALTH, PuBlic HEALTH Service, Dr-
PARTMENT oF HEALTH AND HUMAN SErvicEs

Mr. Chairman and members of the committee, I am Dr. T. Franklin Wiliiams, Di-
rector of the Netional Institute on Aging (NIA). I thank you for the opportunity to
present information on health and functional ab.lity as it relates to the older pilot.

Thanks to continued advances in both medical technology and research in aging,
we have considerably mor: knowledge and understanding of health and functional
ability beyond the age of 0 now than we did even a few years ago. Speclﬁcall‘ﬂ,
recent studies supported by the National institute on Aging (NIA) in healthy indi-
viduals in whom special care has been taken to exclude diagnosable disease, show
that card’ac output (as measured in standard stress tolerance tests) and mental
functioning (as measured with standard intelligence tests) may be maintained at
least as late as age 80 in the same ranges as in health young persons. Recent evi-
dence also indicates tkat kidney function (as measured y creatinine clearance) does
not decjine with age in many heslthy pervons. Also, it has been demonstrated that
previously sedentary generally healtl:y persons over the age of 60 who undertake a
physical conditioning program show as much imprevemont in aerobic capacity and
other tests as do younger TSONS. .

In other words we are finding that, in persons who are spared disease conditions,
functioning may be we!l maintained at least to age 80 and quite possibly longer. It
is 1importan: to keep in mind that these conclusions apply to persons in whom cur-
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rent advanced technologies have been used to exclude conditions such as ischemic
coronary artery disease. The studies of Dr. Edward Lakatta and his colleagues, in
the Cardiovascular Laboratory of the NIA Gerontology Research Center in Balti-
more, and at Johns Hopkins Hospital, have shown that about half of otherwise a
parently healthy persons in their 60’z =nd 70’s, when tested with radioactive thalli-
um scanning (a non-invasion procedur. >t have some degree of ischemic coro-
nary artery disease. It is the other half o1 uus population, with normal scans, who
have the same cardiac output on standard stress testing as do healthy persons in
their 20’s and 30’s.

We can now conduct tests which will identify medical conditions which affect
functioning and which would have. gone unrecognized in the past, i.e., were not iden-
tifiable by earlier tests Dr. Lakatta, referred to above, discusses aspects of this and
related questions in a paper on “Health, Disease and Cardwvascular ,” which
has recently been published in the book,” America’s Aging: Health in an O] der Soci-
ety,” by the National Adademy of Sciences. Further evidence of the predictive velue
of such testing comes from even more recent studies by Dr. Lakatta and his col-
leagues, in which they have found that asymptomatic middle-aged and elderly per-
sons who exhibit both an abnormal electrocardiogram (ECG) and thallium reeponse
during exercise have a much greater risk of a coronary event than those who have
?n:ly ec?ne' or no, abnormal tests. The following table summarizes their latest unpub-
is aata:

Test results ( + = abnormal} Nomber with coronary
Number tested Percent A

€0 Thatum event m next 4 years erage age- yan
+ + 7 7 u3 70
+ - 31 [} 129 65
- + 32 2 62 60
- - 300 6 20 259
1 These of the Bait Longrudinal Study of of the Natonai Institute
2 0f the 300 wit Sodbenegaive test,  ~momately loo":'eu:f% and older o Aot

While these data are preliminary and will require further testing, they indicate
that we can probably reliably test cardiac functioning and with reasonable reliabil-
ity identify risk for coronary events in older as well as younger persons.

These recent studies, as well as the findings and conclusions of the 1981 Report of
the National Institute on Aging Panel on the Experienced Pilots Study, indicate
that age is not a rational nor reliable criterion for determining whether or not a
pilot’s medical and functional condition are such that he/she should be permitted to
continue in service In its summary of findings, the Panel concluded that there is
not convincing medical evidence to suport age 60, or any other specific age, for man-
datory pilot retirement. Disease, disability, and death rates do, however, rise in-
creasingly steeply during each decade beyond the age of 50. The Panel therefore rec-
ommended that the present age limit for air carrier pilots-in-command and first offi-
cers be retained; and that a systematic program to collect the medical and perform-
ance data necessary to consider relaxation of the current age 60 rule be implement-
ed. I will be pleased to answer any questions which the committee may have.
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The CHAIRMAN. Thank you, Dr. Williams.
The next witness is Dr. Jefferson Koonce.
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Mr. Koonck. The name is pronounced Koonce, sir.
The CuairmaN. Koonce. Will you please proceed, Dr. Koonce, in
any manner you may desire.

STATEMENT OF JEFFERSON M. KOONCE, PH.D., PROFESSOR AND
PROGRAM HEAD OF HUMAN FACTORS ENGINEERING, UNIVER-
SITY OF MASSACHUSETTS

Mr. Koonce. Chairman Roybal; members of the committee, my
name is Jeff Koonce. I am currently a professor at the University
of Massachusetts in Amherst. I am a professor of human factors
engineering.

I have been involved in flying for about 27 years as a pilot, in-
structor, and as a researcher. I have performed research in the ac-
quisition of flying skill maintenance of flying skills, degradation
of flying skills--zenera y the training of pilots—the utilization of
flight simulators, requirements of simulators for successful transfer
of training and of skills.

My doctoral research, performed in the Aviation Research Labo-
ratory of the University of Illinois about 10 or 11 years ago, was in
the area of flight simulators. At that time, the simulators that
were used in our research were relatively antiquated compared to
the machines we have today. We have made some tremendous
strides in the devices that we have to train pilots, such that com-
mercial airlines do not necessarily have to put people in the air-
craft to train them to handle the systems.

They are very high fidelity systems to the extent that they have
rather sophisticated motion bases, excellent visual cues, and ex-
tremely high fidelity in the controls and displays within the cock-
pit itself.

We have found, over time, that we can use these devices to ade-
quately train pilots to be safe, as copilots and as captains of com-
mercial air carriers, safe enough to fly our general pa, ing popu-
lace. People use these machines to determine the adequacy of the
pilot’s ability to perform his task, however, when the pilot reaches
age 60 they suddenly claim that these devices are no longer valid
for determining those very sane skills.

Some persons have made comments about the degree of subjec-
tivity involved in the assessment of pilot performance. I feel that
the assessment of pilot perforiance can vary on a continuum from
relatively objective to very subjective. And the control of the
degree of subjectivity rests very heavily in the hands of the man-
agement who directs the utilization of the devices in assessing pilot
performance. They can allow it to be as subjective as they wish or
they can demand good pilot performance measurement.

I have flown in the military, with the Air Force, for over 20
years. We assessed pilot performance, the ability to perform their
task. And that was the criterion at which we allowed the persons
to continue the performance of those duties. We assessed it about
every 6 months.

The commercial airlines, the pilots’ ability te perform their
duties is supposed to be assessed reliably in a valid manner every 6
r{xo;lths, to the extent that we allow them to fly the paying public.
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And this should still be used as a means of measuring pilot per-
formance.

I believe that right now we are taking otherwise fully qualified,
very capable, experienced persons and denying them t%e right w0
continue to perform his or her duties as pilots simply because they
have reached the age of 60. And to me this seems to be blatant age
discrimination. Because cge is not really a true measure of the
ability to perform the task of a pilot. Knowledge, skill and experi-
ence are the requirements. And those are the things that we must
assess.

I generally would recommend that the industry carefully review
its methods of assessing pilot p:oficiency, ability to perform their
task, and ensure that we are woing a good job in assessing the
pilots’ ability, regardless of what age they are. And those who are
capable of performing their tasks should be allowed to continue the
performance of their duties regardless of their age.

I thank you, sir.

[The prepared statement of Mr. Koonce follows:]

PREPARED STATEMENT OF JEFFERSON M. KOONCE, PH.D., PROFESSOR AND PROGRAM
Heap oF HuMAN FAcTORS ENGINEERING, UNIVERSITY OF MASSACHUSETTS

Mr. Chairman and members of the Committee, I am Jefferson M. Koonce, Ph.D.,
currently a professor and Program Head of Human Factors Engincering at the Uni-
versity of Massachusetts. I thank you for the opportunity to address your committee
on matters related to the “age 60 rule” prohibiting pilots of scheduled air carriers
from performing as pilots after the of 8ixty years.

I have been actively involved inaﬁ;ing for twenty-eight years as a pilot, an in-
structor, and as a researcher My B.S. and M.S. degrees are in peycholo?', and my
doctorate is 1n the field of engineering peychology. My dissertati n and later re-
search has been involved with the acquisition of flying skills, the prediction of pilot
performance, and the development and utilization of flight simulators for the acqui-
sition and maintenance of flight skills. I have been a member of the United States
Air Force’s Simulator Advisory Group and the Departmenc of Defense/National
Aeronautics and Space Administration (DOD/NASA} Committee for Coordination of
Flight Simulator Technology.

1th regards to the “age 60 rule” I wish to address the topics of the changes in
performance that occur as a tunction of age, the measurement of pilot performance,
and the advantages and disadvantages of the“age 60 rule.”

First, let me mentiun the obvious fact that airline pilots are a group of persons
that are quite different from the general population of persons. When they first
started their careers, the persons who were selected to be admitted into the airline
pilot training systems were significantly better than the “average” person in the
population in both cognitive and physical functioning. After initial selection there
was further selection during the training program which made this group of persons
even more select. Then, over the years of performing their duties, pilots arz regular-
ly “retrained” and given regular physicial examinations to insure that they are in
the best condition Then when questions arise regarding their performance after the
age of sixty, others tend to speak of these pilots as persons representative of the
general population when, in fact, they are different.

Of course, we realize the fact that pilots as a group are not immune to aging, and,
that along with aging, persons vary considerably in their capabilities. We often see
articles and television shorts about persons over 8ixty performing as well if not
better than most of the population of forty year old persons, and the abundance of
such information seems to be drastically increasing over the rast few years. Why is
this? Perhaps a person of sixty p'us years today might actually be more capable in
physical and cognitive functioning than sixty year old persons were when we our-
selves were youngsters. Those of iou on the Committee who might be beyond sixt
might feel that there is some truth to this, while younge - persons may responi wit
stereotypical feelings about older persons as being disabled physically and cognitive-
ly senile.

When talking about the population of pilots, the real concern is what are the ef-
fects of aging on pilot performance? Laboratory research has demonstrated differ-
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ences in information processing and subsequent response time as a function of age
that was not attributable t3 observable physical problems. The differences observed
tend to show that the older researcher sugjects take about 150 milliseconds longer
to respond to complex tasks; that is, the difference is onl slightly greater than one
tenth of a second. These research results have been to state that this slowing
of a pilet's responses as he/she sges could be detrimental to the safety of the
sengers and the general public. But in a pilot's operating environment, this differ-
ence in responsc time is, for all practical purposes, 1asignificant!

Recent research on these age-Gependent. changes in response to complex stimulus
materials has attempted to reveal the scurces of the increase in response times.
Braune, Wickens, Strayer, and Stokes (1985) did find a general slowing trend with
age that appears to be more pronounced with complex stimulus materials. This re-
sults of this rescarch suggested that “the slowing was most pronounced at the stages
of response selection and execution, and that this slowing was in turn heavily relat-
ed to a conservative adjustment in response criterion with a corr2sponding shift to-
wards mcre rather than less accurate performance. The data showed no loss in
time-sharing ability with age.” (pg. 229). The authors go on to say, “Althougn many
¢f the age-related changes reported in the present research were highly reliable in a
statistical sense, these results must also he put in the context of the large variabili-
ty within the older age groups. ‘Th's variability would suggest the danger of relying
solely upon chrouological age as a decision criterion. Tnstead, r e emphasis should
be placed on the not:on of functional age and objective per' aance-based meas-
ures.”

The measurement of the performance of gielots should be part of every pilot
training and operation system. This should done to insure that those who are
rlaced at the control of the airplanes do, in fact, possess the requisite knowledge,
skills, and judgment to perform the re ired tasks with the test degree of
safety. Airlines do train pilots and riodically check their sﬂlel: to determine
whether or not the pilots are still capable of performing their taske in a satisfa. .ry
manner. The trusted methods used by airlines in assuring the quality of their pilnts
are initial line checks, enroute checks, line oriented flight training (LOFT), FAA ob-
servation of pilot performance, peer reviews, and various flight simulator scenarios.
Such metho£ are used from the time a pilot first starts to work for an airline and
are accepted by the FAA as the means of determining the adequacz of the pilots to
carry the general public in the safest possible manner. However, for some strange
reasors, some persons in the industry feel that either these methods are really not
vr'id metheds of determining pilot ability or they are nc longer valid after a pilot
reaches cne age of sixty

The quality of flight simulators in use by the airlines today are siﬁniﬁcantly
better than the old “Blue Boxes” we used to f{y in a hangar. The airlines have spent
tremendous amounts of money on them to insure the fidelity of the displays and
systems represented in the simulator cockpits, large motion systems to impart phys-
ical motion cues to the Filots, state-of-the-art visual systems to give the pilots useful
out-of-thecockpit visual cues, and special systems control panels to permit their
flight instructors and check pilots to accurately simulate virtually every type of
emergency that a pilot 18 likely to encounter e measurement of pilot per&erm-
ance can be accomplished by use of the simulator’s computer to measure the ade-
quacy of control of the aircraft, the gelection of proper switches, and the proper re-
sponses of procedures Also, in administratini flight checks, there is generally a
check pilot é)resent to assertain the quality of the pilot's performance, how he or she
goes about doing the tasks.

Formal evaluation of a pilot’s sbility to perform his/her tasks generally takes
place at least twice each year. There are additional opportunities to observe a fpilot’s
performance on each andy every flight that he/she participates in. Given all of these
opporiunities, persons claim that the evaluation methods are too subjective to be c.’
any practical value \after age sixty). But, the degree of subjectivity entering the
evaluation process lies heavily in tie hanas of the airlines themselves. We like to
think of them as persons with the highest degree of professionalism and we come to
expect that type of behavior, from the cabin personnel to the flight check pilots. My
dissertation research (Koonce, 1979) performed over ten years ago demonstrated
very high inter-rater reliability coefficients on the measurement o pilots’ perform-
ances, both in the control of flight parameters as well as the performance of proce-
dural items and planning ahead ose measures of pilot performance were taken
by hand, and with today's equipment and techniques the airlines should be capable
of measuring pilot performance with a very low degree of subjectivity and high
dcgree of objectivity. The degree of objectivity-subjectivity in a performance measur-
ing system is a functior. of :ﬁ: methods of measuring performance and the ability of
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those conducting the performance measurement The devices can be enhanced for
botl: manual and automated scoring, and those who onduct the performance meas-
urement can be helped by good training in the measuremert of performance and
the positive, supportive, attitude of management Otherwise, the assessmeut of pilot
pexl')flonnance. from the new pilot to the older pilot, will be a sha 1 to t!... paying
public

If a pilot should develop a problem that wou'd have a seriously potent.al effect on
his/her ability to adequately perform the tasks required, the: hov: might this be
determined? Simply, require the:n to periorm the tasks. How? Use the flight simula-
tor for those tasks of a critical or emergency nature or cbserve their performance in
the aircraft of LO¥T rides, and observe and measure their performance in doing the
tasks If the pilui can perforin his/her duties to the :riterion standards of perform-
ance then he/she shourdebe permitted to continue in the role of pilot. The frequency
of chech rides that pilots are subjected to should be sufficient to detect and lessen-
ing of abilities before they are at a critical level regardlese of tae pilot's age. Tne
performance of specific duties is the task of the pilot, not to remain below the age of
sixty'

Looking at the “‘ag: 60 rule” from the industry’s viewpoint there are sume eco-
nomic advantages to moving the higher salaried persons out of the system. Also, the
use oi an “age 60 rule” makes it easier for the check pilots; there is less of a
demand to be careful and professional in the evaluation of a pilot's abilities. If a
pilot's abilities are weakening, for whatever reasons and he/she can be carried on to
reach age 60, then the pilot will be dropped and the check would not have the tough
decision of telling the pilot that he/she cannot fly anymore, the “system” will do it
for them Often check piiots tend to suffer from the error of leniency, and with the
preponderance of automated systems and the redundancy of m.ore than one pilot in
the cockpit such errers tend to go unnoticed So, the “age 60 rule” can make deci-
s10ns easier for some people.

But, the problem 1s that an otherwise full qualified, very capable, experienced
person is denied the right to continue to perform his/her job as a pilot simply be-
cause he/she has reached the age of sixty. To me, this seems to be Elatant age dis-
crimmtla:;on because age is not really a true requirement for the ability to perform
the tas

I do encourage the industry to carefully review its methods of evaluating pilot
performance to insure proper measurement of pilo*:~g abilities and to make that
the determiner of whether or not a person, regardle. . age, should continue to per-
form as a pilot for their airline.
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The CHAIRMAN. Thank you, Dr. Koonce.
Next witness, Dr. Sam Fox.

STATEMENT OF SAMUEL M. FOX III, M.D., PROFESSOR OF MEDI-
CINE, AND DIRECTOR, PREVENTIVE CARDIOLOGY PROGRAM,
GEORGETOWN UNIVERSITY SCHOOL OF MEDICINE

Dr. Fox. Thank you, Mr. Chairman; Mr. Rinaldo. I am Samuel
M. Fox, professor of medicine at Georgetown University and Direc-
tor of the Preventive Cardiolugy Program. Prior to this, from 1960
to 1963, 1 was Assistant Director of the National Heart Institute, as
it then was, one of the National Institutes of Health, and was ad-
ministratively in charge of both ‘he Framingham Community
Study, to which I will allude, and the early start of the Gerontology
Program that preceded the existence of the National Institute on
Aging. I was also Chairman of the WHO Committee on Exercise
Testing, 1969, that addressed the question of the applicability of ex-
ercise testing to the characterization of risk and functional capac-
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ity from the standpoint of cardiovascular competence of individuals
such as airline pilots.

My written statement is somewhat longer thar. perhaps is justi-
fied for reading here. It summarizes very much the same type data
as Dr. Williams presented.

Dr. Lakatta, who trained with us at Georgetown, has done excel-
lent work characterizing the ability of a series of exercise tests to
characterize the ability of a human heart to perform without com-
Promise under stresses which in large part simulate those that
might occur during the tight moments of final approach or takeoff
or other maneuvers in the air that would relate to commercial air-
line pilots.

The ability to characterize risk was also mentioned by Dr. Wil-
liams in a manner that can be undertaken at ve reasonable price
and is widely available throughout the United States. And I will
use as an example here, which I think might be of importance to
review, that fiom the Framingham Study we know that a 60-5year-
old man using no tobacco, w.*h a systolic blood pressure of 185 mil-
limeters of mercury, with a serum cholesterol of 210, who was
found to have no glucose intolerance, that is, a tendency for the di-
abetic state, and no abnormalities on his electrocardiogram, will
have essentially a 7.4 percent chance of developing evidence of cor-
onarfy artery disease in a period of 6 l:years. This is solid data from
the followup of these individuals in ramingham, where the study
has been ongoing for over 30 years.

This is in coatrast with the average 60-year-old Framingham
male who would have an 11.1 percent probability of developing
some manifestation of coronary disease.

By these simple tests then, availabie in most physicians’ offices,
we can characterize this man’s risk because he is a clean-living,
noncigarette-using person with normal values as only three-quar-
ters or less of the average of men his age.

If because of his interest in qualifying as a commercial airline
pilot or for other activities he is given a symptom hmited exercise
tolerance test, and this shows no evidence of coronary insufficiency
or other impairment, at a level which is equal to or above that
which is usual for the age, and the average is around what we call
10 to 11 multiples of resting metabolic rate, and if he achieves this
without irregularities of the heart or other evidence of inade%uacy,
we could drop his probability score from 7.4 to 2 percent with a 6-
year projection.

If during that high level exercise test, we injected the thallium
isotope that Dr. Williams mentioned and found that on the ictiires
taken of the distribution of that isotope there were no de ects, so-
called, “cold spot subtraction defect” indicating a lack of smooth
and even distribution or, as we say, perfusion of the isotope
through the heart muscle, then we can drop the probability score
to 1 percent. And there is firm data in the literature that supports
these data.

The average 45-year-old man, without any assessment, which un-
fortunately is altogether too frequent in societ today, and is quite
frequent in commercial airline pilots, has a 4. percent probability,
as compared to a defined 1-percent probability that would result
,from these perhaps elaborate seeming procedures, but those which
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are widely available and can be obtained for $700 or less in most
laboratories.

Therefore, it is my contention that it is quite possible, and from
a systems standpoint justified, to have those individuals who have
responsibility for commercial airline pilot work, and other safety-
related responsibilities, to have a system whereby they can get
these evaluations. Maybe they will have to support the expense.
But compared to the salaries these men are able to draw, $700 is
bgt? reassuring and I think quite reasonable for maintaining their
abilities.

In closing, therefore, I can summarize by saying I believe our
citizens can rest easy and with confidence and trust their family
members to fly with a well-evaluated, medically cleared 65-year-old
pilot, or perhaps even older, knowing that he is at less than half
the risk of an acute disabling coronary attack than the average 45-
year-old unevaluated pilot that we are likely to have in our airline
system today because of the regulations not requiring such evalua-
tion. And therefore, I think there is real opportunity to help pro-
tect the citizens by tightening up on the evaluation procedures, but
also granting those who can qualify and demonstrate their capabil-
i]ty for uniinpaired performance to continue to perform those

uties.

Thank you very much.

[The prepared statement of Dr. Fox follows.]

PREPARED STATEMENT OF SamueL M. Fox III, M D, Proresso™ oF MEDICINE, Direc-
TOR, PREVENTIVE CARDIOLOGY PROGRAM, GEORGETOWN UNIVERSITY SCHOOL OF
MEepicINE, WASHINGTON, DC

It is well established that a male in hi late fifties can be evaluated by widely
available medical tests and given a characterization of his risk of developing evi-
dence of coronary heart disease an/or stroke over a period of at least 5 years. Bf'
using the data from the Framingham Community Study, a man’s serum cholesterol,
blood pressure, smoking history and electrocardiographic interpretation can be com-
bined with eviden.ce of glucose intolerance (diabetic tendency) to produce “probabili-
ty statement” of risk of developing manifestations «f coronary heart disease in a
span of 6 years.

A symptom-limited Exercise Tolerance Test will ircrease the power of characteriz-
ing the risk of occurrence of coronary disease

Nuclear cardiology techniques (Technicium and Thallium exercise studies) can
add further strength to the certification that a man either has, or does not have, an
elevated risk of acute coronary collapse. Although one can not absolutely guarantee
that a man will not have a disabling episode, a “‘probability statement™ can be de-
veloped that will reduce the chance to less than 1% if an appropriate application of
the above tests demonstrate no abnormality.

A typical test sequence is presented:

A 60 year old man using no tobacco with a systolic blood pressure of 135 and a
serum cholesterol of 210 is found to have no glucose intolerance (diabetic tendency)
and normal electrocardiogram. From the Framingham Community study his risk of
developing coronary disease manifestations in 6 years is 7.4% as contrasted with the
average 60 year olg’Framingham males who would be rated at 11.1%.

A symptom-limited Exercise Tolerance Test shows no evidence suggestive of coro-
nary insufficiency at 12 METs of superior aerobic capacity justifying a reduction in
the coronary disease probability score to 2% for a six year projection.

The Thallium scans taken after the injection of Thallium 201 isotope at peak ex-
ercise reveal no evidence of a ‘‘cold spot subtraction defect” in the scintigraphic pic-
tures that would characterize uneven or deficient perfusion of the heart muscle or
suggest a compromised blood squly. This warrants a further reduction of his “prob-
ability score” to less than 1% likelihood of having any manifestation of coronary
disease in six years. The chance of having a sudden, incapacitating event while
flying is far less than 1%.
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The= average 45 year old male in the Umted States, not evaluated by the above
procedures, has been found to have a 4%2% “probability”.

For less that $700, and widely available in the United States, we have the means
of “clearing” pilots for flight responsibilites at a level that should satisfy even the
most sceptical inquirer These tests not only evaluate risk “at rest”, but evaluate
cardiovascular performance under severe stress.

In closing, I can summarize by saying | believe our citizens can “rest easy” and
with confidence entrust their family members to fly with a well evalauted and med:-
cally cleared 65 year old pilot knowing that he is at less than half the risk of an
acute disabling coronary attack than the average 45 year old, unevaluated pilot (by
todays regulations) who is likely to be a commeraial pilot.
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The CaairMAN. Thank you, Dr. Fox.
Captain Shaver, will you please proceed in any manner you may
desire.

STATEMENT OF LEROY ALVIN SHAVER, PH.D., SECOND OFFICER,
UNITED AIRLINES; APPEARING ON BEHALF OF THE AMERICAN
ASSOCIATION OF RETIRED PERSONS

Mr. SHAvER. Mr. Chairman and members of the committee, I am
second officer or Flight Engineer Leroy Alvin Shaver with United
Airlines. I want to thank you for this opportunity to speak on
behalf of the American Association of Retired Persons and, indeed,
on behalf of all commercial airline pilots who want to continue
flying past the current forced retirement age of 60.

I apologize for being late, Mr. Chairman. The AARP is a little bit
bureaucratic. You gentlemen are used to bureaucracy. And by the
time all of the different people there this morning approved what I
am going to say I was late in leaving. But when one is going to
speak for 20 million members of AARP, I suppose a little care in
looking things over is justified. This is the largest membershiF or-
ganization in the United States. Also, I am proud to be one of the
highly trained persons who for over 40 J'ears has been responsible
for the safety of airline passengers and crews on the airplanes |
have flown to various parts of the world.

I joined United in January 1944, when I was 22 years old. And
when I pulled up to the gau- at Honolulu Airport 38 years later in
a 747 and set tﬁe parking brake, I want to tell you that was an
emotional experience. I enjoyed the trip. The passengers all signed
little notes and sent up to me; they knew it was my last trip as
captain. When I set that parking brake I asked myself what in the
world is going to be different about me on the 27th of this month
than right now on the 20th? Why can I do this now? Why am I
qualified, but on the 27th, when that 60th birthday comes around, I
am not going to be allowed to fly any commercial airl .er, much
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Flying, as most of you know, is a lot more than just a job or
earning a living. For me and my colleagues that is the way it is. It
is really a way cf life. it demands a level of commitment and com-
petence. It provides a degree of exhilaration that is just not found
In very many occupations. There is a really special joy and a per-
sonal satisfaction in being in command of a huge complex machine
like that. For example, flying eastbound over the Pacific in the
middle of the night headed for Chicago seeing a huge Moon come
ur, or flying westbound into the sunset, each layer of clouds a dif-
ferent color because the sun is setting. Things like this you never
forget. And believe you me, you miss them when you have experi-
enced them.

I decided to fly or to become a pilot when I was 6 years old. And
I never changed my mind. I took my first flying lessons when I was
14. And my 16th birthday present was a physical examination from
a Bureau of Air Commerce doctor—that was what they called the
FAA in those days. And it was a happy birthday indeed, because
that meant I could now go out and fly solo legally. My life has been
involved with flying continually since that time, except for 15
months that I was grounded because of the age 60 rule.

I started out as an RAF flight instructor. They could not teach
these people to fly in Britain, the Luftwaffe would have shot them
down. So they sent them here, to Canada and Australia to learn to
fly. So I taught RAF cadets. And then I became an experimental
test pilot for Bell Aircraft doing prototype iests on the P-63 and
tumble tests on a P-39. Some of these airplanes were ancestors of
the airplanes that Chuck Yeager flew.

Flying really was not the only thing I could have done because I
have achieved the distinction of a Ph.D. from the University of Chi-
cago in gerontology. I am a successful account executive with a
stock brokerage firm. I currently have two full-time jobs. But
really, nothing else has ever come close to the satisfaction I derive
from being captain of an airplane, particularly a 747.

When I was forceably retired in 1981, with no consideration for
the experience and knowledge, the ability I developed as a pilot, no
recognition of my commitment to this profession—I had never been
late for work in 41 years—no recognition of my commitment to this
profession and disregard of my high level of physical and emotional
fitness, the door really slammed on the largest and perhaps most
important part of my life, outside of my family, of course, with no
reason. I have seen this happen to dozens of my colleagues who
were skilled and valuable pilots one day and unemployed the next.
I am talking about people who were at their prime as pilots and
vital human beings. They now have nowhere to contribute that ex-
perience and energy.

In conducting the research for my Ph.D. dissertation at the Uni-
versity of Chicago, I examined the attitudes of United pilots and
other employees to forthcoming retirement. The research that I did
and my subsequent observations have led me to some conclusions.
One of them is I have found that most pilots simply cannot under-
stand why they are shelved when they are clearly as vigorous and
just as capable as they were the day before they turned 60. I am
not talking akout the obvious loss of salary and status. I am talk-
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ing about being told &t th> now young age of 60 that you are just
too darn old to do a ob vou could ccntinue to do very well.

This mandatory retirement rule just cannot be justified on bian-
ket medical grounds or or: the airlines’ and the FAA's inability to
assess any individual pilot’s physical and psychological fitness.
Indexd, the health i.formation the FAA ard the airlines have on
all their pilots far excseds what most doctors have for their pa-
tients.

Can you imagine the FAA’s file on me? They have Leen giving
me physical exams since October 1937. United Airlines’ medical de-
partment has annual records of my physical condition since Orto-
Jer 1943 when I applied tor the job. With all of that historical ma-
terial and with the tzchnology they have today, I certainly feel
that they have all that they need to assess each of us individually.

A couple of months ago, August 30, 1985, I took a first-class phys-
ical examination—I have the little slip .f paper in my pocket. A
first-class physical is what cne needs to fly as captain—and I would
certainly like to fly in that capacity.

I really wouder why the FAA at this point is not willing to treat
people like myself, other pilots over 60, in thLe same manner that
they treat younger pilots who have physical disabilities. On United
Airlines and on others we have captains flying who have had _eart
attacks, who have had cv.onary bypass surgery. I am flying with
one this month who has total loss of hearing in one 2ar, a hearing
aid in the other. He gets along just fine.

I am not critical of any of this. The FAA follows these people
very closely. It monitors their condition. 1 have n * heard of any
problem involved with this program. All that I ask .» that the FAA
give the same consideration to those of us whose only real impair-
ment is that we have had that darn 60th birthday.

I do find some satisfaction in fiying in that third seat. I used to
have four stripes on this same uniform, and because I am 60, one of
them has been removed. Being in that third seat, being part of the
crew is a satisfying experience at some level, ™ut helieve you me, it
is nothing like being the pilot in cor--nand of ti.. 747.

A lot of pilots, a lot of my colleagues, just do not feel ihat they
can quite handle moving from the first seat to the third seat, 80
they elect to go ahead and retire. But believe you me, if they have
the opportunity to take the requirad physicals, whatever is re-
quired, whatever examinations the FAA might wish to impose,
they would love to stay on and fly.

Gentlemen, the FAA just has not done a thing about this. So I
am here today, as I said, representing the 20 million members of
AARP who are behind us and ask that you, Congress, do something
about this, get things going, give us a chance to use our talents, use
our experience.

Thank you very much.

[The prepared statement of Mr. Shaver follows, along with the
propcjsed statement of the Americ' n Association of Retired Per-
SONw!

' REPARED STATEMENT OF SECOND OFFICER LEROY ALVIN SHA /ER, Pu.D., oN BeHaLr
OF THE AMERICAN ASSOCIATION OF RETIRED PERSONS

Mr. Chairman and Members of the Committee:
Q
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1 am Second Officer—or flight engineer—Leroy Alvin Shaver with United Air-
lines. I want to thank for this opportunity to speak o.. behalf of the American
Association of Retired Persons and, indeed, on behalf of all commercial airline pilots
who wish 13 continue flying past the current forced retirement age of 60. I am proud
to be a member of which, with over 20 million Americans over the age of 50,
is the largest membership organization in the countrv { am also proud to be one of
the highly trained persons who for over 40 years has been responsible for the safety
of airline passengers and crews on the planes I have flown around the world.

I joined United Airlines in January 1944, at the of 22. When I pulled up to
the gate at Honolulu International Airport 38 years later, in October 1981 and set
the parking brake on the 747 for the last time, I wondered why on the 27th of that
mi:lntll: 1 would be considered no longer capable of flying that or anv other commer-
cial plane.

Flying is not merely a job or just a means of ing a living for me and for very
many ?)% my colleagues. It is a way of life that demangs a level of commitment and
competence, and provides a degree of exhiaration, not found in many endeavors.
There is a special joy and personal satisfaction in snuccessfully commanding a com-

lex and highly sophisticated machine while ﬂyin? under a huge new moon over the

acific or rough multi-colore. layers of clouds. I decided to become a pilot when I
vas si _ears old. I took my first flying lessons when I was 14 and my 16th birthday

resent was an FAA physical exam so that I could legally fly solo. life has been
involved with flying continualllf' since that time—as an RXF flight instructor, an
experimental test pilot for Bell Aircraft and commercial airline pilot. Flying was
not the only profession I could have qualified for—I have achieved the distinction of
a Ph.D. from the University of Chicago in Gerontology and am a successful account
executive for stock I'okerage firm. But nothiag hus ever come close to the satis-
faction I derive from being a pilot. When I was forciblf' retired in 1981, with no con-
sideration for the experience, knowledge and ability I had developed as a pilot, no
recognition of my commitment to this profession and disregard of my high level of
physical and emotional fitness, the door slammed on the largest and perhaps m-.:t
important part of my life outside of my family—with no reason. I have 5. . the
same thing happen to dozens of my colleagues who were skilled and valuable pilots
one day, and unemployed the next. I am talking about people who were at their
prime as pilots and vital human beings, but now have nowhere to contribute that
experience and energy. conductixlz]g the research for my Ph.D. dissertation, which
examined the attitudes of United pilots and other emplo, to retirement, and my
¢ ibsequent observations of the experien~= of these people once retired, I have dis-
cov~-ed that most pilots are unable to understand being shelved while still clearly
as vigorous and competent as ever, and are unable to find any real substitute for
being an airline Captaip I am not talking only about the obvious losees of
and status; I am mlgmg about being told at the young age of 60 that you are too old
to do a job you continue t¢ o well.

This mandatory retirement rule cannot be justified on blanket medical grounds or
un the airlines’ and the FAA’s inability to assess any individual pilot’s physical and
peychological fitness. Indeed, the health information the FAA and the airlines have
on all their pilots far exceeds what most doctors have for their Patien ts. For exam-
ple, the FAA’s medical file on me dates back to 1937 and United’s to 1948. 1 am still
required to undergo a complete FAA physical exam annually as a flight engineer
and in A t 1925 1 my First Clgass physical, which is the physical necessary
to fly as Captain. It is difficult for me to understand, given these facts and the ab-
sence of any incapacitating health factors in my 40 years with United, why the FAA
is willing (o assess pilots under 60 on an individual basis and grant them waivers to
fly notwithstanding a medical history that may include heart attacks, coronary
b; operations, previous aicoholism, hearing loss, etc., but is unwilling to provide
the same consideration for me and many others with excellent medical records who
just happen to be above the somehow magic age of 60.

1 have been luckier than most. I had the ability and support neceesary to rechan-
nel my energies into other, admittedly less satisfying, areas when forced to retire.
Nonetheless, when finally offered the opportunity to again become part of the flight
crew by becoming a 1}]3 t engineer, I jumped at the chance. In no way does thi
substitute for bemlg ilot-in-Command, although I have been able to find some
smaller measure of satisfaction in simply being in the cockpit. For *his good rea-
son, many retired pilots are unwilling to take this frustrating step dow.1.

If there is a justification for mandatory retirement of pilots at age 60, I would like
to know what it is. I don’t believe there is any. In my years of working with FAA
personnel, I have come to develop great respect for their ability and commitment to
air safety. I am confident they are able to assess the fitnees on all pilots, regardless
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of their age and screen out those individuals who should not be ﬂ&i,ng' Unfortunate-
ly, the FAA has been unwilling to do this It is my hope that Congress will take
steps to correct this great injustice. A tremendous amouvnt of talent is going to
waste.

PREPARED STATEMENT OF THE AMERICAN ASSOCIATION OF RETIRED PErsons

The American Association of Retired Persons (AARP) welcomes the opportunity
to present its views on the age 60 mandatory retirement age for commercial airline
pilots. This written statement will sugwlement the testimony presented by Second
Officer LeRoy Alvin Shaver on behalf of AARP (attached heretog.

, with a membership of more than twenty million persons over the age of
50, is the largest organized grou, of older Americans in the country. AARP is ccm-
mitted to promoting and strengthening the Age Discrimination in ployment Act
(ADEA) to ensure that older workers are not subject to forced retirement or other
forms of discrimination. Since the passage of the ADEA in 1967, AARP has
worked with Congress, state legislatures, the courts and the Executive branch to
expand the scope of the statute. AARP strongly dupports application of the ADEA’s
protections to government and other federally-regulated employees and elimination
of all mandatory retirement ages.

AARP has recently launched a major campaign aimed at improving employment
opportunities aveilabic to older workers, the “Worker Equity Initiative.” AA%l has

increased its advocacy efforts in the federal courts. In 1984, AARP submitted
amicus curiae briefs in two recent Supreme Court cases interpretinﬁ employee
rights under the ADEA, Johnson v. Baltimore 105 S.Ct. 2717 (1985) (whic relected' a
mandatory retirement of for municipal firefighters) and Western Air Lines v.
Criswell 105 S.Ct. 2743 (1985) (which rejected a mandatory retirement age of 60 for
airline flight engineers.) AARP will vigorously continue itg efforts to change Ameri-
ca’s attitudes and employment practices regarding older workers.

I. THE FAA AGE 60 RULE, THE ADEA AND BONA FIDE OCCUPATIONAL QUALIFICATIONS

The FAA’s Age 60 Rule prohibits persons over age 60 from serving as pilots on air
carrier operations. This rule, promuﬁated in 1959, is intended to protect against the
risk of a pilot's sudden im:sacitation in flight from heart attack or stroke. The
FAA'’s justification for the rule was—and remains—that medical testing cannot ac-
curately predict physical changes in older pilots and that older pilots as a group are
more likely to suffer an incapacitating event Challenges to the rule and to the
FAA’s refusal to grant any exemptions whatsoever have been unsuccessful. Al-
thovgii the FAA has the authority to grant exemptions from the Age 60 Rule, 49
U.S.C. sec. 1421(c), no exemptions have ever been granted. Indeed, the FAA has
never even bothered to institale » procedure for considering requests for exemp-
tions. No pilot over age 60, regardless of his or her individual health characteristics,
has been permitted to remain a pilot. In stark contrast to this licy, however, the
FAA permits its own pilots to fly for as long as they are qualified.

Criticisms of the rule have focused un its apparent violation of the ADEA. The
ADEA, like Title VII, prohib*  mployment practices that discriminate on the basis
of stereotypes about the chs. sweistics of a certain group of workers. Thus, emploi'-
ers may not rely uron generalizeu perceptions about the performance of older work-
ers when making hiring, promotion and other workforce decisions; instead, the apti-
tugf and fitness of each employee, regardless of age, must be assessed using compa-
rable criteria.

Exceptions to this requirement of individual assessment have been permitted in
rare circumstances and only when justified as a “bona fide occupational que’ifica-
tion.” The employer has a heavy burden of proof to show that an blanket age-
emnlayment practice is justified. The employer must show:

‘he job qualifications invoked to justify discrimination are reasonably neceessry
- the essence of the employer’s business; and .

(ii) either all or substantially all persons excluded by the age limitation cannot

arform up to the required standards, or it is impoesible or zwctical to deal with
all members of the excluded class on an individualized basis. Western Air Lines,
Inc. v Criswell. 106 S.Ct. 2743, 2752 (1985) (emphasis addsd).

In Western Air Lines v. Criswell, 105 US. 2743 (1985), the Suprome Court held
that “the process of pedvchological and physiological degeneration: caused by aging
varies with each individual, and therefore such determinations should not be grqug-
based.” The Court rejected the airline’s attempt to extend the Age G0 Rule to ﬂlg t
engineers, holding that it could not prove that the age qualification is “reasonably
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necessary”’ and related to the conduct of the empl yer's business—in this case an
overriding interest in public safety—and that the employer is compelled to rely
121%7; age as a proxy for the safety-related job qualification. Western Air Lines at

Although the Age €0 Rule for pilots has been held to be a reasonable exercise of
the FAA’s administrative authority, the question nf whether the FAA has gatisfied
the requirements for an BFOQ exception to the ADEA has never been addressed by
any court. The Equal Emgloyment Opportunity Commission (EEOC), however, ex-
pressly rejected the 60 Rule as a justifiable BFOQ when it assumed regulatory
authority over the EA in 1981. In light of the Western Air Lines case, and fcr
reasons discussed more fully below, it is doubtful whether the FAA could first intro-
duce the Age 60 Rule today. The Age 60 Rule could qualify us a BFOQ were the
FAA to introduce it today.

II. NO EVIDENCE S8UPPORTS THX AGE 60 RULE AS A BFOQ

No legal challenge to the Age 60 Rule has ever addressed whether the evidence in
the record and the FAA’s rationale for the rule satisfy the re. irements of the
ADEA. See O'Donnell v. Shaffer, 491 F.2d 59 (D.C. Cir, 1374); Air Lines Pilots Ass'n
Int’l v. Quesada, 276 F.2d 892 (2d Cir. 1960). Recent advances, in medical knowl
and technology have undercut the FAA's historical rationale for the rule. In 1979,
Congress mandated a review of the medical data underlying the Age 60 Rule (P.L.
96-171). The subsequent report of the National Institute of Aging (1981) found no
medical evidence to su?port the forced retirement of all older pilots. The report rec-
ommended retention of the rule only until procedures that would treat all pilots in-
dividually could be promulgated. In other words, s'nce the Age 60 Rule could not be
;tlxpported as a BFOQ, it should be eliminsted as quickly as administratively feasi-

e

As with flight engineers in Western Air Li.ies, neither the FAA nor employing
airlines can cite to any medical or other evidence justifying mandatory and arbi-
trary retirement of all pilots at 60. In Jirne 1982 the FAA issued an advanced
notice of proposed rulemaking ( RM) requesting comments on the feasibility of
gathering data to determine whether persuna age 50 or older could safely serve as
airplane pilots. The ANPRM was withdrawn in April 1984, without the FAA taki
any action to implement or otherwise respond to the lack of evidence in the reco
or the NIA’s suggested approach to changing the Rule. Dis: egarding the evidence in
this manner is in itself an abuse of administrative discretion.

To further undercut the basis for the ruie, the FAA itseif has admitted that even
its use of the particular age 60 is arbitrary and justified only by the argument that at
some point during the aging process, the very greatly increased risk of sudden inca-
pacitation warrants discrunhination against ilots. However, ro evidence as to at
what if any age this high degrce of risk occurs has ever been presented. Indeed, the
FAA adequately deals with tne fact that some «egree of thi» risk is always present
for pilots of all ages, which is why there arc almost always three persons in the
cockpit chAgliﬁed to fly the plane.

The FAA’s current position is that it cunnot relax the rule without sufficient data
on the actual performance of pilois agzd 60 and older; it also believes that it cannot
allow any such piluts to continue flying—and thus generate the needed data—with-
out introducing an unacceptable safeg risk. (See 49 Fed. Reg. 14692 (1984)). This
FAA policy, however, stands in direct contradiction to the requirements of the
ADEA. 1t is not the pilots’ burden to prove that they, as a up, are healthy
enough to fly; it is the burden of the FAA and the airlines to sm that, first, the
medical evidence justifies mandatory retirement of all pilots at age 60 and second, it
unn and impractical to assess tte fitness of each pilot over age 60 on an
individual basis. The FAA and the airlines cannot, in light of the evidence, assert
that individualized testirg is impossible.

AARP recognizes that, =8 a federal agency’s conclusion of fact, the FAA’s rule
may not be subject to the same siringent standard of iroof as a private ercployer’s
B . Nonetheless, the absence of any evidence of the t, required by the Su-
preme "ourt in Western Air Lines al:Fues strongly that the FAA has abused its dis-
cretior. in maintaining the Age 60 Rule.

III. AN EQUITABLE AND PRACTICAL ALTERNATIVE TO THE AGE 60 RULE

The legitimate safety concerns of the FAA and airlines, and the rights of older
pilots to be free of age-bused discrimination in employment, need not be at odds
with each other. There exists a better and easily implemented procedure by which
to satisfy all these concerns than the discriminatory Age 60 Rule: assess the fitnees
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of every pilot, including those over age of 60, on an individual basis. The mechanism
for achieving this 1s already in place—the health of every single pilot, flight engi-
neer and other employee, regardless of age, responsible for flight safety is already
presently assessed on an individual basis

AARP urges Congress to make clear to the FAA and all employers its intention
that age discrimination in employment, regardless of whether it is practiced by a
private employe: or a regulatory agency, be justified only in those circumstances
where the evidence proves it i “reasonably necessary” to the conduct of the em-
ployer’s businese ancr i8 the only mechanism by which such legitimute business in-
terests can be served. Age-based limitation, such as the Age 60 Fule. are inexcusable
in light of present medical technology.

The CHAIRMAN. Thank you, Mr. Shaver.

Captain, you made reference to the FAA. I would like to ask Mr.
Broderick. who represents th. FAA, to testify at this point.

Mr. Broderick, will you please take yonr seat next to General
Yeager and give us your testimony. Then the committee will ask
questions of all the witnesses.

q Will you please proceed, Mr. Broderick, in any manner you may
esire.

STATEMENT OF ANTHONY J. BRODERICK, ASSOCIATE ADMINIS-
TRATOR FOR AVIATION STANDARDS, FEDERAL AVIATION AD-
MINISTRATION, ACCOMPANIED BY FRANK AUSTIN, M.D., FED-
ERAL AIR SURGEON, FEDERAL AVIATION ADMINISTRATION;
AND JON JORDAN, M.D., DEPUTY FEDERAL AIR SURGEON, FED-
ERAL AVIATION ADMINISTRATION

Mr. BropeRICK. Mr. Chairman, thank you.

Accompanying me today are Frank Austin, FAA’s Federal Air
Surgeon, and Jon Jordan, Deputy. We are pleased to appear before
you to discuss what is commonly referred to as the age 60 rule. I
welcome the opportunity to set out for you our retionale behind the
ruie, and to discuss with you why it continues to be a needed safety
rule.

Briefly, the age 60 rule, contained in part 121 of the Federal
Aviation Regulations, provices that an individual who has reached
his 60th birthday may not serve as a pilot of an aircraft engaged in
air carrier operations under part 121 of the Federal Aviation Regu-
lations. The rule does not prohibit pilots from serving in other ca-
pacities with the airlines, though, such as flight instructors, check
airmen, r flight engineers. In fact, in 1984, we concluded that the
age 60 rule should not be expanded to cover ﬂifht engineers, fol-
lowing the issuance of a no-ice of proposed rulemaking that we
published for comment in response to a petition for rulemaking
from United Airlines.

The age 60 rule was adopted on December 1, 1959, and made ef-
fective on March 15, 1960. It is an aviation safety rule promulgated
in accordance with the Federal Aviation Administration’s statutory
mandate to promote aviation safety, and in recognition of the stat-
utory duty of air carriers to provide the highest level of safety.

The rule was controversial amcng some groups then, and it re-
mains so to this day. Because of the very nature of the rule, it has
been subjected to frequent scrutiny throughout its history. As far
back as 1960, the basic rule itself was challenged in litigation. It
has been the subject of numberous suits since that time, many of
which have focused on the agency’s policy of not granting exemp-
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tions. In each instance the agency has been upheld. The Congress
itself carefully examined the basis for the rule in 1979 and, because
of its concern that safety could be compromised by amending the
rule, left the rule unchanged, calling instead for a study to be con-
ducted by the NIA to determine whether there was a continued
need for the rule.

The National Institute on Aging, pursuant to its extensive analy-
sis, found no feasible safety alternatives to the rule. The Panel,
which conducted the review, while indicating that it did not attach
a medical significance to age 60 as a mandatory retirement age for
pilots, neveriheless found that age-related changes in health and
performance influence adverse—and performance influence ad-
versely the ability of increasing numbers of individuals to perform
as pilots with the highest level of safety and, consequently, endan-
ger the safety of the aviation system as a whole. Moreover, the
Panel could not identify the existence of a medical or performance
appraisal system that can single out those pilots who would pose
the greatest hazard because of early, or impending, deterioration in
health or performance.

In the 212 decades that the age 60 rule has been in effect, the
FAA, as confirmed by the analysis done by the National Institute
on Aging, has not yet been able to find an alternative approach to
the rule that we are confident will protect the American traveling
public. It is important to recognize in this regard that the safety
reasons for the rule are several fold: First, there is a deterioration
of many functions with age; Second, ageing is accompanied by an
increased frequency of sudden or insidious incapacitation or death
from various disease processes; And, third, despitc scientific ad-
vances that have occurred, there is still no way to predic®, with re-
liable accuracy, the presence or onset of a number of medical prob-
lems in an individual aging pilot or to detect and measure all of
the possible declining physical and mental functions. In ihis re-
spect, there are a number of factors that are not yet susceptible to
precise measurement as to their effect, but which require consider-
ation in connection with safety in flight, that result simf)ly from
aging alone and are, with some variations, applicable to all individ-
uals. These relate to the loss of ability to provide highly skilled—to
perform highly skilled tasks rapidly; to resist fatigue; to maintain
physical stamina; to perform effectively in a complex and stressful
environment; and to rapidly apply experience, judgment, and rea-
soning in new, changing, and emergency situations.

Those were the kinds of concerns which led to the rule, and they
remain concerns today, despite advances in science and despite the
frequency or types of medical examination which may be conduct-
ed. Clearly, there has been no change in the age-related nature of
these declining skills since the rule was promulgated.

Given these factors, the effects of the aging process on pilots
could not be ignored from a safety perspective. Therefore, the age
60 rule was established as a reasonable response to these threats to
safety. I would note that, while we do not have direct information
on the performance of pilots in part 121 air carrier operations past
the age of 60, an analysis of general aviation accident data does
seem to bear out the safety rationale of the age 60 rule. That anal-
ysis, contained in an FAA report entitled “The Influence of Recent
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Flight Time, Total Flight Time and Age on Pilot Accident Rates,”
written in June 1983, demonstrates that pilot accident rates in-
crease with older pilots.

Significantly, this was generally the case, even for pilots with
high total or recent experiencc which would most closely approxi-
mate the character of airline pilots. While I would hesitate to draw
any direct correlations Letween this assessment of pilots generally
and pilots covered by the Age 60 Rule, the data, while not conclu-
sive, does clearly argue for caution in dealing w:iith the Age 60
Rule.

While we continue to monitor scientific and medical advance-
ments with a view toward both improving our overall medical eval-
uations of airline pilots and toward modifying the Age 60 Rule
when that proves feasible, it is the FAA’s veiw that current knowl-
edge still does not permit us to identify those pilots who can safely
perform operations under part 121 past age 60.

You may be assured that we are sensitive to the nature of the
rule as it applies to older Americans, and that we will take action
to make appropriate changes to the rule whenever we determine
that such changes can be made consistent with the needs of avia-
tion safety. We have stated repeatedly that, when practical evalua-
tion procedures allow us to identify those individual pilots who will
not be an unacceptable risk to aviation safety beyond age 60, the
Age 60 Rule will be amended. Until that time, however, the Age 60
Rule must remain in effect as a necessary measure to protect the
safety of the American traveling public.

Mr. Chairman, that concludes my statement.

The CHAIRMAN. Thank you, Mr. Broderick. Since you are the last
to have completed your statement, I would like to start the ques-
tioning with you.

May I say that I am somewhat confused, not knowing anKlthing
about medicine or physical examinations or anything of the kind. I
would like to ask you some questions with regard to a statement
you made where you say that you found no feasible safety alterna-
tive to the rule, »-.d you went on to say that you found no medical
advancement that would justify hiring a pilot after age 60. The
question is, who determined that age 60 was a cutoff age? Was it
done because of studies that were made medically? Or did someone
just decide somewhere down the line that age 60 was enough?

In other words, I am asking you what is the reason for age 60?
You see, I am past 60, so I am interested.

Mr. BropErick. Mr. Chairman, briefly stated, I think that the
FAA back in the late 1950’s reviewed all of the medical and scien-
tific data, as well as all the accident data, and the forecast changes
in the aviation system that would be occurring in the next decade
or so. In reviewing that data it became quite clear that people’s
performance deteriorates, as a general statement, with age; that
there needed to be, for safety reasons, some consideration given to
that.

The Administrator, in a public rulemaking process, reached the
conclusion that while, admittedly, age 60 is an arbitrary age, if one
is to take into consideration these deteriorations in performance,
:lhese deteriorations in heaith, and the potential threats that they
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rovided to aviation safety, some line had to be drawn. And in his
gest judgmen. at that time, the line was drawn at the age of 60.

The CHAIRMAN. But what I cannot understand is why it is i-
ble for someone who is an alcoholic, for example, or who has had a
coronary bypass, or has lost his hearing, but particularly a coro-
nary bypass, to still pilot an airplane. And the FAA is able to de-
termine that it is perfectly safe to allow a person to fly who may be
both an alcoholic and have had a corenary bypass.

Is it true that there are pilots today tnat are alcoholics? You
know, you cannot be a former alcoholic. Are there pilots who are
alcoholics and have also had coronary bypasses?

Mr. Broperick. Mr. Chairman, at any opportunity to erase a
generalization which can be replaced with some specific rationale,
we do so. We know, understand quite well the progress——

The CuairMAN. Well, I am asking if you have pilots——

Mr. BrobEerick. Yes, it is true, sir.

The CuAiRMAN. All right. So it is true then. We have quite a sit-
uation here.

We have testimony from Dr. Williams, Dr. Koonce, and Dr. Fox.
Dr. Williams, for example, told the committee that we can now
conduct tests which will identify medical conditions which affect
functioning and which would have gone unrecognized in the East.
Are you aware of any of the new medical advancements that have
been described by Dr. Williams?

Mr. BrobericK. | am sorry, I do not quite understand the ques-
tion. In terms of alcoholism, sir, or cardiac?

The CHAIRMAN. Certainly, both.

Mr. Broberick. Well, there are many new tecnniques for cardiac
evaluation.

The CHAIRMAN. I am not asking that. I am asking whether or not
the statement made by Dr. Williams is a correct statement. He said
that we can now conduct tests which will identif medical condi-
tions which affect functioning, and that thes. .onditions would
have gone unrecognized in the past. I am assuming that this is
something new, that doctors can now recogrize or identify the med-
ical conditions which affect functioning.

I am asking you, Mr. Broderick, is the FAA aware of the
progress that has been made by medicine?

r. BrRoperick. I am sure Dr. Williams is right. And the Federal
Air Surgeon and his staff is continuously monitoring those ad-
vances every day. That is part of their job.

The CuairMaAN. All right. If that is part of their job, are they ap-
plying that today? Are they using those new medical techniques to
make determinations about functional ability?

Mr. Broberick. As is evidence in the granting of exemptions to
people with cardiac problems, with alcohol problems and with
vision problems, with a number of problems, when we identify a
means to deal with a problem, we understand the progression cf
the disease, the ible threat that it might pose, and can assure
ourselves—and this is the key point—that we can provide an equiv-
alent level of safety with that person in the cockpit to one who
would not have that disease, we would have no hesitation in certi-
‘ying that person and putting that person in the cockpit.

Mr. RiNaLpO. Mr. Chairman.
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The CHAIRMAN. Yes?

Mr. RiNALpo. If you would yield for a moment. I notice from the
ramecard there that Dr. Frank Austin is present. He is the Feder-
al Air Surgeon, as I understand it. And I think if Dr. Austin wants
to respond to any of these questions of a medical nature, that he
should be permitted to do so.

The CHAIRMAN. Yes, I understand. Dr. Frank Austin is also here
to answer questions. It is my intention to ask questions of Dr.
Frank Austin.

To follow up, perhaps these are questions that Dr. Austin should
answer.

Dr. Austin, first of all, let us establish, are there new methods
that can identigsmedical conditions which affect functioning?

Dr. Austin. Mr. Broderick said, of course, there are. And we
are aware of them. And this is, this is exactly, what he has said is
what we have done in certifying these people.

The CHAIRMAN. You see, what worries me, Dr. Austin, is, if I had
my choice, and they told me, you are going to go around the world
in an airplane with General Yeager or Captain Shaver or this
other pilot who is only 40 years old, but he is an alcoholic——

Mr. BRODERICK. Former alcoholic.

The CHAIRMAN. You are never a former alcoholic.

hAn alcoholic, I would give you one guess as to whom I would
chose.

Dr. AusTiN. Well, perhaps. However, a recovering alcobolic is
certainly, in the numbers we have in the community, is rather,
(riather substantial now after the number of years we have been

oing it.

The CHAIRMAN. Well, don’t you agree that there is no such thing
as a recovered alcoholic?

Dr. AusTIN. Oh, that is true.

The CHAIRMAN. All right.

Dr. AusTIN. “Recovering” is the word we use, sir, in the business.

And the thing is, what we did with that system is remove from
the closet alcoholism. Before that it was tolerated. If anybody re-
ported a person drinking beyond—not following the rules, and so
forth, or a chronic alcoholic was identified, very often it was swept
under the carpet. We put the program out, and now those people
are identified, the ones that cannot rehabilitate and never drink
again. A.d recovering means that they never drink again. So that
;gcove:'ing al.oholic is merely a discriminatory label you applied to

im,

If they rever drink again then they are not at a greater risk, we

do not think they are, and we have proved it, than the other

peoTﬁle.
e CHAIRMAN. Dr. Austin, I am a former social worker.

Dr. AustiN. Yes, sir.

The CHAIRMAN. So I have been around.

Dr. AusTiN. Well.

The CHAIRMAN. What you have said is not a 100 percent true
statement.

Dr. AusTIN. What, that gou have been around? What part of the
statement, sir, is not right

The CHAIRMAN. Sir?
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Dr. AusTiN. What part of the statement was not correct?

The CuarmaN. That a person who is a confirmed alcoholic——

Dr. AusTin. Diagnosed alcoholic.

The CHAIRMAN [continuing]. Recovering or diagnosed, will, 100
percent of the time, be able to stop drinking. A large percentage of
recovering alcoholics fall by the wayside unless they join certain
organizations that keep after them, and they keep involved in the
movement. Those who stay involved are the people who succeed.

Dr. AusTin. Yes, sir.

The CHAIRMAN. Those that do not go into those organizations
and do not stay in a program do not succeed.

Dr. AusTiN. That’s the way all of our alcoholics are, sir. They are
in those programs monitored like you—I do not know whether you
did it when you were in the social work, hut we have a tighter pro-
gram than even, than anybody our size in the world, to be sure
those recovering alcoholics are safe.

I might point out that alcoholism is not a—we do not discrimi-
nate vith age on that. If a person is any age, if they show us that
they can have a good recovery program we will certify them no
matter what their age is.

The CHaIrMAN. All right. Then maybe you can answer this ques-
tion, doctor. W}w e 60? Why not 62 or why not 59 or 58?

Dr. AusTiN. Well, it was originally thought that 55 would he a
good age. And some people still think that is. As a matter of fact,
many of the airlines even today, some of the foreign ones, will not
let’I%eople transition to advanced aircraft beyond the age 55.

e CHAIRMAN. Well, those who thought that 55 was the right
age were probably in their 30’s; is it not so?

Dr. AustiNn. No. They were probably 70’s or so. They were the
board directors, I suppose.

The CHAIRMAN. Because everyone is looking——

Dr. AusTIN. No, that was, that was the issue.

The CHAIrMAN. Everyone is looking, though, to take somebody
else’s job. Like they ask——

Dr. AusTiN. Yes.

The CHAIRMAN [continuing]. In our respective districts, “When
are you going to retire?’ You just barely took the job and they
want you to retire already. {

I am sure that is also true of pilots. Those who are starting
would like to take that job. If you retire at 55 that makes that posi-
tion open for them even sooner.

What I am looking for is the justification for age 60.

Dr. AusTiN. As Mr. Broderick—-—

The CHAIRMAN. I have not been able to find it yet.

Dr. AusTtiN. As Mr. Broderick said, it was a summation of an ex-
tensive study and they came up with an arbitrary age. It could
have well been 55. It could have well been 65 if they 80 been
inclined. At the time 60 was chosen, and we have found no medical
reasons, as has been amply stated, to change that.

The CHAIRMAN. All right. We have established then that age 60
is an arbitrary age?

Dr. AusTiN. Absolutely, sir. We have told you that.

The CHAIRMAN. And there is absolutely no medical reason for—

Dr. AusTiN. No. No, I won’t say that.

Q
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The CHAIRMAN [continuing). Establishing that, age 60 as the re-
tirement age?

Dr. AusTIN. Well, there was a lot of medical input to the whole
thing. But it was age 60.

The CHAIRMAN. Well, isn’t the health of the pilot the most im-
portant thing?

Dr. AusTiN. Yes, sir. Well, his skill ic a little bit more important
than health.

The CHAIRMAN. Well, of course.

Dr. AustiN. A sick pilot could fly a 747.

k:I;}}’e lCHAI'?MAN. Of course. He could not be a pilot if he was not
skillful.

Dr. AustiN. I don’t know. I have seen some pretty unskillful
ones. Chuck, have you?

The CHAIRMAN. N¢, [——

Dr. AusTIN. I am not being facetious, sir. The——

The CHAIRMAN. Are you trying to tell me——

Dr. AustiN [continuing]. Health is very important. And of course,
we do know that medical factors and physical incapacitation due to
medical factors is a_low, a very rare instance cause of accidents.
But it is still a significant one that we have to deal with.

The CHAIRMAN. All right. In review before I ask Mr. Rinaldo to
take his time, what we have established is that age 60 was just an
arbitrary age that was picked and was not based on scientific evi-
dence or chosen by a scientific method. Age €” was established in
an arbitrarv manner.

We established also that there are those whe .hink it should be
lower and some who think it should be higher.

We also have established the fact that there is a new system,
new ways of making a determination with regard to the capability
of the individual to function effectively. Have we established that?
Is there such a method?

Dr. AusTiN. No, sir. I do not think so.

Mr. Broderick has a comment,

The CHAIRMAN. Dr. Williams, didn’t you tell the committee that
we do have such a method?

Dr. WiLLiAMS. Yes, sir. I reported, and I believe borne out by the
testimony of Dr. Koonce and Dr. Fox, that in the last 2 years we
have had considerable advances in our capabilities of measurin,
numerous organ functions and have shown, s the testimony indi-
cates, that the functioning, absent disease, in virtually every
system of the body is very well maintained into late years.

So I would say yes, sir, as my testimony indicates, there are ad-
vances in the capability.

The CaairMAN. Dr. Koonce, do you agree?

Mr. KooNCE. Yes, sir. I do agree with Dr. Williams’ statement.

The CHAIRMAN. Dr. Fox.

Dr. Fox. Most certainly in the area in which I am competent,
cardiovascular disease. Yes, sir.

The CHAIRMAN. Dr. Austin, however, does not seem to airee

Dr. AustiN. Well, no, sir. I agree entirely with what they have
said. The problem we face is that the heart does not fly the air-
plane, the brain does not fly it, the kidney does not fly the aix-
plane. It is a very complex body, a human being, that flies the air-
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plane, made up of these talented gentlemen. And although we can
identify individuals that have, a group of individuals that have a
risk, which you have even reduced in your declining—l:f' doi.nlg‘
mort: and more tests reduce it to even 1 percent, that is still a ris
analysis against a group of individuals.

And to identify precisely that one individual that you can s:ly,
next week, fellow, you are going to do it, is going to be difficult.

We feel like that we would like to have a little more than that.
And as Mr. Broderick noted, we are still looking, and it might
come someday.

The CHAIRMAN. Mr. Rinaldo.

Mr. RinaLpo. Thank you very much, Mr. Chairman.

Mr. Chairman, I understand a couple of minutes before I arrived
here, you decided not to allow opening statements. Just to lay the
foundation for a couple of questions I want to ask, I would ike to
make a couple comments at the outset.

I want to begin by stressing that I am a strong opponent of age
discrimination and that, as you know, Mr. Chairman, you, Con-
gressman Pepper and I have introduced legislation to amend the
Age Discrimination in Employment Act to prohibit mandatory re-
tirement at any for virtually all occupations.

I think to put this hearing in focus, however, we have to recog-
nize that the key question today that we face is not simply whether
or not anyone opposes age disczimination. We, I think, as Members
of Congress, owe a legal and moral obligation to the flying public to
be absolvtziy certain of the safety of eliminating the Age 60 Rule
gefore wfg E::aafmper with a regulation which has given us such a high

o ety.
ngress has required the FAA to ensure that all airline compa-
nies, and I am going to quote, “perform their services with the
highest possible d of safety in the public interest.” Those
words are quoted di from the law, as you recognize, Mr.
Chairman. And I think all of us ought to bear them in mind as we
reflect on this very, very difficult issue.

I am not locked into any one position. But let me give you some
of the things that have intrigued me so far this mor;.ing.

Dr. Williams quoted a study of the f\ilot retirement age done by the
National Institute on Aging in 1981, that found, in offect, Doctor,
as you said, no convincing medical evidence to suﬂport age 60 or
angrother specific age for mandatory retirement. Is that correct?

. WiLL1AMS. Yes, sir.

Mr. RinaLpo. Now, that is a point that those against the rule use
in their arguments.

On the other hand, if yca read the NIA studg in its entirety, you
will find out that they specifically recommended that the present
age limit for pilots and first officers be retained. Let me quote that
paft of the study which heretofore was not quoted at this hearing.

t says:

Aircraft uccidents attributed to acute or subtle incapacitation from disorders asso-
ciated with ?mg have occurred in the United States and eisewhere. The available
actuarial an (mﬁdemxolog'gca.l damut that the probability of such accidents
will increase if the age limit is in X
Wu recognize that statement from the report, Dr. Williams?

Do
Dr. WiLrLiams. That is direct from the report, yes, sir.
Q
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Mr. RiNaLDO. Thank you. The NIA study further concluded that
no medical or performance appraisal system now exists which
could serve as a safe substitute for the Age 60 Rule.

And, you know, I listened to a number of physicians here this
morning, doctors testify that there is a new system. Yet, in prepa-
ration for this hearing I have read numerous reports by doctors
who would say right off the bat that there i8 no new system.

I want to quote, for example, from a letter from a highly respect-
ed physician, Dr. Earl Carter, an M.D. and a Ph.D, a professor of
preventive medicine at the very highly respected Mayo Clinic in
Rochester, MN, who stated,

The big issue is whether or not we have the technical methodology to select spe-
cific individuals on a functional basis rather than on the basis of the calendar. I
maintain that we do not as yet have this scientific competence and, thus, must
retain the arbitrary position of selecting an age of retirement.

[The letter referred to by Representative Rinaldo follows:]
Mavyo Cuiwnic, July 6, 1979,
H. Grapy GaTuN, M.D,,

Director—Operations, Air Transport Association of America, Washington, DC.

DeAR GRADY: Again with regrets at my inability to attend the hearings set for
next week Lecaus> of a firm commitment that I cannot change, I should like very
much to provide the following comrents concerning your communication to me of
June 22 in which you referred to me copies of the prepared statement by Stan
Mohler relative to the age 60 retirement issue.

I shall simply go through this document and comment on various areas to which
you can refer on your own copy. On page 58 in the fourth paragraph Stan makes
the correct point that “individuals differ markedly in changing with the of
time”. No one has ever disputed this. The big issue is how to find which ones have
changed the least in terms of qualification for flying.

Indeed, the remainder of his comments on the first paragraph on page 58 seem to

ous truth. We are not questioning the obvious,

We are only raising the supreme question as to how we go about detecting those
individuals whose natural aging process has not gone beyond the bounds of accepta-
ble air safety factors. Everyone knows that the current age 60 retirement rule will

big issue is whether or not we have the technical methodology to select specifically
individuals on a functional basis rather than on the basis of the calendar. I main-
tain that we do not as f'et have this scientific competence and thus must retain the
arbitraxy position of selecting an age of retirement for lack of a more “‘scientific ap-

proach’”.
Stan himself in his ovn publication in 1973 staunchly defended the 60 retire-
ment rule. And, readi.g his article carefully will reveal that he based ition

not only on the cardiovascular factors involved but also on factors related to the
integrity of the central nervous system. He did not neglect psychometric factors, in
other words, in his own 1973 publication supporting age 60 retirement,

Accordingly, Stan must now base his current position on data Eathered subge-
quent to his reﬂort of 1973 for there is no other rational basis whic, one could use
to explain his change of position.

Now, as one carefully reads Stan’s position it is clear that he is banking heavily
on studies accomplished by Doctor Bruce as summarized on page 57 of Stan’s state-
ment. As I have stated before, if a pilot were essentially “a flying heart” then we
would indeed have an entirely different problem and certainly would have a much
simpler task in selecting pilots to ﬂ{ beyond age 60. Stan is resting heavily upon the
need of cardiovascular fitness as clear y indicated in his statement. Again, rardio-
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vascular fitness alone hardly constitutes the total requirement matrix for the safe
operation of an aircraft.

With these general statements in mind I should like to make a few specific com-
ments with respect to page 57 of the Mohler statement.

In the second paragraph he states that each pilot has a “longitudinal record of
flight performance which is available”. I doubt that anyone could ever show a corre-
lation between aircraft accidents and the “performance record” of a pilot. It has
been my experience over the years that invariably wken a given airline company
makes a statement following an accident it always seems to be “one of our best
pilots”. And, with respect to flight testing as measures of continued competence this
Eresumes that those functions accomplished during the flight test procedure are

ighly correlated to the ability of the pilot to react in an emergency particularly
when it is almost inevitable he is to encounter a situation unique and not within his
previous experience. I think it is quite clear that a perusal over the last several
dozen of US. airline accidents that each were quite unique requiring prompt and
“original” action on the part of the pilot. I question whether the “routine proficien-
cy testing” is necessarily a guaranteed assurance that the pilot can perform well
under unrehearsed and uniquely new situations. Any of us airline medical directors
can tell you examples of pilots flying today who continue to amaze us at being able
to maintain their proficiency ratings. While the proficiency check is obviously cru-
cial I ?uestion whether or not it is a perfect enough instrument to protect us from a
lack of originality in the prompt and correct solution of totally new problems. This
latter ability is definitely affected by the aging process and ultimately experience no
longer over-rides the deleterious effects of aging on our ability to process totally new
data to solve a totally new problem.

In the third paragraph of page 57 Stan points out that the age 60 retirement rule
is “arbitrary”. To be sure it was based upon the best knowledge available at the
time. And, if one goes over the original data gathered for this pu one will
quickly see that the study group could have set the retirement age at 5 as easily as
age 60 on the basis of the data available then! The original study group has never
denied the prominent role played by ‘“‘best clinical jmement" in arriving at the
retirement age of 60. But, it was really set on the generous side if one simply pe-
ruses the data with respect to cardiovascular and cerebrovascular disease in the
U .S. population as a function of age.

Stan points out that there are at least 50 individuals over age 70 carrying a Class
I Airman’s Medical Certificate. Again, is this alone an adequate criterion for operat-
ing as an airline pilot. I am sure that we could find individuals age 80 right now
who could pass a Class [ Airman’s examination. But, how many would wish to have
them operate as an airline captain!

In the fourth paragraph on page 57 Stan points out inadequacy of requirements
for the FAA examination. For example, he correctly points out that certain blood
testing is not done, chest x-rays are not done, smoking history and obesity are not
considered and so forth. He is entirely correct and Stan should know that the only
reason these factors have not been introduced m ago is because of the fierce pres-
sure brought to bear against the FAA both by A and AOPA. I myself was in the
midst of a fierce controversy when Pete Siegle tried to add the stress ECG as an
examining procedure for the more elderly commercial pilots. The blame for the per-
functory nature of the current flying examination must rest squarely on the pilot
population and not on the FAA or those in aviation medicine.

n page 58 Stan referred to our work here (Orford and Carter) in the fifth para-
fraph. Our work was not oriented toward the aﬁ'ing process per se but rather to the
act that the airline pilot appeared to behave like the nonflying population when
corrected for age and it was seen that the pilots enjoyed morbidity and mortality
very similar to their nonflying cohorts simply because the threats to health these
days is lifestyle manifested in terms of smoking, obesity, high blood lipids and sed-
entary existence. Our work actually showed that the professional airline pilot was
not very different from his nonflying upper middle class counterpart.

On e 59 in the third and fourth paragraphs Stan refers to research done on
the agll):g process and criticized previously reported work (e.g. Spirduse and Clifford)
on the basis that it was inappropriate to compare the elderly group to the young
group because the elderly grous) l:{ the time they became older would have been
afflicted with disease and possibly depression. Certainly this is true but the younger
population certainly is not immune to such factors either. Accordingly, if one were
to eliminate disease and depressed individuals from the older group one would have
to do precisely the same selection with respect to the ounger age group and remove
the depr and the ill from that group as well. And, ! would be willing to bet
that the young group so selected would still do better than the older group selected
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In & similar fasnion with respect to the parameters tested related to . _chomotor
function

This same statistical problem applies to the comments on the same page related
to the “‘housand aviator study” and other related work. It simply is not valid to
compare these “thousand aviators” to the general population without first tting a
“general population” well matched in terms of age, ethnic bac und, and scveral
other important cultural behavioral factors. To come at it another way, if the avi-
ators do fare better than the general population, proper analysis should identify
some differential factors) to account for this. It is e{:vays difficult to compaie pilots
to nonpilots because of the tendency to eliminate persons who develop d'sease from
the pilot group and again to be certain of appropriate match in terms of demograph-
ic factors as well.

The cormments on the top of page 60 represent “testimonials” which really are of
no value in trying to asce.tain a scientific issue. All of us can recount remarkable
cases of anything. All of us admit . at there are airline pilots flying today who
would prol.ably be competent to fly until age 80. But again, the big problem is that
we have no reliable way ncw to pick (hese men out in advance, d, to reiterate,
measurement of cardiac function alon> is not the answer. I have in my practice
many a patient with a splendid cardiovascular system who is overtly senif; gecause
of specific cerebrovascular changes. Just two weeks ugo I saw an airline Eilc who
performed beautiful on the treadmill but who no longer can read above the sixth
grade level! And, I mir 't mention that his neurological examination is negative. It
took a CT scan with contrast to demonstrate his ear, y Alzheimer’s disease.

Well, again I hope the above comments will be helpfui to you and I certainly
re%xl-et at being unable to be with you rsonally during the weel{ of July 16.

e
16.

. I}

ase feel free to call me by telephone anytime except during the week of July

With warmest personal regards.
Sincerely,
EArL T. CARTER, M.D., Pu.D.

Mr. RiNaLDo. So I ihink that proves, wouldn't you say, Dr. Wil-
liams, that there is, still to this day, a diversity of opinion in the
medical community?

Dr. WirLiawms. I thiak you would have to accept that there is a
diversity of opinion. I would simply add that the careful study o"
the NIA, commissioned first to the Institute of Medicine, and [ was
a member of the Institute of Medicine original study, and then fol-
lowed by the NTA panel. concluded that as a consensus of that
careful study that there was no basis, medical basis, for an arbi-
trary rule of an arbitrary age for determining competence of pilot
performance.

Mi. RiNALDO. Yes, but they determined, and that is the
bottom line at this point, that a¢ ¢ the time of this study that age
60 should be retained.

Dr. WiLLiams. If I might just add, Mr. Rinaldo, they specifically
recormmended that studies undertaken to determine the effec-
tiveness of substituting functional assessment for the age 60 rule.
Thley did not stop with simply saying as of now leave the age 60
rule.

M:. RINALDO. Yes.

Dr. WiLLiaMs. But they specifically requested or recommended
that we move toward functional assessment as our basis,

Mr. Rinacpo. I agree with that. I agree with that completely.

You know, one of the problems is if the age 60 rule ‘s repealed,
airline pilots will not be subject to retirement until age 70, accord-
ing to the terms of the Age Discrimination in Emp%oyment Act.
Now, you know, based on everythirg I have heard this morning,
wouldn’t you say that, and I will ask General Yeager that question,
wouldn'’t you say that age 70 is just as arbitrary as age 60.
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General YEAGER. If you just select it for that purpose, yes, sir.

Mr. RinaLbo Would you say that age 80 is just as abritrator—
arbitrary?

General YEAGER. To get around to the meat of the problem, Mr.
Rinaldo, you have got an awful lot of pilots reaching age 60. And in
my opinion, we have the capability of evaluating and elimnating
those pilots that should be eliminated for safety purposes only.

Mr. RinaLpo. All right.

General YEAGER. Let me finish the statement. And in my opinion
there was a tremendous amount of money spent in training all of
these air crews. And just to arbitrarily ground them at age 60 be-
ccgluse of that age in my opinion really does not make good economi-

sense.

Mr. RinaLpo. All right. Then I would like to ask you one other
question. You said we have the capability. Would you tell me what
tests we should use?

General YEAGER. In my opinion, all pilots, airline pilots who
reach age 60 should be evaluated by a board of doctors and, if nec-
essary, evaluate them through the thallium test, muga test, and
CAT 'scan test, if it is necessary, or if they have any indication of
any failure of their physiological capability. Ard we, in the Air
Force, when a pilot is picked up at a physical with a discrepancy, is
sent to the School of Aviation Medicine and evaluated, and either
put back on flying status or permanently grounded.

Now, to me it is a waste of money to arbitrarily ground a pilot
because he is 60 years of age, because in my oglll:lon we have the
medical capability of evaluating pilots and picking out those who
would be a safety risk.

Mr. RinaLpo. I respect your opinion. On the other hand, there
are very eminent physicians who agree that we do not have that
cagbility.

t me ask you another question along that sarae line of reason-
ing. If we evaluate pilots at age 60, when do we evaluate them
again, at what age, in your opinion?

General YEAGEF. Well, you evaluate—In my opinion you do not
let them get away with anything because they reach, reach age 60.
The point is we evaluate them in accordance with FAA regulations.
And that is every 6 months they have to pass a class one physical.

Mr. RinaLpo. Do we, suppose a pilot is 90, do we still keep evalu-
ating him?

General YEAGER. As long as he demonstrates a capability to op-
erate his equipment?

Mr. RinaLpo. A hundred years old? You would have a 100-year-
old man flying an airplane?

General YEAGER. Age means nothing, Mr. Rinaldo.

Mr. RinaLpo. I want to ask Captain Shaver one question because
it interested me. Twice in your testimony, Captain, you said you
are testifyin% and I am quoting you directly because I wrote it
down, “op behalf of 20 million members of P.”

Now, quite frankly, I brought some of this material home last
weekend. My father is 78 years old, and thank God in relativel
good health, and he res 1 some of it. And he is a member of .
And he dor not agree that the rule should be changed until such
time as there is almost complete unanimity on the part of the med-
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ical community that there is a workable and accurate test that vir-
tually all professionals in the medical community agree is a good
test. So I think the record should show that when you say that you
are testifying on behalf of 20 million people, that is an erroneous
statement.

Let me ask you this. Was a roll taken of the members of AARP?

Mr. SHAVER. Mr. Rinaldo, I do not know. I was asked by the
AARP to represent them and speak on their behalf by the staff,
l1;\ndhthis was read wita great detail, word for word, and approved

y them.

I would like to ask you, sir, with all respect, you speak for the
constituency of your district, and do You represent that all of the
people in your district are for what you say? I mean, we are in the
same boat, I think.

Mr. RINALDO As I said before, if we can safely abolish the age 60
rule, fine. I have not yet seen clear and convincing evidence that we
csn do so at this time. I take a poll of the voters in my district every 2
years, and so fax ihey have reelected me six times. But I will bet that
if I took a poll and asked my const.. ‘ents how many people would
want to fly in an airplane with & 1"-ye. r-old pilot, very, very few of
them would want to take that risk.

I have no further questions, Mr. Chairman.

Mr. SHAVER. Interesting discussion.

The CHAIRMAN. The Chair recognizes Mr. Stallings.

Mr. SraLLINGS. No questions at this time, Mr. Chairman.

The CHAIRMAN. Mr. Lightfoot?

Mr. LicyTroor. Thank you, Mr. Chairman.

T ~pproach this with somewhat mixed emotions, as I share a bit
of ackground with some of the gentlemen at the table. I am a
flight instructor and a pilot. And I had an opportunity at one time
to fly the F-16 on a demonstration ride, and I have flown some of
the sofsl'(l’isticated simulators that you talk about, particularly the
721. Also, I have & father who is 74 years of age and still an active
farmer. He decided he would wear out instead of rust out. Al-
though, quite frankly, I am not real happy riding with him in an
automobiiz.

And I guess one of the satisfactions of instructing people to fly is
to walk on an airliner someday and recognize the name on the door
as some young student that you saw hanging over a fence when he
was 13 or 14 years of age. That happened to me once, and I consid-
ered very seriously taking the bus.

But I think what it boils down to is what the gentleman, Dr.
Austin, was talking about with the FAA. That is, regardless of
what the health status might be, the prime criteria on a pilot is
juc!ljment, which is something that is extremely difficult to test or
evaluate. And you gentlemen are here because you have exercised

ood judgment; you probably had a few close calls and learned
%rom them. That is why you are still here today.

So I agree with Mr. Rinaldo’s position on age discrimination.
That is, why do we just pick an age and nobody is any good after
that puint or prior to that point?

This issue, I guess, will be settled before the committee that Mr.
Boehlert and I serve on, which is the Aviation Subcommittee. Lis-
tening to the conversation this morning, would it be a fair assess-
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meat to say that the disagreement really is over the evaluaticn
standards that we use, going along with what the general men-
tioned a moment ago, that is, siarting at an arbitraz age and let-
ting each individual prove their worth at that point? Is this basical-
ly, when we get underneath all the rhetoric, where the real dis-
agreement lies?

Mr. Broberick. I think so, sir. It is a question of what to meas-
ure, how to measure it reliably, so that the result, which is essen-
tially 99.999 percent of all our flights every day end without inci-
dent, so that that result is not disturbed.

Mr. LicHTFOOT. So in the end—to serve the flying public, the
pilots, all of us that are involved—from the FAA perspective, what
would these gentlemen have to bring to you as an ment that
they do have the proper evaluation to do that type of thing now? A
combination of what the general has mentioned with the Air
Force? With what these gentlemen have done? Where should we
go? What should we be looking at in a positive way to arrive at a
solution to this issue?

Mr. Broberick. I think Dr. Austin could probably outline for you
a couple of the areas that generally cover human factors as a
whole. It is not one thing. It i8 not merely heart cr kidney or lung.
It is everything all put together. And more importantly, it is know-
ing what to measure to indicate that pilots will perform safely and
predict when they will not perform safely, and be able to segregate
those two groups.

Mr. l})m.u.no. Will the gentleman yield for a ananimous-consent
request’

r. LicHTFPOOT. Certainly.

Mr. RiNaLpo. Mr. Chairman, this hearing is becoming increasing-
ly more interesting as it goes on. And I want to compliment the
gentleman for the question he just asked because I think he really
got to the real core of the problem.

4And I would request unanimous consent at this time that the
record remain open for 30 days so that the doctors who are iestify-
ing here will have an orportunity to submit on the record the exact
test that they feel is capable of froperly measuring a person’s abili-
ty to perform as an airline pilot so tnat we can have '. on the
record and the committee will be able t. avail themselves of that
information.

At the present time I do not think in any of the testimony we
were given the exact test that you all agree on is the test that
should be used.

The CHAIRMAN. All riglit. Without objection it will be the order.

May I remind the gentleman that a hearing we held almost a
year ago, was concluded, and it was decided that both the FAA and
the pilots’ oxr'ganizations meet to discuss the proper examination to
measure performance. After they hed met and discussed it and
agreed on some measure, they would sibmit it to tk 2 committee. I
just asked whether or not that meeting ever took place? The
answer i8 no, the meeting never took place.

We recognized some time ago that this shouid be done. Now we
are back at the same point.

Mr. RINALDO. We are back at a little different point, Mr. Chair-
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The CHA'RMAN. No, we are not.

Mr. RiNaLpo. This time we ase asking the doctors to do it. I
think it is different to have the doctors and the Airline Pilots’ As-
sociation, for example, meeting to work out a plan. Here we want
the dcctors to come up and give us the plan thut you think aceu-
rately and reliably measures future performance based on the med-
ical characteristics of the individual being tested.

The CHAIRMAN. Well, that is exactly what wae asked before. We

Austin. It has not happened. I hope that it does.

Dr. AusTiN. Well, I hate to be classified as a doctor on one side or
the other. I hope we can unanimously work together with all the
community. And we certainly try. .

I recall—and I was not around since I just came aboard October
1984—there was an NPRM put out in response to this business,
and it suggested some ways that this coul be done for public re-
sponse and so forth, and it was turned down. So we have done, we
have done some things. We have gone out with a public rulemak-
ing process and done some things.

And of course, there are lots of things in the medical community.

Now, another thing, and Dr. Carter’s name came up. Dr. Carter
is on the Risk Committee of the—besides being an aerospace medi-
cine specialist, he is also a cardiologist—he is on the Risk Commit-
tee of the AMA contract that the FAA has gone out for to evaluate
the standards for airline—for pilots, not airline pilots, everybody.
That contract will be reported out in February 1986. It will be
avaiiable for the public.

And that is going to be a rather extensive treatige on the state-
of-the-art and the standards, Many of the tests which were referred
to here and the need for us to do these, we have never been able to
convince a pilot who is qualified according to our flight 1physical,
when we see that he is smoking or has a high cholestero] or does
not exercise, and all those other good risk factors that Dr. Fox and
the nthers talk about, we have not convinced him that it is in his
best—that he is required to go anc get one of the blood tests or
something like that. Many times we get the tests if there is some
other factor that we can find him disqualified for.

So we have been using those tests very extensively to qualify the
people that we have. And we qualify those regardless of age.

If a person comes in, passes a fﬁght physical, and then if they
have a disqualification we g0 through all the thallium scans and
the risk analysis type tests and find them qualified and I feel that
they would not be an impact on safety, we will certify them with
any class of certificate shey want, no matter what the age. And sev-
eral of the people, many nf the people here carry their first class,
second<class and third-class cartificates beyond the age of 60.

The CHAIRMAN. Mr. Lightfoot.

Dr AusmiN. That is for individual, individual people that we
have certified. That does not change in any way the feelin for air
carriers, of course, which is a different rule entirely. And I cannot
waive that rule. That is not a medical rule.

e CHAIRMAN. Mr. Lightfoot, do you have any other questions?
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Mr. Licurroor. No, Mr. Chairman. I think that pretty well an-
swers it. What we all want to do in the end is to achieve inaximum
sgfety for the flying public and let pilots perform for as long as
they can.

As Captain Shaver, I think, alluded to, there tends to be a little
bit of a love affair between the men and the machines—the only
one my wife will allow in o1r household. And * errible thing
to have good talent be wa.-ed down the road. think that is
what we need to work toward to ensure it does ..... nappen.

And I appreciate the questions this morning. Thank you.

The CHAIRMAN. Thank you.

Mr. Tauke?

Mr. Tauke. Thank you, Mr. Chairman.

Dr. Austin, what kind of tests do you perform in order io recer-
tifﬁra pilot who is recovering from a major illness?

. AusTIN. We depend upon the specialists to decide clinically
what they need, plus, we lay on some minimums for ourselves. If a
person has had a heart attack, myocardiai infarction, we know
they have arteriosclerotic heart disease most likeiy, and we ask
them to, after they have recovered, we look at all their hoepital
records to see the extent of it, have them, like they do down at
Brooks and at Pensacola, have all the specialists, if it is indicated,
the opthalmologist, the cardiologist, the neurologist, an y that
there may be a system involved, give us an opinion. And we do
these exotic tests in every increasing complexity, as indicated by
them being positive or negative, that was discussed earlier.

Mr. TAUKE. Well, is there a greaver risk that an individual who
has had a heart attack will have another heart attack?

Dr. AusTiN. Strangely enough, among our pilot population, and I
think it would be borne out in the private poY tion, once a
person has a heart attack it is God’s way of telling you to slow
down. And they change their lifestyle. Particularly the pilots if
they have them, most of them, of couse, will occur 40, 45, 50, 55,
they do not have them again. If they do, they have not changed
their lifestyle enough.

And, of course, the thing that has come about lately, is surgical
correction, invasive percutaneous angioplasty and bypass surgery.

One of the interesting things that has happened in that arena,
and this is certainly an advancement that we have statistically
ﬁroved in the last few years—or it has been statistically proven, we

ave not, of course—is that people who have therapy reduce their
risk of sudden death, as one criteria, by 76 percent in some catﬁf;
ries because they, because they have the proper therapy, and
probably because they change their lifestyle: quit smoking,
cise, lower their cholesterol and control their blood sugar.

Mr. Tauke. I guess it would seem to me—and maybe tell me
where my logic is wrong—if an individual has a major illness it
probably, and they then come back as pilots, there probably is
some danger that that group, the group that has had a major ill-
ness, would not perform as well as those individuals who have not
had a major illness. You conduct tests, obviously, to determine that
some members of that group who have had major illnesses are ca-
pable of performing. ind yet when it comes to the over 60 popula-
tilon, it appears as if you are not willing to make those same kinds
Q
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of judgments that there you have a group, too, where the risk is
undoubtedly higher than for the under-50 group.

Dr. AusTIN. No, sir. As I pointed out, from the purely standpoint
of certification for class one, two and three under our present regu-
lation, and that does not mean it might nct change, that we, we do
the tests regardless of age and we give them the ticket if we feel
that they are safe. The issue is——

Mr. TAuke. But it is not regardless of age because you do not do
it for people over 60.

Dr. AusTiN. Oh, yes, sir. We, we give a first-class ticket to the
man who is qualified over 60.

Mr. TaukE. Oh, pardon me.

Dr. AusTIN. Seventy, 88. But there is still, in another arena, if
you will, apart from all that, that is why it is a little bit out of con-
text to start talking about how we certify all these folks that are
basically under 60, the pilots that we return to the cockpit. And I
think all the people involved are happy we are doing that, and feel
that it is safe. And we heard that comment. It is a little out of con-
text, the concern of the FAA goes beyond the medical issue. It is a
safety issue and reliance and a total reliance on safety. And that
would be Mr. Broderick’s point.

Mr. Tauke. Well, I understand that. But it is still the same
safety question for the 55-year-old pilot who has had a heart
attack. And I guess there you have a group of individuals who per-
haps have a potentially higher incidence of danger and but yet you
make a judgment that some of them can go back into the cockpit.

What I do not understand is why can’t those same tests we used
to ;‘letermine whether an individual who is 62 can be in the cock-
pit?

Mr. BrobpERICK. Sir, because the cardiology situation is only one
small part of overall flight performance. And I think the answer to
the question in layman’s terms, which are the only terms I can
give you, is as follows: we understand a lot mors about very specific
diseases in certain areas. There are some diseases and some inci-
dences of incapacitation or illness fur which we have no satisfac-
tory explanation, cannot assure ourselves of the safety of that pilot,
and the pilot will not get certified. So it is not in every case.

If we understand the disease, if we understand the progression,
and we apply adequate testing to assure ourselves that that pilot
over the next 6 months or 1 year has an equivalent level of safety
performance to a pilot who is othe. wise healthy, then we will in
fact certify that pilot and allow that pilot to fly. We understand
what to measure, how to measure it, and it is a medically accepted
way of doing ihings.

The point is with regard to the other factors, the physiological,
psychological factors, that are known to degrade after—with age,
at any age, after age 40, we do not understaud how to measure
those. We do not even understand which are the most imp~~tant
ones to measure.

Mr. TAUKE. Let me ask one additional thing in relationship to
that.

Dr. Austin, what do you—you indicate that you are always look-
ing at new tests and trying to find ways to measure these things.
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How dq’ you keep track of the advancements in the medical com-
munity?

Dr. AustiN. Like everybody else in the medical community, read
the literature, and people write us letters, tell us about them fre-
quent%.

Mr. Tauke. Do you have any kind of group you——

Dr. AusTiN. Well, the AMA group now we convened has been in
process for a year now, very extensive in all the specialty areas.

Mr. TAUKE. And they are lookinﬁat this specific issue?

Dr. AusTiIN. At the standards. No, not at age 60. No. They are
looking at our standards which—our medical standards for certifi-
cation one, two and three.

Mr. Tauke. OK. But what I am wanting, 1 guec. the point that
Mr. Lightfoot made that I think I concur with is that the question
seems to be, do we have a test which can determine whether or not
someone over age 60 is capable? And I am wondering how——

Dr. Ausmin. Capable of what?

Mr. Tauke. These gentlemen have said—of flying a plane.

Dr. AustiN. Thank you.

Mr. Tauke. These gentlemen have indicated that they think
there are these kinds of tests. You say t* ere are not those kinds of
tests. I want to know what you do in oraer to make that determina-
tion that you are right and they are wrong?

Dr. AusTiN. Cannot prove the negative, Mr. Broderick says. And
I agree with that. My opinion.

Mr. TAUKE. Is there anybody else besides you who makes the
judgment as to——

Dr. AustiN. There’s one or two other people that have that opin-
ion. And we have certainly a lot of people to consult with.

The Aerospace Medical Association, the primary association for
medicine knowledge and expertise, wrestled with this back in the
old days. And they were split. Maybe not down the middle, but cer-
tainly split.

Mr. TAUKE. One more question, if I may, Mr. Chairman. The
American Airline Pilots’ Association apparent?' is in favor of the
age 60 rule. And nobody from the group would testify today. But,
Captain Shaver, are you a member of the ALPA?

Mr. SHAvVER. I was for 38 years, but since they have been using
my dues money* to fight the age-60 situation in court I ceased being
a member. They do not really like me right now.

Mr. TAUKE. you kncw, do you know on what basis the ALPA
has made that—taken that position? Is it on the basis of a poll of
members? Do the majority support it? Is it on the basis of some
other principle?

Mr. SHAVER. Well, until the midsixties or early sixties, ALPA
was very much against the age-60 rule. However, there are many
more young members of ALPA than there are older ones. And
when I first became a member of ALPA, captains had a full vote,
first officers, copilots, had half a vote. And soon after I joined we
voted to be very democratic and allow first officers or copilots to
have a full vote. Later we ended up with a third man in the cockpit
even vounger who also has a full vote. So it is two against one. The
two younger people in the cockpit want that old guy out of there so
they can have his job. That’s the n"its and bolts of it.
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[The following material was subsequently received from Mr.
Shaver:]

To answer your question, Mr. Tauke, ALPA has not taken an official poll of its
membership on the issue of the Age 60 Rule. According to testimon presented to
the Aviation Subcommittee on July 19, 1979, by Captain John J. 0’&)
had opposed mandatory retirement based solely on age from 1936. He said the Aseo-
ciation had maintained and strenthened its policy of opposing such mandatory re-
tirement on a number of occasions. In November 1980, ALPA’s Board of Directors
changed its longstanding policy to one which supported mandatory retirement at
age 60 for all cockpit positions.

During the 1979 hearing, Captain (’Donnell said, “Anyone can get any poll to say
anything they wanted.” He said, “I would not encourage polls of the mer~eship
because there is no way to educate them (the pilots) and no matter who wrote it,
you will get some bias written into the polls.” The pilots on three individual airlines
have taken “straw-polls” on the matter. Two of the polls showed that 60 percent of
those responding favored keeping the Age 60 Rule, and the other shuwed only 40
percent of the respondents favored the rule. At this time, I personally feel there
seem to be a swing back toward the Association’s original opposition of the rule. As
with any question, there will always be those who are opposed and those in favor,
but I do not belicve that ALPA speaks for every pilot un this or any other issue.

Mr. TAUKE. Are there more pilots than there are jobs? What is
the, I guess, what is the employment situation?

Mr. SHAVER. Well, right now there is a shortage of pilots. In fact,
my schedule is to fly from Chicago to Honolulu and back, normally.
But because United is so short of pilots in Los Angeles, 747 pilots,
they are calling people out on days off, trying to cancel vacations,
asking us to fly 90 hours a month. So now I go to Honolulu and
then I (ly to Los Angeles to fly a trip that normally Los Angeles
flies.

Mr. TAUKE. Well, that is something, isn’t it. Dr. Austin, have you
thought of, have you compared the danger of having a tired pilot
fly versus the danger of having someone 61 or 62?

Dr. AustiN. This has been looked at very extensively. And we
just had a rule that went into effect about time, time in the cock-
pit.

Mr. TAUKE. Then let me just ask one more question. This is my
last one.

Dr. AustiN. A tired old pilot is more difficult for us to handle.

Mr. TAUukE. Obviously, 60 was pretty arbitrary when that was
adopted in 1959. A lot has happened medically and to our longevity
since 1959. Would it make more sense to make it 61, or 62, 63
today?

Dr. Austin. It would be just as arbitrary. And I do not think the
proponents of the rule who I have had some discussion with are
really much in favor of arbitrarily setting it, as a principle. But it
is a possibility. And I suppose that could be looked at if Congress is
going to take a look at it. We do not—we will deal with it when it
comes up.

Mr. Tauke. Thank you.

The CHAIRMAN. Thank you, Mr. Tauke.

Mr. Boehlert?

Mr. BoeHLERT. Thank you, Mr. Chairman.

We tend to think we have all the answers. And I do not think we
know all the questions.
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What do we do, Mr. Broderick, in terms of international consul-
tations? What are they doing in other nations, for example? Do
they have an age 60 rule?

Mr. Broperick. The International Civil Aviation Organization
has a rule which is modeled after that in the Federal Aviation Ad-
ministration, essentially the same for all practical purposes, all
other airlines adopt that and operate that way.

Mr. BoeHLERT. Modeled after our rule?

Mr. BRODERICK. Yes, sir.

Mr. BOoEHLERT. Are there conferences? Is this the subject of con-
tinuing discussion? Or do we require a hearing of this nature
befor. it comes to the fore again? In other words, are you talking
with your counterparts in other nations? And is Dr. Austin at your
side? Do you have this type of consultation? I do not ascribe any
ginister motives to the FAA at all. I can understand ALPA’s rea-
soning, despite all their phrases, and I can understand ATC. I
mean, they would rather have a lower, lower paid junior pilot than
a senior like Captain Shaver because it saves .n the bottom
line. But %'ugo not ascribe any sinister motives to FAA; I think you
are sincere.

But wouldn’t it be wise to have the consultations with your coun-
terparts in other countries, and Dr. Austin by your side to——

Mr. Broperick. Mr. Boehlert, we do that. We do it in several
ways: in membership on the ICAO’s licensing panel; in member-
ship on their medical committees; in various meetings at ICAO
which we are very active in, we do so. In addition, the community,
through the International Air Transport Association, the Interna-
tional Federation of Airline Pilots Associations, et cetera, there is a
continuing dialogue in the flying community.

The International Aerospace Medical Groups meet all the time,
too. So this is the kind of thing that, as Dr. Austin mentioned earli-
er, is part of the continuing professional dialogue in this field. And
it is something that comes up in greater or lesser degree ell the
time; just another subject of continuing discussion and effort on
everybody’s part.

Mr. BoeHLERT. On page 4 of your statement you make reference
to a June 1983 study. I was wondering about the correlation of fig-
ures in terms of private pilots’ accident rate, age 60 and beyond
versus those who are not age 60. Is there any compelling evidence
that leads you to conclude that if you are up there in a plane past
age 60 you are more dangerous to yourself and society?

Mr. Bropberick. Well, we would be happy to supply a copy of the
report for the record, sir, if you would like.

e did do some analysis of—in following the NIA study. We pub-
lished that report in 1983. And just recently I asked for some addi-
tional analysis of that data. And I was quite struck by the fact
that, and as I said in testimony, I do not attribute conclusive evi-
dence to this, but I was quite struck by the fact that between the
ages of 60 and 70 the probability of a pilot that has a first- or
second-class medical and has more than 5,000 hours of experience,
which is quite a bit of flying time, the probability of that pilot
being involved in a general aviation accident is some 2% times
greater than a pilot of the same qualifications aged 50 to 59. There
ils quite a striking difference in the data.

<
ERIC 50

IToxt Provided by ERI




45

That represents not a sampling of data but, in fact, that is the
accident data as measured by the National Transportation Safety
Board over the period of 1976 to 1980, normalized by all of the
flying time done by all of the pilots of that class in that same
period of time, broken down by decade of age.

There is no question in our mind that that data, as I indicated,
gives one cause for concern and caution if we are to change the
age, whether we change it from 60 to 61, or 60 to 59, we are con-
cerned that there may in fact be a nontrivial effect on safety.

General YEAGER. Is that the general aviation area, though, Mr.
Broderick?

Mr. BoEHLERT. It’s the—Yes. .

Mr. BropErick. Yes. It is, in fact, a measure of general aviation
accident rates. And I guess I would, I would say that we recognize
that we cannot possibly get the same data for air carrier operations
because we have no pilots in command of air carriers over the age
of 60. But it is people who, some of whom may, in fact, be flying as
second officers in airplanes who contribute to this data base. It is
the same people using many, if not most, of the same skills.

Mr. BoEHLERT. Mr. Chairman, do we have for the record the test
given to these people, all the requirements of the test?

The CHAIRMAN. No; we do not have it. But we are going to ask
them to submit it. It is so ordered.

[See appendix 3, p. 155 for the “Guide For Aviation Medical
Examiners” requested by Chairman Roybal.]

Mr. BoeHLERT. Because I am just wondering, Mr. Broderick, look-
ing at page 4 of your statement, and you list several things that
“relate to the loss of ability to perform hiihly skilled tasks rapid-
ly,”—I understand how you can measure that—‘“to resist fatigue,”
well, that is somewhat questionable. But how do you measure an
ability to “rapidly apply experience, judgment, and reasoning in
new, changing, and emergency situations?”’ How is that measured?

Mr. Broberick. If we knew how to measure that, I can assure
you that that would be one of the tests that we would want to give
to all pilots. We do not know how to measure that.

Mr. BoenLerT. That is the essence of the whole thing?

Mr. Broperick. That is correct.

Mr. BoesLERT. OK. Thank you very rauch.

No further questions, Mr. Chairman.

The CHAIRMAN. Mr. Volkmer?

Mr. VoLkMeR. I would just like to briefly ask, in the event that
the Age 60 Rule were dore away with and we relied on periodic
examinations, assuming that we could come up with the examina-
tions that we can rely on, would the FAA any longer would you
propose, Dr. Williams, or Captain Shaver, or General Yeager, have
any determination as to whether or not that pilot continued to fly?
Or would the persons, the medical practitioners making the exami-
nation make that determination?

Dr. WiLLiaMs. Well, the onlIy, the only way I can reply, Mr. Volk-
mer, is that I believe that as I understand it now, the FAA relies in
the medical proficiency area on medical testing. And I believe we
can, with more recent knowledge, be more precis: in that testing.
And I believe we should continue to undertake to improve these
tests,
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Now, in the area of efficiency in flying, as Dr. Koonce testified
to, there are the simulator skills. I would just simply add that in
the National Institute on Aging regional panel report that is re-
ferred to, which was presented to Congress in August 1981, pages
22 to 25 contain a recommended approach to changing the Age 60
Rule, which recommends specific cardiovascular and/or flight profi-
ciency tests and an approach that would allow identification of
pilots at age 60 and beyond who measured up to all the criteria
that would appesar to be necessary to qualify as younger ages for
continued flying.

So there is a recommendation on the record for an approach to
change the Age 60 Rule.

Mr. VoLkMER. That still does not answer the question. Basically,
who would make the final decision based on the recommended ex-
amination, the FAA or whoever is doing the examination?

Dr. WiLLiaMs. I assume it is the FAA. The Chief Flight Surgeon
makes the final decision. But he gets the information from the ex-
aminers.

Mr. VoLkMER. All right.

Dr. AusTiN. He makes the decision based on the medical evi-
dence. But there it i3 also the ability of the operator to perform it.
He may be very medically fit, but if he cannot actually perform the
task, which may not be due to medical reasons, then the check
rides should be the determiner of it. And the airlines themselves
have been using in-house check rides as well as those FAA checks
and FAA observation flights and many other ways that they can
actually measure the pilot’s performance.

That is the bottomline: Can he do the task? And we can say that
we get—they say, they accept it—that they can give check rides,
they can assess the pilot’s ability to exercise good judgmen®, deci-
sionmaking, and do the tasks that are requisite for pilots, for cap-
tain of an airline, until he is age 60.

Mr. VoLKkMER. I understand that.

Yes, Captain?

Mr. Suaver. Sir; if I may respond to part of that. I would just
like to tell you about a personal experience. We have heard about
simulators. And I do not know how many of you have seen one op-
erate or have been in one, but they are extremely realistic.

A United 747 simulator costs almost as much =s an airplane, but
it saves millions because they are not taking an airplane out of
service to give us check rides.

When I was a 747 captain, on one oc~asior the first officer was
doing his part of the flight testing. In other wirds e was to fly by
hand, using no auto pilot, an approach to 100 feet on three engines.
And then when we would get to 100 feet there would be a truck on
the runway or something would happen, we would have to go
around. And this gentleman did such a lousy job, he did not correct
for power beins un one side and not as much on the other, and in
+his simulator we flipped over on our back and crashed. That was
the last tirae that gentleman has ever flown for United Airlines.
And he was in his very early 50's.

I think a simulator certainly can measure, certainly allow us to
demonstrate whether we can respond to emergency situations,
what our response time is, all that sort of thing.

|
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Also, from thc day we begin flying for an airline they keep
pounding into us, don’t do things too quickly. You keep hcaring
that old people move too slowly. Well, all of our training material
says, here is an emergency, count to three before you do anything.
If you move too quickly you will put out a fire in the wrong ¢ 1gine.
They are talking to younger people, to people who start with the
airline.

So speed of response is really not the crucial thing. Aad over
many, many years we older pilots have experienced just about ev-
erything that can happen in an airplane.

I think that if you came and watched one of us in a simulator
you would be astounded.

Mr. KooNnce. May I present some very recent research on re-
sponse?

Mr. VoLKMER. Yes.

Mr. Koonce. Response time.

This article was published and presented in the first week of Oc-
tober, at the Human Factor Society meeting. It is a report, re-
search report by Braune, Wickens & Strayer. They did find a gen-
eral slowing trend with age that appears to be more pronounced
with complex stimulus material.

By the way, this increase in time from the 20- to 30-year-old
group to the 50- tc 60-year-old group is 153 milliseconds. That is
slightly longer than one-tenth of a second. That does not mean an
awful lot in flying. As you stated, count to three, that is about 150
milliseconds in the meantime.

Going on here.

This results of this research,
I am quoting from it—

Suggests that the slowing was most pronounced at the stages of response selection
and execution, and that this slowing was in turn heavily related to conservative ad-
justment in the response criterion, with a corresponding shift towards more, than
less, accurate performance. The data shows no loss in time sharing ability with age.

The author goes on to say—

By the way, the younger pilots tended to respond faster but at a higher risk-
taking level than the older subjects in this study.

And the authors go on to say—

Although many of the age-related changes reported in the present research were
highly reliable in a statistical sense, these ~>sults must also be put into the context
of a large variability within the older age gioups. This variability would suggest the
danger of relying solely upon chronological age as a decision criteria. Instead, more
emphasis should be placed on the notion of functional age and objective perform-
ance-based measures

[The entire article Mr. Koonce quotes from follows:]
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[From Proceedings of the Human Factors Society—29th Annual Meeting— 1985}

AGE-DEPENDENT CHANGES IN INFORMATION PROCESSING ABILITIES BETWEEN 20 AND
60 YEARs

(RoLr BRAUNE, CuRiISTOPHER D. WICKENS, DAvVE STRAYER, AND ALAN F. Stokrs,
AvIATUN RESEARCH LABORATORY—INSTITUTE OF AviATION, UNIvERSITY oF ILLK
NO1S,—WILLARD AIRPORT, SAvVOY, ILLINOIS)

ABSTRACT P

Information processing performance in single- and dual-task configurations was
examined across 60 suhjects between the ages of 20 and 60. The objective was to
investigate the general slowing trend observed with increasing chronological age
more closely. The results supported this general slowing {rend which appears to be
more pronounced for complex stimulus muterials. However, age did not interact
with dual-task loading. Examination of the evoked brain potential data under speed
and accaracy instructions suggested that most of the slowing was attributed to re-
sponse processes rather than those of percepticn and memory. Futhermore, older
subjects were more conservative in placing their response criterion and suffered a
smaller lors when placed under speed stress.

INTRODUCTION

An increase in chronological age is usually equated with a general slowing in in-
formation processing speed and a reduced capacity. Also, age-related decrements in
dual-task or time-sharing performance are frequently reported (e.g., Birren and
Schaie, 1977; Poon, 1980; Hunt and Hertzog, 1981; Salthouse, 1982). The evidence for
age-related changes in processing latency is relatively well established suggesting a
general slowing in perception, central proceesing, and responding. The data with
regard to attertion or capacity effects of aging are less clear cut. For example, Hunt
and Herzog (1981) summarize literature supporting what is referred to as the “at-
tention deficit hypothesis”. This hypothesis states that tasks that demand more at-
tention and are more complex (e.g., dual-task or time-sharing tests) will show larger
age-related decrements than relatively simple tasks (e.g., single task reaction time
tasks). Hunt and Hertzog (1981) report a study in which subjects from ages 20 to
41+ performed a reaction t‘me task alone and concurrently with an easy and diffi-
cult memory task. Dual-task decrements increased significantly above age 40. How-
ever, Hunt and Hertzog also found that the age-related decrement was actually
smaller for the more difficult memory task. Salthouse (1982) suggests that some cau-
tion should be exercised in accepting the attention deficit hypothesis.

The data reported here are a part of a larger project that developed a battery or
human information processing tasks to examine the effects of aging on pilot per-
formance. The details of this project are described in Wickens, Braune, Stokes, and
Strayer (1985 and Braune and Wickens (1983; 1984). A subset of the results from
two experiments are reported. In Experiment 1 the focus is on a series of informa-
tion processing tasks performed under both single and dual-task conditions. The
single- and dual-task results of the various Sternberg task versions and a second-
order compensatory tracking task are reported. The general robustness of the slow-
ing in information processing is emphasized as well as the absence of age-related
decrements in time-sharing performance In Experiment 2 the emphasis is on a
more fine grained analysis of the slowing effects in reaction time, employing the
P300 component of the event related brain potential as an index of slowing of per-
ceptual speed (McCarthy & Donchin, 1981), and the speed-accuracy tradeoff function
(SATO) in conjunction with the Sternberg.

METHOD

Subjects

Sixty male subjects between the ages of 20 and 60 participated in both experi-
ments. For the purpose of statistical analysis the subjects were separated into four
age groups: Group 1 (G1) 20-26; Group 2 (G2) 27-39; Group 3 (G3) 40-52; and Group
4 (G4) 53-60. Each group had 15 subjects. The subjects were all volunteers that had
responded t0 ads in local newspapers. All reported to be in good health with 20/20
corrected vision and normal hearing. Each subject was paid for his participation.
The same subjects particiapted in Experiment 1 and 2.
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Tasks

A total of 9 different information processing tasks combined into 13 singl - o :d
dual-task configurations made up the informaiton processing test batte y useu in
Experimeut 1. Only thoee tasks for wa.ch the results will be reported are described
in more detail:

Visual-verbal Strenberg task (VV)

Prior to each trial the subject was presented a memory set of either 2 or 3 ran-
domly chosen letters. Each letter was presented for 3 seconds for two cycles. Follow-
ing this presentation, a series of probe letters was presented of which 50% were
drawn from the memory set. Using a two button control switch, the sut :ts indicat-
e4 whether each stimulus was or was not a member of the memory se. Correct re-
sponse times for “yeas” and “no” responses were averaged and the proportion of
correct responses recorded.

Auditory-verbal Sternberg (AV)

This task was identical in fo mat to the VV tack except that the ~*i:auli were
presented auditorily over he~dphones. During initial presentation tlie 3 letter
- emory set was repeated twice.

Visr.al oz atin) Sternberg (VS)

This ts~8 was analogous to the VV version, except that the “alphabet” from
wtick tr2 stimuli were drewn was constructed of line segments formed by connect-
ing paire of points in a 2(row) X 3(column) matrix. A set size ~< 8 was used.

Second-order tracking

The subjects manipulated a spring loaded control stick in the left-right direction
with the right haud in order to minimize the error on a horizontal compensatory
display. Control was exercised using secona order (acceleration) dynamics. When
presented concurrenzlg'owith the visual Sternberg tasks, the tracking err - was dis-
glayed immediately ve the Sternberg stimulus. In this case, the resp. 2 to the
Sternberg task was effected with the left hand. For all dual task combinations, sub-
jects were told to give equal emphasis to both tasks.

For Experiment 2 the spatirl and verbal Sternbe.g tasks that were em l?ed
were identical to those in Exgtriment 1. Three bias conditions were included.
The neutral condi*’.a er. ,aasized both speed 4 accuracy. The speed condition em-
phasized 1slpeeded responces and the accuracy condition amphasized a accurate re-
sponses. Memory set sizes of 2, 3, and 4 were used.

Apparatus

Expariment 1 was performed at the En%ineering Psychology Research Laboratory
of the University of fﬁinois. A PDP 11/40 minicomputer was used to generate the
stimuli and record the subjects’ performance. The computer was interfaced with a
Hewlett-Packard display generator, a control stick, an inercha#aable keyboarda.
Auditory stimuli were generated by a Centegram Corporation Mike-2 Unit, inter-
faced to the PDP 11/40. The subjlgcts sat in a sounc and light attenuated booth ap-
proximately 90 cm frum the CRT. Throughout the entire experiment subjects and
experimenter communicated by intercom cperating through headsets.

xperiment 2 was condu at the Cognitive Psychophysiology Laboratory of the
University of Illinois. Stimulus preseatation and data acquisition were ﬂgovemed by
a PDP 11/406 computer. The visual stimuli were presented on a similar Hewlett-
Packard CRT that was used in %%rimeut 1. The display was positioned 75 cm
frcml i?_he subjects. The EEG and were amglified with Van h Model 5000
amplifiers

Procedure

In Experir 2t 1 each subject was administered the complete test battery four
times, once for 1 brief familiarization period and three times as Sessions 1, 2, and 3.
The familiariza ‘on period took the form of a 1-minvte run immediately preceding
each task in Session 1. In Sessions 1, 2, and 3 each t.sk took the form of a 2minuve
trial in which response data were recordea. The duration of each complete adminis-
tration was 3.5 hours including two 10-minute intersession breaks.

In Experiment 2 all subjec.s were run through all 3 bias conditions. The slowest
changing experimental variable was the stimulus code (spatia! vs. verbal), the order
of which was counter-balanced across all subjects. All three bias conditions were run
within one stimulus code before changiug to the other code. The neutral instruc-
tions were always the first bias instructions given. The orde: -~ the speed an . accu-
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racy instructions was counter-balanced across subjects. Tifty percent of the trialr
were positive responses and 50% were negative EEG activity was recorded from Fz,
Cz, 'nd Pz electrodes (Jasper, 1958), and was stored on magnetic tape for subsequent
analysis EOG activity was corrected offline (Gratton, Coles, and Donchin, 1983B).
The latency of the P30C component was assesse- by identifying the largest positivity
in the parietal electrode within a 300-800 msez window.

RESULTS

The reported results represent a gubset of the data obained in the Wicke
Braune, Stokes, and Strayer (1985) investigation. The fcuuo here is onhthe se(lz‘o:s:
order compensatory tracking task and the different versions of the Sternberg task
in single- and dual-task configuration.

Braune and Wickens (1983) had reported that many of the tasks in the test bt
tery showed practice effects across the wo experimental sessions and that perform-
ance appeared to be more stable in the second session. To obtain a better reliabilit,
estimate three sessions were ruw in the Wickens, et al. (1985) investigation. The in-
tersession correlations showed an average of 0.83 between Sessions 1 and 3 and .86
between Sessions 2 and 3. As Session showed no interaction effects with the other
variables the data were collapsed across Session 2 and 3 to obtain a more stable per-
formance estimate. Figure 1 presents a graph of mean correct reaction times for
each Sternberg modality plotted against Age Group.
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Figure l: Mean Sternberg reaction time
plotted against age group.

Response time increased systematically with age (F=10.74, p<.001). Latency was
most rapid in the Visual-Verbal condition, intermediate in ‘he Auditory-Verbal con-
dition, :'nd slowest in the Visual-Spatial condition. These effects v’ere tested in two
A. OVAs, one 2mploying the two verbal conditions (VV & AV) condition (F=119.13,
P<.001) and a second employing the two visual conditions (VS & VV) (*=107.59,
p< MV, In the dual-task conditions subjects repeated all three Sternberg tasks
wl. : at the same time performing the second-order compensawory tracking task.
Response times in the dual-task condition shown in the right portion of Figur. 1
were significantly slower than in the single-task conditions (F=25.34, p <.001). No
evidence of any interaction of task load with Sternberg modality was found. Age
Group did not interact with dual task loading, nor were these two factors involved
in any higher-order interactions. In this rvspect, the results replicate the findings
reported by Brrune and Wickens (1983) presenting no evidence that time sharing
efficiency j’eterioratee with age between 28 and 60 years.

The results from the second-order compensatory trackirg task showed a similar
. ttern to those of the Sternberg task. Alge Croup hwi a sigaificant effect upon
tracking performance (F=18.14, p<.001). However, Sternberg modality showed no
significrnt interaction effects wni age though the main effect of task load (single
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vs. dual) was reliable (F=25.34, p <.001). This again suggests th~ absence of any age-
related time-sharing decrement.

Further support for the aksence of a time-sharing decrement due to age was pro-
vided by a factor analysis. This analysis focused directly on those measures felt to
be relevent to time-sharing. It included “Age” as a variable, the dichotic listening
attention measures, all of the dual-task decrements scores (i.e., single subtracted
from dual), and spatial tasks. The analysis showed the dichotic listening task meas-
ures to define the first factor, heavily influenced by age. The second factor defined
tracking skill, while the third factor loaded on the visual-spatial time-sharing decre-
ment along with the hidden figures measures. The four.n factor was defined by the
three time-sharing decrements in reaction time. Significantly, this factor did not
vary with age, reinforcing the independence of time-sharing ability and age across
the age-range under consideration. Factor 5 was directly relevant to spatial ability.

In Experiment 2 _ertain expected effects were obtained. There was a generally
linear effect of memory set-aside on reaction time (F2, 12=284, p <.001). Reaction
time was longer for the spatial than the verbal stimuli (F1, 56=106, p<.001), and
the effect of set size was greater for the spatial stimuli (F2, 112=25.4, p<.001). The
effects of the speed-a~curacy manipuiations on both latency and error rate were
monotonic and in the expected direction (Reaction time: (F2, 112=6.03, »<.001); Ac-
curacy: (F=228, p<.001)). :

The effect of age on reaction time generally replicated those found in Fxperiment
1 whereby the effect of age was greater for the spatial than the verbal stimuli (F3,
56=293, p=.04). The effect of speed-accuracy instructions on reactior. time were
equivalent for the four age groups. However, the effect of instructions on ecror rate
was different. While performance generally became more accurate as age increased
(F=2.88, p=.04), the main source of this improvement occurred in the speed condi-
tion (group x bias interaction: F,112=2.76, p <.02). That is, imposing speed stress led
to a larger cost . accuracy for Group 1, a smaller cost for Group 2, and a minimal
cost for Groupe 3 and 4. Figure 2 shows a croes-plot of accuracy aguinst reaction
time for the four age groups in a speed-accuracy space. Rapid and accurate (good)
pe:formance is shown to the upper left and poor performance (slow and inaccurate)
to the lower right. The shift in performance resulting from spee ' stress is shown by
a movement toward the lower left.
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All four age grops show a shift in the appropriate direction with speer stress (to-
wards the lower left). A major cause of the faster performance shown by the young-
er group appears to resu't from the fact that they are operating less conservatively,
closer to the point where large losses in accuracy occur. In contrast, the older
groups are responding initially at a more conservative ievel, farther out along the
asymptote. With this greater margin for increasing speed, they are less likely to sac-
rifice accuracy.

The effects of the Sternberg manipulations on P300 latency indicated a significant
increase with set size (F2, p12=89, >.001). There was no main effect of stimulus
code. Figure 3 shows the effect of age on the mean P300 later.cy averaged acroes all
other variables. Similar to the reaction time data, a monotonic and marginally sig-
nificant increase in latency from the youngest to the oldest group (F3, 56=2.17, p.
10). The reaction time data are also plotted so it is possible to see that the total
increase in P300 latency from the youngest. to the oldest age group is only 50 msec
as compared to 153 msec change in reaction time accounted for by age. This indi-
cates that the greatest age-related slowing occurs in the post-perceptual process.

Finally, the effect of speed-accuracy set on P300 latency while significart (F2,
112=5.89, p>.01) was non-montonic. Shortest latency (594 msec) was obtained in the
neu.rul condition, while longer and equal latencies were observed in both the speed
and accuracy conditions (602 and 603 msec). This finding appears to confirm the con-
clusion that speed stress instructions were accommodated by shifts in response crite-
ria rather than encoding or memory search time. The abs.nce of an age x bias inter-
action in P300 latency is also consistent with the previous argument that response
processes were primarily responsible for the age differences in speed-accuracy set
shown in Figure 2.
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DISCUSSION

A primary purpose of the two investigations was to examine the general effects of
aging on human information processing skills. The general age-related effects re-
vealed two primary findings: (1) The data revealed a slowing in information process-
ing speed at all stages ot processing replicating conclusions offered by Salthouse
(1982). The present data suggest that the slowing was most pronounced at the stages
of response selection and execution, and that this slowing was in turn heavily relat-
ed i1 a conservative adjustme:t in response criterion with a corresponding shift to-
wards more rather than less accurate performance. (2) The data suggested no loes in
time-sharing ability with age.

Although many of the agerelated changes reported in the present research were
highly reliable in a statistical sense, these results must also be put in the context of
the large variability within the older age groups. This variability would suggest the
danger of relying solely upon chronological age as a decision criterion. Instead more
emphasis should be placed on the notion of functinal .ge and objective perform-
ance-based measures
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Mr. VoLkMEeR. Thank you, sir.

Thank you, Mr. Chairman.

The CuaiRMAN. Thank you.

Mrs. Bentley?

Mrs. BENTLEY. Thank you, Mr. Chairman.

Captain Shaver, I am a member of the AARP.

Mr. SHAVER. Well, good. At least two of us are herc today.

Mrs. BENTLEY. I am also a member of the Committee on Public
Works and Transportation, so I am very interested in the regula-
tions and the saf ‘,, of course, of flying and fc all the modes of
transportation, but particularly in the airline, inasmuch as that is
the one, I would say, that most of us in business, in Congress, et
cetera, are using today, and actually, all over the country, for
people to get back and forth.

Going way back when I was covering the national transportation
picture for the “Baltimore Sun”, I got to know the traffic control-
lers very well. And they are required to retire at age 56, I believe.
In justifying this limit a House committee said that that there is
no allowable margin of error in the control of air traffic. Physical
well-being and peak efrectiveness on the part of the controller is of
utmost importance in the safety of the people who travel by air.
There is no room for compromise.

Now, isn’t the air traffic controller situation at least somewhat
analogous to that of an airline pilot?

Mr. SuAavER. I would say only very slightly. And, you know, very
sincerely, I must say traffic controllers under some circumstances
are under far greater pressure than we are.

All of you have ridden into Chicago’s O’'Hare Field. And when
things are routine, the weather is stable, whatever the weather is,
just if it is not changing the, have a wonderful pattern setup, they
do a fantastic job. But let’s say that they are using two runways for
landing and two for takeoff. They have got airplanes coming from
every direction.

But then a front goes through and the wind changes direction
180 degrees. What do you do with all these airplanes tha. are
headed in for runways which now are the wrong ones? They are
under tremendous pressure. I do not know how they handle it
under those circumstances, but they do do a magnificent job. And if
1 did that kind of work I think I would be ready to retire before 56,
and I would probably have ulcers.
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My hat is off to them; they do a wendertul job. But we are not
under that sort of pressure. The nearest thing to it, the other side
of it, let’s say that I am the captain, I am coming into O’Hare Field
and this happens, I am told to go into a holding pattern perhaps at
37,000 feet—and this may sound complicated—but all I have to
worry about is all of the airplanes in that one holding stack be-
cause beI want to be sure that that controller does not say the wrong
number.

Let’s say United 100 is in the stack, American 100, TWA 100 and
Alitalia 100, the traffic control under pressure says, “American
100, you are cleared from an approach,” and he is the top one in
the stack. Wel! he wants to know. I mean, he knows the rest of us
are under hir:. But each of us memorizes who is above us, who is
below us, so that if the traffic controller makes a misstatement
nothing happens.

Now that, that is the most pressure I am under under that situa-
tion. But those people on the ground have holding patterns all over
the place, airplanes that were starting an approach have to pull
up, make a different one. So I would say that the level of pressure
is just nowhere near the same.

Mrs. BENTLEY. You made a comment in your discussion that you
would be ready to retire beforz age 56 if you were a traffic control-
ler. Is 56 a fair age for the retirement of traffic controllers, in your
opinion?

Mr. Suaver. Well, I think that would really be an individual
thing. Some people can handle stress better than others. But I
think they should be allowed to retire fairly young if they are de-
veloping uicers, they cannot slccp at night, and that sori of thing.
And I know some of them wake up with nightmares because they
have missed hearing an airplane call or they have misidentified
one. I mean, they are concerned with many, many aircraft. We are
concerned with one. And we monitor what they do very, very care-
fully and take self-protective action, let’s say, but we still are not
nearly as involved as they are, not under near the pressure.

Mrs. BENTLFY. 1 know that at one time they wera trying to get
age 50, I think, as their retirement because of the pressures. Do
you think that there that we ought to eliminate any air—I mean
age maximum?

Mr. SHavER. Well, I certainly would eliminate it. But I would
give them the option.

You know, I am a great believer, like I think our Government is
nowadays, in free choice, in free enterprise, and so on, and I would
like to see it so that someone who does not fee! able, does not want
to fly, does not want to be a traffic controller past age 45, hates the
Job, that it would be economically possible for them to retire. But
someone like myself who is 64 next week, ready, willing and able,
and thoroughly enjoys the job, should keep on ff;’ing. Let the othar
fellow who does not like it, who can no longer 1neet the standard,
retire. I mean, why treat us, why make us all do exactly the same
thing.

Mrs. BeN;LEY. Wit you are sort of saying, in essence, is that as
science and medical knowledge progress that we must continue to
examine our regulations and adjust accordingly?
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Mr. SHAVER. Yes, I certainly do. Why not take advantage of all
the developments?

Mrs. BENTLEY. Thank you, sir.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Mrs. Bentley.

Gentlemen, this has been an excellent hearing. May I point to
the fact that the House of Representatives has been most coopera-
tive. We have not bad a rollcall, quorum call, nor anything for the
last, well, almost 2 hours now. So the cooperation has come from
all sides.

Again, I say the hearing Las been excellent. We are still some-
what confused over some of the issues involved. I, for example, still
cannot understand why a golicy that would terminate an experi-
enced pilot at 60 can at the same time rezertify others that are
under 60 who have a long history of alcoholism and other serious
conditions. I see about nine pages here of other exemptinns grant-
ed. Some pilots have suffered intercranial hemorrhages. In one par-
ticular instance a recovering alcoholic was recertified and later
committed suicide. We have personality disorders, elg'pertension, di-
abetes. Some of the recovered alcoholics resumed drinking and
were again recertified. There are psychiatric problems, and on and
on. These are some of the things tﬁgt are worrisome.

[See appendix 4, p. 306 for list of exemptions referred to by
Chairman Roybal.]

Now, Congressman Rinaldo made a unanimous request earlier in
the hearing. I wouid like to ask that he restate the request and
clarify it. It has already been adopted, but we will go through the
motions of adopting his unanimous request that we do the follow-
ing. Congressman Rinaldo will now explain.

Mr. RiNALDO. Thank you, Mr. Chairman.

Mr. Chairman, first of all, I certainly want to thank our pane-
ists. I think they have been very illuminating. And I am certain
that every mem{er of this committee has learned a considerable
amount from what took place.

However, I also think you very properly pointed out that we
went through this exercise once before and the committer never re-
ceived any kind of test on which to base any possible change in the
current method of using an arbitrary age factor.

So I would like to once again specifically request unanimous con-
sent that Dr. Williams, Dr. Koonce, and Dr. Fox, either collectively
or independently, have 30 days to send us the tests that would
properly measure a pilot’s ability to perform over age 60, ard
which would serve as a safe, reliable and accurate substitute to the
age 60 rule, and also provide at least the same degree of safety to
the flying public.

Now, do we have the assurance of you gentlemen that the com-
mittee will r .ceive this?

Dr. WiLLiams. Yes. you can.

dThfed CHAIRMAN. All right. Without objection, that requzst is
adopted.

ay I foll +hat by asking Dr. Frank Austin, after we receive
that report, v.i you review the report, study it, and then meet
with tgxe committee to give us your findings with regard to the
reoort
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Dr. AUSTIN. Yes, sir.

The CHAIRMAN. All right. Is it then possible after the medical
profession has met on the particular report, for the FAA to meet
with doctors on both sides, discuss the report, and then perhaps
reach some kind of conclusion with regard to one test? Is that a
possibility?

Mr. BrobErIcK. We would be happy to gather the people together
and see if such a consensus conclusion is possible.

The CHAIRMAN. That is why I used the words, is that a possibili-

ty.
What we are doing then, we will get, first, a report from the
three doctors; second, Dr. Austin will review that report, and then
meet with the committee immediately thereafter; and third, have
the doctors in question meet with the FAA to see if you can reach
some agreement with regard to one specific examination that can
be given to pilots. That will then show that the age 60 rule is a
rule of administrative convenience that was established strictly for
the convenience of administration. From previous meetings we
have held, I know that to be a fact.

And if we are all in agreement I think we have accomplished a
grect deal today. I wish to thank each of the witnesses, and hope
that in 30 days we will see each other again. We must privately
work very hard to try to settle this once and for all.

We have had three hearings on this matter, let’s not have an-
other one. Let’s have some action.

The meetir.g is now adjourned.

[Whereupon, at 12:50 p.m., the hearing was adjourned.]
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December 19, 1985

The Honorsble Edward R. Roybel
Chairman

House Select Committee on Aging
House of Represantetives
Washington, D.C. 20515

Desr Mr. Chairwan:

During the hesring on airline pilot retiresent Yeld by the Select Committee
on October 17, 1t wae syreed thet Dr. Sanuel N. Pox, I11, Dr. Jefferson M.

Koonce, snd I would develop sn examinstion protocol which might eubstitute

for the Pedersl Avistion Adminfstretion's (FAA) Age 60 rula.

The sttached protocol is our combined respones to that request. It is based
on the Report of the Netionsl Instituts on Aging (NIA) Pensl on the
Experienced Pilote Study and subssquent sdditfonasl resssrch rslated to human
performancs beyond age 60, se pressnted et the hearing on October 17. The
propossd protocol would provide for testing comserciel eirline pilote for
continuetion of pilot gtetus beyond age 60.

While the Report of the NIA Panel on the Experienced Pilote Study of Auguet
1981 concluded thet, despite no convincing medical evidencw for pilot
retirement at age 60, the present rule should stend beceues of inadequate
data to support a changs, it also recomsended that, “an epproach to changing
the age 60 ruls,” should be underteken (pp. 22-25 of that report). In the
intervaning yeers since 1981, further resssrch hes docusented the
saintenancs of good heslith end fun:tioning in many persons well beyond the
age of 60, end has documentcd the predictive value of certein teaste.

Dre. Pox, Koonce, and I have based the enclosed protocol on the previous
recommendetion end the wore recenr resssrch findings, end ere submitting St
for dfecussion and comment by tha I A as requestad by you and Mr. Ripaido
of your Committes.

S$incersly yours,
// tl %./ !a N
41:;1111 Williems M.D.

Director
Netionel Inetitute on Aging

Enclosyre
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J Proposed Exsnminstion Protocol for Airline Pilots Age 60 and Above C

This p-oposed protocol is designed to provide, for any pilot aftected by the
preser . age 60 rule who wishes to continue 8s & pilot beyond sgs 59, o
comprehensive exsminstion of health stetus snd performencs sbility which
should esteblish his/her continued quslificetion. The protocol may provids
the sdditional benefit of cresting dsts thet cen subsequently be used as o
besis for further mwodificetion of rules regarding asuch pilots.

Any pilot subject to the age 60 rule who wishes to continue ss s pilot beyond
age 59 would undergo the following comprehensive medicsl evelustion snd
eveluation of performence.

The medice! evalustion protocol shoild include the following initislly and st
least annually thereafter:

(1) Medical end interim history including smoking history
(2) Physicel examination including funduscopic
(3) Blood pressure

(4) Chemical screen profile —— SMAC-24 or compsrsble blood chemistry
tests including total end high-density lipoprotein cholestero) snd
triglycerides

(5) Urinalysis

(6) Chest X-ray

(7) Resting clectrocsrdiogram -- standerd 12-lesd

(8) Exercise Tolersnce Test (ETT) including thellium perfusion study

Tte present qualifying criteris would spply for those test components slresdy
included in pilot exsminstions. The exsmining physicisn snd ths reviewinr~
physician of the FAA should exercise judgment with regerd to the edditi. .al
risk factors included above, i.e,, smoking history, snd blood lipids.

The Exercise Tolerance Test should be performed on s motor drivan bicycle
ergometer, or tresdmill with little snd prefsradbly no uss of hendrails, both
accurstely cslibrsted, with sccompsnying thellium perfusion scsns. X-ray type
reproductions of the thellium scans should be submitted to the FAA which in
turn would have them reviewed by s rascognized sxpert in their intsrprststion.
The examinee would be considered to hsve obtained "clesrsnce”™ on this medical
evaluation 1f he/she cen demonstrete sn uncompromised cepsbility to complats a
progressive exercise protocol schieving st lssst s totsl body msetsbolic
intensity of ten (10) multiples of resting rets (METa) over s period of no
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leza than ten (10) minutea with at leaat three ainutea above aeven (7) METa.
This cen be achieved by completing nine ninutea of & Standard Bruce Protocol.
An eight (8) MET criterion appears appropriate for women. In addition the
thallium acan interpretation should be clear of defecta, =xcept that s defect
aeen on the immediate post-exercise film which peraiats unchanged in a
post-three-hour film may, based on the phyaician’a judgment, not be conaidered

disqualifying.
Compromising responsea on the ETT would be the occurrence of any of the
following:

1. More than -0.10 millivolts horizontal or downsloping ST segment

depression (or equivalent elevation) {n any precordial lead or Leada 1
or aVL during or after exercise or more than -0.15 oV in lead aVF.
Some correction for R wave anplitude may be appropriate where R waveas
exceed 2.0 mV {n height.

Occurrence of three or more sequential prematute atrial or ventricular
complexes during exercise.

Decline of more than 20 mm Hg of systolic pressure with continued
exercise beyond the initial adjustment to the test protocol.

Less than coherent verbal responsea, staggering, ataxia or other
evidence of intolerance to the exertional demanda.

Chest discomfort or any form of “anginal equivalent.”

The comprehensive flight proficiency proiocol, should conaiat of the following

1.

components:

Written test of knowledge.

The piiots ghould be given an snnusl written teat on their knowledge
of their aircraft’s systems, the procedurea specific to the aircraft
itself, and the applicable information from the Federal Aviation
Regulationa and the Af{rman’s Information Manual. Thia will aerve aa a
check on the retention of the cognitive and procedursl fnformation
which tends to deteriorate over time, eapecially if the pilot reviewa
and/or usea thia information infrequently. Tha teat matariaslas
relating to the Fede. al Aviation Regulations and the Atrman’s
Information Manual ahould be written by the FAA and focua on the areas
specified in FAR 121.419(a). “he FAA already has a significent
battery of test itama on aubject matter in these domsins and would be
beat suited to develop teata messuring the extent to which pilota have
e gatiafactory knowledge of the regulationa and procedures relsted to
aircraft operations in the airapace ayatem. Teats on the pilota’
knowledge of their aircraft'as aystema and procedures would beat be
developed by the manufacturera of the aircraft across 8ll airlinea who
use that equipment. But since thi: ia highly mlikely, the i{ndividusl
airlines ghould develop such testa, and those tests should be approved
by the Adminiatrastor.
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2, Perceptusl-motor skills of piloting.

The perceptual-motor skille of piloting the sircreft should be checksd
twice esch yssr (st lesst once svery six months) to snsurs the sbility
of tha pilote to perform ths tesks rsquired of theair flightcrew
positions. Ons should utiliss the computsr-based flight simulstor
systems, prassntly used by the industry for initial checkout and
upgrede training snd lins orisnted flight treining (LOFT), to messurs
the proficiency or skill of tha pilots. The FAA specifivs the
maneuvers snd procedures thst should be performed in s proficisncy
check ride (Appendix F or Pert 121) and has set tolsrsncss for
performance on flight parametsrs in the Advisory Circular AC61-77,
Airline Trensport Pilot Afrplsns Practicel Test Guids. Ths flight
simulators can be tether essily progremmed to monitor the pilot's
sbility to maintain the flight parametsrs of the sircraft within the
tolersnces set forth by tha FAA. The current nodsrn simulators in uss
sre controlled by computers, and specific parametsrs, such as
sirspeed, sltituds, courss devistion, devistion from flight pesths,
rates of sscent or descent, and other information regerding flight
.atrols snd paranetsrs, can be monitored by tha computer and
information produced indicsting tha frequency and magnituds of any
devistions from tha dssired psrametsrs. This would provids for the
determinstion of skill level (proficisncy) in the most objsctive
manner possible st the time.

3. Applicstion of rules snd proc:durss.

Procedurs! items ars to be sluated in terms of the sstisfactory
ccapletion of the sppropriste ssquencs of steps (88 per the spproved
airplane opersting manusl) in s timely manner. This should also be
done st least oncs every six months. The specific stsps of the
procsdures ars sct forth in the manusls snd could be progremmed into
the computsr thst would check for the appropristsnsss of rssponses.
Tne tixreliness of the pilot’s behaviors should be dstsrmined by the
reconmendstions of the menufactursr of tha equipment based upon the
asximum Tessonsbls time thst would prevent further aggrevstion of ths
sbnormal situation. PFor flight skills and procedurss which must be
performed in the sctual sircraft, rsletively objective manuvally sc -ed
checklists can be developed which will reflect the magnitude of
devistions frow physical parametsrs, correctnsss of procedures, and
the extent of proper management of cockpit rssourcss on hand.

It is recommended thst a flight simuletor as per Appendix H of Part 121 of the
FAR be utilized for the measurement of performance to ths grsatsst sxtant
possible. The actusl maneuvers and procedures includsd in tha proficiency
flight checks ¢hould includs, hut not be limitsd to, thoss sst forth in
Appendix P of Title 14 CFR, Chapter 1, Part 121.

The criteria for judging performances should be bssed upon th- effscts of the
pilot's behsviors upon ssfety of flight a~d the flight test standsrds
published by the FAA.
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References for the flight proficiency protocol:

FAR Part 121.415 Crewmember and dispatcher :raining requirementa.
121.417 Crewmeaber emergency training.
121.419 Pilota and flight engineera: Initial, transition, and
upgrade ground training.
121.424 Pilots: Initial, treasition, and upgrade flight training.
121.427 Recurrent trsining.
121.433 Training Required.
121.434 Operating experience.
121.437 Pilot qualification: Certificateas requirsd.
121.439 Pilot qualification: Recent experience.
121.440 Line checks.
121.44] Proficiency checks.
121.443 Pilot in command qualifications: Route and airporta.

Appendix E of Title 14 CFR Part 121, Subpart W - Fl.ght Training
Requirements. Maneuvers and procedurea required b Section 121.424 to
be performed in fligh* except to the extent that certain maneuvers and
procedures may be performed in an airplane aimulator with a visual
system (visual aimnlator), an sirplane aimulator without a visual
systen (nonvisual simulator), a training device, or a atatic airplane
aa permitted by Appendix E.

Appendix F of Title 14 CFR Ch. 1 Pt. 121, Subpart W - Proficiency Check
Requirementa. Specifiea the maneuvers snd procedures required by
Section 121.44]1 of 14 CFR Ch. 1, Subchapter G, Part 121, Subpart N.

AC61-77 Adrline Transport Pilot Airplane Practical Teat Guide.
Deaigned to assist the applicant and hia inatructor in preparation
for the Afrline Transport Pilot Certificate with an Airplane Rating
under FAR part 61 (revised).

AC120-36A Line-Oriented Flight Training Prograna.
Sets forth one means, not the only means, acceptable to the
Administrator for approval of s line-oriented training program under
FAR 121.409.

AC120-40  Airplane Simulator and Viaual Syatem Evaluation.
Sets i>rth one maans that would be acceptable to the Aduiniatrator
for the evaluation of airplane simulstora to be used in traioing
programa or for airmen checking under Title 14 Code of "aderal
Regulationa (CFR). See FAR Part ]2] Appendix H - Advan.ed
Simulation Plan.
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Evalustion methodologies relevant to pilots' heslth and proficiency aras
continuing to be developed. For exsmple, the Single Photon Emission Computar
Tomographic (SPECT) approach, now becoming more widely availahls, may erhancs
the capabilitiea of thellium Imeging; redionucli4e sngiography uiy also provids
use " information, but performance stendards for persons agad 60 and ovar
need iurther definition. More quantitativa predictive velues for ri.x factors
auch as those referred to above should alao become availabla. Tha FAA should
sssure that it is ke adequately informed of progress in such devalopment and,
tegether with ongoing snalyais of the results snd outcomes of ths sbova tasts,
she 7 d nodify ite 1equirements from tice to time.

1n addition, s program ghould be developed to collect data on & random
selection of pilota between the sges of 40 through 55 for normstive purposes.
These dats could slso be utilized for longitudine® docuwentation of the
indiviauas changes Sn piloting abilities over time.
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M™.%. Bouse of Representatives =
Select Committee cn Aging S e L
WMasbington, BL 20518 o e o

Telughons: 302) 228-3318 A0l SATTOR WO
.

November 25, 1985

Dr. Robert Elliot
628 27th Street
Manhattan Beach, CA 80268

Dear Dr., Elliot:

Since the enclosed letters from Dr. Charles Billings and Dr. Don
Flinn contradict certain testimony we received during the Committee's
hearing of October i7, 1985, I would appreciate your comments on their

contents.

Thank you for your astistance.
Sincerely,
p /\%W
er Thomas
neral Counsel

(XS]

e,
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RCBERT W. ELLIOTT. PH.D.
CLINICAL P3YCHOLOGIST
€29 277 FTREET
MANHATTAN BEACH, CALIPORNIA 50286

(213) 345-007¢

December 10, 1985

Roger Thomas

U.S. House of Representatives

Select Committee on Aging .
Washington, D.C. 20515

Dear Mr. Thomas:

This is in reply to your letter of November 25 1985 in which you asked
me to comment upon the content in le'ters from Dr. Charles Billings and
Dr. Donald Flinn regerding the FAA r.andatory age 60 retirement r.is for
comerical pilots.

Or. Billings comments that "...some of the skills necessary for flight
crew performance deteriorate with advancing age..." in & more subtle than
gross manner affecting the "...highest intellectual skills." Uhile it
is true that thers are neuropsychological changes which accompany the
agi.ig process, thers a~e greater differences between individuals of tiw
same age group. Some individuasl's skills decline, others msintain their
skills, and a few even improve in selectad skill aersas. ODOr. Zaven
Khachaturian, of the National Institute on Aging, estimates thet
approximately 10%f of the elderly population show clinically significant
cognitive deficits (American Psychologist, November, 1985, p. 1251).
The same 10% figure was quoted In the article, "Senility Reconsidered"”,
in the Journal of the American Medical Association. The issue with the
pilot grouwp is not whether there is a dacline in skills for the ‘group
as a uwhole, but “er, are we capable of identifying individual pilots
who have loss the capability to safely and proficiently operate complex
aircraft. If "declire" in the pilot population were the only issue, than
we would have to address the issue of decline beginning at atout the age
of 25 years. It is at about this age that measureable loss of selected
skills begin to take place.

Dr. Billings notes that the "...predictive indices suffer from a
progressive decrease in discriminatory power with advancing age...", so
we would be unable to measure performance capabiiity in "...novel or

itical situations." In neuropsychology very significant advances have
been made during the last 10 years. Neuropsychological measures, in the
hands of trained and competent examiners, can yield reliable and valic¢
data with correlations with neurophysiological and reurocimaging results
in the .90s. Subtle intellectual deficits can be identifiec with existing
measures. A long list of some existing measures was offered in Elliott's
(1985) paper, Aging Effects and the Professional P{.ot. Aged normed data
are available for many of the tests. Many of the measures have been used
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with young military pilots and with older, intellectually bright, members
of the general population. There is no published data on validation
studies with older commerical pilots.

Chronological age alone tells us very little zbout the status of an

individual's brain and brain functions. Any performance test measures
furctional ckills at a single moment. This is true for medicine as well
as for neuropsychology or flight performance (check rides) measures.
with longitudinal measures on performance tests, the predictive ...power of
any test increases and may suggest ~ trend. This would hold true for
the 25 year old as much as it would for the 6D year old.

Dr. Flinn notes that no index of "psychomo:or functioning™ exists at this
time because there has been no formula established for combining the
functions of perception, intelligence,!'and ‘psychomotor and psychophysic-
logical skill levels into & "physiological index" of aging. While no
physiological index of aging bas been established, there has never been
a2 need to establish such a single index. Meny different factors contribute
to flight performance. Each of these factors has a different level of
importance in the overall operation of mocern-day aircraft. Many, if
not most, of the furctions associated with the complex tasks involved
in decision making in piloting a commerical aircraft have been identified
and have been published. A review of different human factors related
to flight safety and successful piloting were listed in the FAR
publication, Psychophysiological Effects of ARging--Developing a Functional
Age Index for Pilots: 1l. Taxcnomy of Psychological Factors (April,
1978). By collasping 135 identified factcrs involved in operation of
aircraft, 12 common factors were generated.
as follows:

Those major factors were

1. Perception

2. Attention

3. Reaction

4. Drientation

5. Sensorimotor

6. Stamina

7. Cognition/Mentation
8. Experierce

9. Interpersonal Re"ations
10. Personality
11, Learning
12. Decision Making

Reliable and valid measures which can evaluate each of these common factors
are available and widely published. Age and education norms are available
for many of these measures.

In summary, while 1t is recognized that there are declines in some sicill

areas accompanying increasing age, the decline is not apparent in all
skill areas and not every individual undergos a decline. UWhen sigiificant

7
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decline exists in an individual, that decline can be identified with
existing measures, even if the loss is subtle. R "physiological index"
of aging is not needed. Uhat is needed is e valid and reliable means
by which pilot capability levals can be assesserd. Such assessment
technology currently exists. If every commerical pilot over the age of
60 years were neuropsychologically assassed every six months even slight
changes in functinal performance levels could e identified, monitored,
and the etiology investigated. Thers is no valid reason why a well
trained, mentally olert, and physically intact commerical pilot should
not be eble to continue as e pilot into his or her sixities.

AT o,

Robert W. Elliott, Ph.D.
Diplomate in Clinicel Neuropsycholoc, ,
American Board of Professional Psychology

RE/tl
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Schoo! of Medwine
WR'GHT Department ot
mﬁ Community Medicine
PO Box 927
Dayton OH 45401-0927
W on Siate Univers

Daytcn OF o 513278-9185

December 3, 1985

Mr. Roger Thomas

General Counsel

U.S House of Represantatives
Select Committee on Aging
Washington, DC 20545

Dear Mr. Thomas

Im reply to your letter of November 25, enclosed are my commenta on
Dr Charles Billings® letter of November 12 and that of Dr. Don Flinn
of the same date, both to Mr. Rinaldo.

The Select Committee on Aging is to be congratulated on ccnducting the
very important hearing on October 17, 1985, clearly documenting the
modern-day lack of any basis for an "age 60" rule on pilota.

Sincarely yours,

SQA\L“\ £} \—u\o.e&:?, y

Stanley R. Mohler, M D,
Professor and Vice Chairman
Department of Community Medicine
Director, Aerospace Medicine

SRM/mer

Enclosure
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WRIGHT S Bmperment o
STAIE

Communty Medcie
PO Box 827
Day
Wright State Unwersity ylon OH 45401-0027
Dayton Otvo 513278-9185

December 3, 1985

#r, Roger Thomas

Cenersl Counsel

U.S. House of Rnpresentatives
Select Committee on Aging
wsshington, DC 20515

Dear Mr. Thomas:

Dr. Flinn's vritten comments of November 12, 1985 sre incomvatible with
nodern neuropsychistric practices of the FAA todsy in that -he latter

is routinely returning hundreds of sirline oilots to duty v10 were
medicslly grounded with chemical dspendency conditions or other neuro~
psychiatric ilinssses. The same neurologic, psychologic, psychiatric

and flight sssessments spplied to s fifty~-five year old (or sny other

sge) sirline pilot to assess neurologic mental, behaviorsl snd performance
competencies cen bs spplied to 2 60 year old non-chemically dependent,
non-mentslly 111, healthy pilot.

Dr. Flinn says thers is no "physiologic index" of sging. Thie 1s &
strav-nan since sbility to perform es demonstrated on sodern simulators
ond freedom fron impairing disease as shovn by modern medical ssseesment
techniques make it unnecessary tn have 8 “physiologicsl index" of eging.-
Dr. Flinn cites slcoholic pilots he has seen who were still demonstrsting
considerable proficiency. He duesn't stats that mamy of thess wers un-
doubtr 'y identified early in their slcoholism or that thess wers en-
countered prior to the institution of modern simulators which will cstch
even minor deteriorstions in performance.

Continued.....
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Mr. Roger Thomaa

General Counsel

Select Committee on Aging
December 3, 1985

Page Two

I have no idea why Dr. Flinn would maneuver vom & constricted corner of
the rich, vast, modern tapestry of medicine, science and aviation. I
can only hope that his court-room advocucy for the defendent companies
in Johnson vs. American Airlines and Iervolino va. Delta Airlines haan’t
frozen in place his scientific objectivity The logic he applies in hia
letter would scuttle the present FAA alcoholic pilot and other neuro-
psychiatric programs I am cure he supports.

With best regards, 7

gb-z:un\bu‘ R bmodlay

Stanley R. Mohler, M.D.

Professor and Vice Chairman

Departmen?. of Community Medic ine -
Director, Aerospace Medicine

SRM/mer
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Schoot of Medicine
WRIGHT Deparimertof [N
E Commundy Medicine
SB L‘ PO Box 927
Dayton OH 45401 0927
Wra“t State University
Dayton Ohio 5132 9185

December 3, 1985

Mr. Roger Thomas

Cenersl Counsel

U.S. House of Representstives
Select Committee oun Aging
Wsshington, DC 20515

Desr Mr. Thomas:

Dr. Charles Billings®' letter of November 12, 1985 to Mr. Rir-ldo clesrly
srticulates the former stste of sffsirs in sedicine snd sviation a8
existed twenty-fivs yeara sgo. Thar scientific progress in medicins
srd sviation has far eiporceded his ststed vievs 1s mors than amply
demonstrsted by the testir y of the suthoritstive experts in sedicine,
science and aviation on £.*~ber 17, 1985 before ths Sslect Committee ou
Aging. Iu sddition, the now common prsctice of the FAA in selactively
returning hundreds of sirline pilots to flight status who vers sedically
grounded by disqualifying conditions objectivsly endorsss ths testimony.

Dr. Billings cites the possitility of s pilot devsloping dsteriorstion

of skills necessary for flig.c crew psrformsncs, yst he fsils to re-
cognize that ths FAA regulsrly checks for thsse deteriorstions sod quickly
grounds sny pilot demoustrsting these. He decries "population varisbilicy”,
yet this is s very basis for eliminating the “sgs 60" rule, that is, =
many persons don’t "sge” ss fsst ss others snd srs very compstent at

sge 60. Modern methods of health snd performsnce sssessment will qQuickly
identify these two groups.

Continued.....

O
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Mr. Roger Thomas

Genersl Counsel

Select Committee on Aging
Dec ember 3, 1985

Page Two

The remaining parsgraphs of his letter use phrsses sa "sufficiently
conservative", "persuasive evidence", "vaslidsted predictive testas",
"quite expensive snd time-consuming”, phrsses that he does not define
and, thus, sre meaningless. These same phrases could be used sgainst
the FAA's current specisl issuance practices for pilots grounded for
slcoholism, myocsrdial infsrction, coronary artery by-pass surgery,
stroke, depression, snd other .erious illnesses. I assume Dr. Billings
does not decry these modern FAA sctions snd his fasilure to do so flies
in the face of his untenable stance today with reference to the sge

60 rule.

In closing I would note that Dr. Billings has become something of a
legal sctivist, recently entering seversl genersl svistion pilot sge
discrimination csses on behalf of the defendent companies, cases in
which the FAA sge 60 FAR 121 sirline pilot rule does not even apply
(for example, EEOC vs. Natursl Gas Company, Williams et. sl. vs. Hughes,
and others). I would not wish to speculate on his motives but do note
that his views in this respect sre wholly incompatible with those of
the FAA and NASA (this latter his own agency), both agencies supporting
the use of pilots over 60 years of sge to operate their large jet 1ir-
craft, high performance experimentsl sircraft, snd many other types of
aircraft.

With best regards,

Snly R &&hw
Stanley R. Mohler, M.D.
Professor and Vice Chairman
Department of Community Medicine
Director, Aerospace Medicine

SRM/mer
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TODAY'S PILOTS

LIVING LONGER
ENJOYING IT MORE

j
Proof positive that ;
age discrimination is unjusiified

BY STANLEY R. MOHLER, MD

long with the sdverse news en individual health statur or individual pilot cs-
avisbon today, let’s take note pability been cited, as each has been a pilot with
good news when & occurs. A re- current FAA cevtification. Rather, the archaic gen-

cent report of considerable signifi-  eralities of the age-60 rule are cited—an out-of- H
mw;ﬂnkﬂfdﬁrmwbymm date rule, as underscored by the HHS report that
wy. US. Departiment of Health and Human Ne was increased seven years since
Services. HHS is the government's (najor medical  ths relic was
m:dw\dhdduuviu“ ann, Health 1984 gives some specific reasons for the
among other speciacularly f abl longevity
mult -deller National Institutes of Health  heslth of Americans: esting habies;
medcal research (the facal year 1965  generally better overall living habits; decreases ir
NIH was$49 of which $140 mil-  obecco smoking: d

ll:nmwa the Nationul Institute on Aging). For :ﬂmm&«n:ﬂ:mm

expendstures, we expect benefits—and we the grester adwevement of adequate rest on 2

are getting them. mﬁhﬁh%ﬂ:ﬁﬂmﬁuhwhﬂ
lae | %

the hes major for  diagnostic sechniq ethods
FAA nedical For example, it Terw of thousands of additiona! pe ~ple
shows that, as a result of haslth, Ameri-  would be expiring of now-preventable diseases
ans are living thblu-pwh# this progress had not taken place.
portion of the being those who are To illustrate further the spectacular achieve-

ments and
1983 life expectancy in the States reached  health, & person in the United States who reached
mndy”mnwhopmbwyunlmpr in 1983 an expeci 1o live ancther 168
than as recently as 1970, and seven years longer today Many are 1o be 100 years old.
than 1960, the year of te FAA'S controversial 980 census counted 3. persons alive n
"age 60" mandatory retirement rule Although neted States over 100 years old—a record
this rule is for aurfine pilots only, i adversely af- , and climbing daily, | know of st least one
fects general avishon becswse some misguided centenarian who recently look her fest mirplane
orlented B cite st 0 pre-  nde. A sigmficant number of our older citizens are
maturely and illega’ly discharge healthy, per-  mentally clear, physically healthy and are
'wm:':.;yoidﬂpﬂoshwnﬂiﬂ\lduhﬂmn- normal fives. Sommumhﬁtlul/wnvruhh‘:
tiors have involved pipeline parol. wildiife  prlots, some are presidents of Oneis
conservation, corporate and flight tes? prlots, -5 Presudent of the Umited States. Figure 1 (p 32) .
well as pilcts in other calegories of general avia-  shows the number of active pilots in the ! ted |
ton In no case of pilot age disciminanion has  States 1vho are over the age of 60 as documented

4
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dice that dae of birth is a valid justifics-
ton for

of san

by the FAA These are at record num- Im today Health assessment plus individ-
bers and reflect modem health and im- ual performance evaluations can ade-
heaith wends in the Unied EINJOYING IT MORE  quartly determine an individual's statu,
tes. Five of the pilots in the over-85 In the final analysis, the absence of im-
bracket are 90 years of age or oider. It is punng disease, the ability to perform
interesting to note that the number of Figurel and the motivation to continue consti-
over the age of 60 in the tute the valid means to allow older per-
Undted States exceeds the number of pi- The mumber of actioe plts in the sons (or persons of any age, for that mat-
ot in most of the rest of the world. T ies e re over oge K0 ter) to continue in vanous pursuits,
Between 1970 and 1983, heart clisease by oge bracket and ser. induding fiymg,
death rakes Age Male  Fomale in additon, modem medidne now
percent, and strokes decreased by a stag % lzz';:; g izes that di are acquired
gering 48 percent. These 76 325 2 ”Jm”whmmﬂdevebp«mhl
in our overall health because of 7 761 »n ::m(mlupnmnyh\heﬂudu.
the w points, espe- 12 3 example, occurs in the condition of
clally: dgaretie smoking; tr:t- 95 and over® Q 0 muscular dystrophy). Disabilities, loss of
ter control of hypertenson; better diag- Totaler 112 medical certification and desth are the
nosis and control of diabetes; better Geand owk: €3,444 result of acquired or inherited diseases
control of cholesterol intake and low- Five of theve ore in the or accidents. The dassic infec-
ered blood cholesterol levels; betier tious disenses have been elimd-
mwdabdz::ﬁw- nated today, in contrz .t b0 their ram-
ase; l:i‘ marked hdu‘\-e
amount of per capita consumption
cohol. Other factors, of course, play &
role, but these are some of the major
factors. Most are under the individual’s
direct control.
it is now much more dearly under-
st00d by sclentiets and physicians thet
mmg:?mumm—.
continuation of the normal develop-
mental process, with genetically pm-
grammed changes tut evolve on plan
throughout life, from conception

process itself is now known, &
m not o be a Mﬂ:ﬂ;ﬂm [}
programmed, geneticall, con-
mmwymm A « copper in the bile as is normally done.
understood in this modem scientific Since 1970, hear: Gradually, toxic sympioms . veiop,
iy e iy disease death rates  imaly i e g oy otk
motivated capable persons from activi- have dropped 26 nervous system and eisewhere in the
Bed. The 1981 Whise Hise Corion,  Percent and strokes  body.The pabentloses the ablly b co-
on Aging called for an end to mandatory have decreased by mately dies of this or liver deterioration
x:m progress and the almost ® percent. oo w;n be used ::nh; regular m
criminal wastage of productivity allowing the liver to move the
through the arbatrary use of premature out, thus saving the individual for what,
mandatory retirements. fhe old preju- in 2seence, becomes a normal continu-

that are churactnzing all aspects of
medicine today )

The highly successful surgical by-pass
procedures used to treat coronary artery

Vo arsiane rem
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disease and the recent coronary dlation
techniques performed with long thun, in-
flatable balloons placed 'emponnly
in the coronary artery (“balloon
angroplasty”), are allowing the safe re-
tum of hundreds of pilots to full unre-
strcted fight status These pilots are in
all ¢

attention-getting expericnce) man
have decreased thewr cardiovascular m{
factors and have essentially become nor-
mal, healthy individuals,

In the tnc area, hun-
dreds of pilots have been safely d

lators today that are 5o valid 1n regard to
duphahng real-ife fught conditions
and aircraft charactenstics that a piot
may receive an FAA type certificate in a
ven arcret training received
only 1n the simulator for that aircraft.
The first e these pilots carry

become routine.
hiurﬂnmnmpﬂahm
Andlhugehue evaymdyd
data

mdA‘l'?

4 )

to fight status protracted
bouts with akohol and the diagnosis of
alcoholism Today, with our better un-
derstanding of the bramn and its assod-

ordlmbon. demonstrating that no sig-
mﬁunt d.lmage has been mcumd.
the medical

certificated pilots in general sviation
(use of these data controls for the inex-
penence factor) shows that the accident
rate per thousand pilots decreases by
mdd\epﬂo!(ne 2, below).

is 1 the basis for the FAA's refusal 10
institute an age-60 rule in air tax, air
commuter, corporate, fight instruction,
fhght test, aerial applic: tion, charter or
other non-sirline commercial opens-
tions, all pant of | aviation.”
Mumﬂ&h&:ﬂdw
Fedenal Aviation the pert
g the first-, second- and third-

advmmntednbove areoperational ad-

vances in assessing pilot perforiiance
capabilibes There are modem simu-

dmmdaloedﬂuls.‘l’hnhmqe
limit in Pait 91, the general operational
ngulaﬁau.ndlhmumwchhmh

Part 135, covering air taxs and air com-
wnuter operations. The only US regula-
tory upper age himat for pilots is n FAR
Part 12] and covers only the captan and
copulot—not the ﬁnghtmgmm Many

| age-60

limn!ounypdot,hd our nesgh-
bors, Canada and Mexico, “‘”" e
The FAA age-60 regulation had s its
onginal justificabon the 1940s and
19508 heart disesse found
then in many adult males of the Ameri-

bacco and other factors but not then tied
to these by the medical or lsy commu-
nity, were cited . the justification

on mvahd or outdated sssumptions. O

Dr Stanicy R. Mohler, Aom 1673, recerved
Rhﬂ!lluwm Shvplnhard.
He 15 director of serospace medicine
ot Wnght Stale Univernty.

Figure 2
PILOT AGE ~ND ACCIDENTS. 1981
General Avation Opersjions

Prlots v Command with Aime Transport or Commercie! Prlot Certificate

Active

Pilots Accidents

Number Number
Accldents

1981 Expecied 191 Observed 1981  Accideats Per 1008 1991
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DAVID B. VINSON, Ph.D.

1107 Fennin Bank Building
Houston. Texes 77028
(713} 790-1683 December 12, 1985

O

Mr. Roger Thonmas

Genersl Counasel

Us S, House of Representativeas
Select Committee on Aging
Washington, DC 20515

Desr Mr. Thomas:

Thank you for the opportunity to comment on the effecta
of sging on human performance.

By training, study end profession I am s psychologiat.
Psychology hass been cslled the science of individusl differ-
ences, snd the challenge of psychology hss been to perceive,
identify snd measure iadividusl 4ifferences 1in incressingly
relisble gnd valid wayas.

None ssve & fo~1l would say “sll women asre alike®, ®al1l
Texsns have o1l wella®, “g11 Cstholics est fish on Friday."*
We recognize that slthough the members of s group msy have
some characteristic in common = femaleness, s home in
Texas, Catholic faith == there 1s no implication that easach
aember of & group 1a identicsl in all respects to every
other nember of that group.

But in the event one doas NOT recognize and honor the
essentiasl differences in individuasls, the United States
government has lsws thst insure thst s person’s membaraship
in s parti_:lar sexusl, ethnic o- religious group does not
over—ride the fact that esch individusl ia unique. How than
Goes s government countenance s rula which alleges all
pilots becore supernumerary on 8 sixtieth birthday?

How accurately can one quautify individusl differencea?
Paychology 1s at once one of the oldest and one of the
neveust aciences, Differencas in individusls have been
formslly observed, nswed, classified, snd messured by
psychologists for s hundred or more yesrs but long bafore, s
Shakespesre could say of Lady Macbeth, ’Methinks she doth
protesteth to5o much.® Psrentheticsi'v, he did NOT say, “all
Danish women of titla pretend to an undeserved innocence.®

Whether oid -r new, the heslthy ascientific discipline
drsws upon its sister-scieacas to brosden its observations,
define its classificstions, snd refina its meaaurements,
thus fulfilling the obligation of science, prediction,
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TO: Mr. Roger Thomas
Deceaber 12, 1975
psge 2

The individual scientist also has obligations: he must
maintain f.miliarity with investigations and litersture
which sre :-ompstible with snd sgainset his own position,
snd he msy make scientifi:c conmments only when his trsiniag
ud experieuce so quslify him. In responding to your
request thst ] comment on enclosures regarding Dr. Charles
L. Billings and Dr. Don E. Flinn, I will attempt to keep
vithin my ares of expertise (shown in Enclosure 1, ay
curriculum vitse). I am told Dr. Billings is certified by
the Awerican Board of Preventive Medicine in Aerospace
Medicine, and Occupationsl Medicine. Dr. Flinn, whose
orientation hss been described to me as paychosnslyticsl, 1is
Chair.an, Department of Psychiatry, Terxas Tech University
School of Medicine.

From the enclosures you sent, it appesrs Drs. Billings
and Flipn ta“e the posit.on that performar . by operators of
man-3achine systems depends or a sufficient suppl’y cf
oxygen. I agree, so far as tl.. goes. But estimating
equations which predict a pe on 8 ferformance from his
oxygen wutilizstion consumpti.a st ° level of statisticsl
significance have not been repcrted .> my knowledge. Also,
while Tu.llium=Technitiua scanning has been reported as a
tool 1in.the assessment of cerebral blood flow, & scsan'ng
technique using Xenon is supericr (in the opinion of Jchan S.
Meyer, M.D., D.-ve.tor of the Cerebral Blood Flow 1lab and
rrofessor of Neurolcyy at the Baylor Univers{ty College of
Medicine). Xenon 1s the tecunique of chiice since 1t
presents fewer tlood-brain barrier problems than does the
The'liur .echu.tium technique. (Enclosure 2 i{s an old paper
of mine; thils was s preliminsry report on the relationship
between man-machine operator pcrformance and oxygen utili-
zatlon/cousumpt’on. Bur I wmust Jocline further o>mment on
c2rebral blood flow as I am not qualified as an expert in
t ¢ ares.)

Drs. Billings and Flinn comment on “*ests of cognitive
function,” and in that area I do quc:.fy as an expert.
Certainly, I would agree with Dr. Flinn's position thst
no formalized equation exiats which would integ:i te gli
of the perceptual, intellectual, psychomotor, and psycho=
physiological “unctions. There sre, however, techniques
which predict fly.ng performance under routine snd under
emerger-y conditions whicn sre (a) sge related and (b)
correlsted with such ohysiological functions &s are messured
by event-relsted brain poctentials and bio-chemicsl msrkers.
My technique whfch fulfills these criteris is PRIME, first
presented as long ago &s 1973 at the 8th Interrationsl
Symposium on Avia.lon Medicine. In the intervening yesrs,
PRIME has routinely evalusted thousands of pilots; used,
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T0: Mr. Roger Thomss
December 12, 1985
page 3

too, in sn FAA funded study in 1980, sn ®sddendum® to the
“Thousand Avistor Study® of the U.S. Nsvy. There srs other
age-relsted techniques which cen deternine snm individual's
level of function, soms devsloped by ms end sons developsad
by others. It must be remembersd, howsvser: wunderctending
does not ccms from the danisl of smergiag tschnology.

For your sdditionsl informstion: Enclosure 3, notss
prepered fo. uy sppesrsnce ss expsrt witness in e csss of
alleged sge discriminstion; snd Enclosure 4, s pspsr given
st the . 5th Internstionsl Congrsss of Avistion and Spece
Medicine (Helsinki) which prssents my theoreticsl orlents—
fion to the effacts of sging, disesss snd treums on humen
informstion processing,

Agein, I appreciete your confidence in mekiug inquiries
of me, and am pleased to respond. Please csll on me for sny
elsboration or additional {nformetirn which I csn provids
end which may be useful to you.

Very sincerely yours,

13 7t &41:’\

David B. Vinson, Ph.D.

rnclisures. as cited
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Neuropsychological Dysfunctions in Unipolar
Nonpsychotic Majo. Depressions

A. John Rush ', Jan Weissenburger ', David B. Vinson 2 and Donna E.
Giles''
! Department of Psychiatry, Affective Disorders Unit, University of Texas Health Science Center, 5323 Harry
Hines Blod, Dallas, TX 75235, and ? Assessment Systems Inc., Houston, TX 77039 (U.S.A.)

(Reccived 22 June, 1782)
(Revised, received  Yanuary, 1983)
(Aczepted 2 Fe...ary, 1983)

Summary

Twenty-two patients withu _,  .r, non-psychotic major depressi.a were evaluated
with a neuropsychological test battery. The endogenous patients performed more
poorly than the non-endogenous on the test battery as a whole. When compared to
performance norms obtained from non-depisssed control:, both E and NE groups
showed performance impairments on the majority of subtests in the battery. The test
battery employed in the presc. t stvdy may be clinicallv use{u] in assessing neuropsy-
chological alterations in patients with mild to moderately-severe depression.

introduction

Alterations in memory, concentration and decision making are accepted concom-
itants of clinical depression and included as diagnostic symptoms for Major Depres-
sive Disorder by both the Diagrostic and Statistical Manual 111 (APA 1980) and the
Research Diagnost.c Criteria (Spitzer et al 1978). The empirical ~vidence for these
neuropsychological dysfunctions is based primarily on severely depressed inpatients.
These data snggest that moderate to severe depressions are associated with deficits
on neuropsychological and memory tests. In contrast, more mildly depressed pa-

This work was supporte ! in part by a grant to A. John Rush from the National Institute of Menta)
Health (NIMH-35370\
Address repnnt request to A. John Rush, M.D.

0165-0317,/83/303.00 © 1983 Elsevier Science Publishers B.V.
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tients have not been consistent in showing experimental evidence of impaired
information processing and memory (for reviews, see Miller 1975: Stromgren 1977,
McAllister 1981).

Tke present report provides empirical evidence of impaired information procass-
ing and memory in a sample of mild to moderately depressed, unipolar, nonpsycho-
tic, in- and outpatients. Further, the neuropsychological functioning of pa‘ents
classified as endogenous and non-endogencus defined by Research Diag stic
Cnteria (RDC) (Spitzer et al. 1978) is examined. The test procedure used in the
present study provides a clinically applicable means of measuring neuropsychologi-
cal functioning in mild to moderate!y depressed patients.

Material and Methods

Subjects

Subjects were 17 outpatients and S inpatients seen in the Affective Disorders
Unit, University of Texas Health Science Center. All subjects, interviewed according
to the Schedule tor Affective Disorders an< Schizophrenia - Life Time Version
(Endicott and Spitzer 1978), had RDC diagnoses of rnipolar, nonpsychotic, major
‘zpressive disorder, and at the time of neuropsychological testing, had a 17-item
damilton Rating Scale for Depression score of greater than or equal to 14 (Hamil-
ton 1960). Nine of the 22 patients tested met criteria for endogenous (E) depression
by RDC. The remaining 13 patients were non-endugenous (NE). All patients were
free of psychotropic medication for a minimum of $ days prior to testing.

Test battery

Standardized neuropsychological test battcry composed of both previously devel-
oped and new tests was used. The test battery, developed by Vinson (1973) assesses
the accuracy of visual and auditory - ‘ormation processing and memory, as well as
visual filtering and visual-motor periormance. Validation studies show the test
battery to be culturally fair, and sexually and efucationa™y unbiased (Vi.son et .
1976).

The battery has g reviously been used in studying psychobiological decline associ-
ate¢ with aging (Vinson 1978a, 1980; Mohler 1981), altered states of consciousness
following a!cohol ingestion (Vinson 1978b) and has been correlated with specific
event-related brain potential (Williams and Dubrovsky 1979). This battery has also
been tested in pcychiatric populations to evaluate its relationship to descriptive
classifications. Using indupendently determined DSM-I1 diagnoses as validation
criteria, test findings were compatible with a disorder of thinking, feeling or behavior
(Viason 1979).

Dats from the test battery were analyzed using a computer software program
called PRIME, which utilizes a normative data base of over 10,000 subjects aged
15-84, in the proportion found in the total population of the United States. The
data base includes non-supervisory, supervisory and managerial subjects, as well as
srientists, executives, athletes, pilots, and several classes of unemployed persons.

8o
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The five tests included in the test battery are scans, spans, trailmaking, color-word
and mental time sharing. The specifics of euch test follow.

(i) Scans

In the scans test of visual memory, the subject faces & scr >n or "wlich a series of
9 cell (3 X 3) matrices are sequentially projected. Each cell in the niatrix contains a
number from 0 to 9, with one numnber missing in each trial. The subject scans the
display for 3 sec to determine the missing number; subsequently, 3 sec are provided
for the subject to write the number on an answer sheet. A total of 20 trials or
displays is given. For each display, the numbers are arranged in a d'fferent order
and the missiug number is varied.

(ii) Spans

The technique of measuring auditory memory without retrieval, first developed by
Buschke (1963), is adapted for the spans test of short-term auditory memory. The
subject listens to an audiotaped presentation of 8 of the 9 numbers from 1 to 9. The
numbers are presented 1. random crder at a rate of 1/sec. The task is to determine
which number was not presented and write it on an answer sheet. Twenty trials are
given, The missing number and order of numbers varies from trial to trial.

(iii) Trai'making

The trailmaxing test is the standard part A of the two-part test developed by
Reitan (19584, b). It requires the subject to connect, in sequential order, the numbers
from 1 to 25 that are printed randomly on a page. The resultant visual motor speed
score consists of the time (in seconds) to complete connection of all 25 numbers.

(iv) Color-word test

Color-word test uses the Stroop color word test (Stroop 1935) to measure rate of
visual filiering. This test presents names of colors printed in colored ink, with s ¢
wo.k and the ink color mismacched. Visual filtering is invoked when the subjea
maust supprass the word name and verbally respond with the ink color. Rate of visual
filtering is the time in seconds for the subject to respond to 45 stimuli printed ou a
5 X 9 card. The speed score reported is the time in seconds to respord to all stimuli
on the second of two trials using the same stimulus card. A measure of the number
of ‘errors’ is also taken, defined as ihe number of incorrect responses.

(o) Mental time sharing

Mental time sharing (MTS) is a task developed to assess the ability to carry out
simultaneous attentional and information storage/ retrieval operations (Vinson and
Walter 1977). In this test, the subject listens to audiosaped presentation of numbers
in random order at a rate of on¢ numbes per second. As in spans, the task is to
determine the missing number for each trial. After the numbers are presented,
however, the response must be delayed for a 10-second pause period. Following this
pause, the subject responds by writing down the missing number. Then the subject
must write dowa, for as many as remembered, the numbers actually presented in the

8/




TABLE |
DEMOGRAPHIC AND DEPRESSION SEVERITY DATA

Endogenous Noa-en :
(n=9) (r=13)
Sex Female s ]
Male ] 4
Race White 7 13
Black 2 0
Age (yr)  mean (SD) N6 37909.)
Educatior. mean {SD) 144 (1.4) 144 (28)
HRSD  mean (SD) 252 (4.5) 21.5 (5.0
BDI mean (SD) 269 (5.6) 24.5(102)

order of presentation, Trials are given for spans of S, 6, 7 and 9 digits. In scoring,
credit is given for the trial only if the missing numbcr is filled in correctly,

Procedure

On the cay of testing, each subject was individually administered all § tests of the
hattery and was cvaluated with the 17-item Ham:":on Rating Scale for Depression
(HRS-D) (Hamilton 1960) and the 21-i.en: Beck Depression Inveatory (BDI; (Beck
et al. 1961), Results of PRIME testing were obtained in- ~pendent of and blind to
the clinical diagnosis and severity ratings,

Results

Table 1 presents basic demographic characteristics of the endogenous (E) and
non-endogenous (NE) subject groups. The groups did not sigaificantly differ on any
of these variables, using chi-square tests for sex and rac: variables, and r-tests for age
and education level (ali 2 ~ 0.05), T-tests on HRSD and BDI revealed that severity
of depression was equivalent for the groups as w-il.

TABLE 2
T-SCALE SCORES COMPARING DEPRESSED SUBJECTS TO CONTROLS *
En-ogencus Non-cndogenous Total Sample
{(n=9 n=13) (n=22)
Scans 53.89 (11.12) 34.62 (10.10) 5432 (1027)
Trailmaking 33.18 (14.29) 41,72 (11.98) 3823 (13.39)
Spans 4728 (10.78) 5350 (9.16) 30.95 (10.10)
Color word test 41.29 (12.73) 4648 (13.13) 44.35 (12.92)
Mental time sharing 33.66 ( 9.01) 46.25 (10,12) 4191 (10.36)

* Standard drvistions are thown in parentheses.




TABLE 3
COMPARISON OF RAW SCORES IN ENDOGENOUS AND NON.ENDOC ZNOUS PATIENTS*

Endogenous Non-¢ ogenous ! N P
(n=9) (rn=13) (df = 20)
Scans 1233 (3.08) 1838 (1.39) -1.09 029
Trailmaking 48.57 (13.82) 40.83 (11.58) 1.42 0.17
Spans 1244 (38,) 1438 (3.45; -124 023
Color-word test 45.73 (11.82) 47.06 (20.65) -0.17 0.8
Mental time shanng 35.33 (25.60) $5.62 (25.31) -1.84 0.08

® Standarc evianuons are shown in narentheses.

Test scores for all subjects were compared by the PRIME computer software
program to the distribution of data base scores obtained by an age-matched
population of normal subjects. The resultant T-scale scores on the § tes.s are
presented in Table 2. The s-scale score is based on a normal distribution with a mean
of 50 and standard deviation of 10. Thus, a r-scale score of 50 represents a
perforinance level at the mean of the distribution of scores obtained by the control
population, Scores less than 33.6 are significantly reduced (one-tailed P « 0.05). For
the er.dogenous subjects, the scores on four of the five tests indicated a somewhat
decreased performance, but only the trailmaking test was significantly lowered
(P < 0.05). While non-endogenous subjects scored below the mean of controls oa 3
of th~ S tests, non of these reductions were significantly different than controls.

Table 3 presents mean raw scores on the 5 tests and values derived from Student’s
t-tests comparing E and NE groups. Performance on all 5 tests was consistently
poorer in the E than in the NE group. A paired r-statistic cal :ulated on the PRIME
battery as a whole reveaicd a significant difference betwcen endogenous and
nen-endogenous groups (7 =374, with 4 df, P <0 "°%). Student’s s-tests failed to
show significant differenc hetween E and NE _ oups, when cach of the §
individual PRIME tests w.. .alyzed scparately, although the raw data would
suggest that mental time sharing would be mcst sensitive in differentiating these two
groups.

Raw performance scores from the test battery were correlated with depression
severity ratings (HRSD ...d BDI) for the total patient sample, and scparately for E
and NE groups. None of thess correlations was significant.

Discussion

The present 2tudy evaluated the neuropsychological performance of patients with
mild to moderately severe non-psychotic, unipolar major depression. Th. results
provide confirmation of previous findings showing deficits on cogmtive, memory
and information processing tasks in depressed patients. Performance level was

ignificantly below normal on the traiimaking test in E, but not NE, depressives. As
a timed, visual-motor task, trailmaking may be influenced by psychomotor retarda-
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tion. Since one of the identifying symploms of E depression is psychomotor
retardation, the significantly poorer performance by E depressives may reflect
psychomotor retardation in this group.

Despite the iack of statistical significance, results also provide evidence of
impairment of performance on the majority of tests in the battery, even among
non-endogenous patients. In considering the implications of these results, one must
consider that the performance scores were analyzed as group data; and within the
group the pattern of performance on each test varied from subject to subject: for any
given test, performance by some subjects showed gross impairment, while perfor-
mance by other subjects was normal. Because sucl, wide variatiuns exist, group data
tended to obscure the actual severity of deficits exhibited by certain subjects on
individual tests. It would be of interest for future research to examine the potential
diagnostic and prognostic implications of differing patterns of performance on the §
tests. Further, the results of the present study suggest that type of depression (E vs.
NE) plays a role in determining performance level.

The test battery used in the present study is a standardized, casily administered
instrument which may provide a clinically useful test for detecting alterations in
neuropsychological functioning in both in- and outpatients witk mild o moderately
severe depression. Whether the PRIME test procedure may also be clinically uzeful
in distinguishing mild to moderate major depressions from carly dementia or organic
affective disorders for wh'*h greater impairments on the tests are likely deserves
study.
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FIGURE ?—1n-tralic record. Heart rate of passsnger,
age 90,

oxygen debt, the control mechanism s equally senai- memory storage modified from those developed by
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gost a stress. H , there and sex. Level of aspiration, as assessed & the eclor
are in pats The naming test, tends 10 be more optimistie in thy raee ear
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heavy traffic indicates a restraint bettar suited 10 cope the performance of the race sar driver an.” the avernge
'Imlho"'llclalltd'ﬂlndrul-dnlq’lﬂlm- subject on the tesks of Information sterng and retrieval.
way dr Efforts to improve driving sufety hav) prepaiy beem
The , ~ucal applicat'on of such physiologic studies directed 10 srens whers substantial revuis sowld be ex-
Lies in the possible L on K a large pected traffie control ams driver
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subjects partic) racing bighway 1o acospt. The physiclogic response 4o driving s barely
studles pating 1n both ond touched upon by the material presented here, but i Is
Subjects in the study are being given a hol thet the lesons 10 be Jearned in the feld will
test bettery consisting of three sub-tests; a persomality reinforce safety studies by more carefully deseriting the
inventory. color naming tast, and tests of short term principal factor, the driver himealf,
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12-12-85, 9:00 AM
NOTES: D. B. Vinson, Ph.D.
pags 1

The bio—electrical and bio—chemicsl investigstions of biologic psychiatry
have replaced psychoanslysis in man's attempt to understand and explsin mental
functiona and disorders. It 1s wmy position that racent invsstigstions in
physiology and neurobiology orovide psychology with the necessary and suffi-
clent information to replace (or to integrata, at least) the human factor
wmodel of performancs which has been 1limitsd to measures of psychomotor and
sbstract functions with the brosder measures of tha neurophysiolgic wmodal.

In science, there has often been a reciprocal relationship betwsen theory
snd the development of instruments. An instrument generstas & newer thsory,
and a new theory calls for development of instrumentation to tast the theory.
Yor examples, prior to 1944, pathophysiology of the central narvoua syatem was
sssessed by ths passiva electrosncephalographic rscording of tha brain's wavas
(the EEG). 1In 1944, Dennis Hill, M.D. hypothesized the prusencs of slactrical
activity in the brain beyond thst seen in ths passiva EEG; he introduced
hyperventilation and elicited those suspected pattarms. In 1953, photic
stimul-tion (activa EEG) was used by W. Grey Walter, D.Sc. to invastigata the
subclinical spike and wave discharges associasted with petit mal apilspsy.
Eleven years later he developed instrumentastion which ensbled him to “teass”

" out the recording of a subtls electrocortical sign of brain activity, the CNV.

Later, the CNV wvas recognized as the first “event-related brain potantial,” &
demonstrable electrical sign that & brain was computing the probability of the
occurence of an event. Walter and I discussed the likslihood that presenting
s subject with & task of information overload would diminish tha amplituds of
his CNV; subsequently, the technique of mental time-sharing was devaloped by
me to assess overload on human performance as that wss mirrored in the CNV and
other event relsted brain potentisls. The test of mental time sharing could
hsve been developed without the CNV; snd the CNV had existed even when thers
was no instrument to observe ‘t. Only when test, CNV and instrument came
together could the worth of the tssk of mentsl time~sharing be ssen.

Williams and Dubrovsky, McGill University, gave “hs task of mental time
sharing to subjects while the CNV wss monitured. 1hey found “the rssults
clearly revealed that the amp' “ude of the CNV provides an objactiva index for
the evalustion of brain sct’ .ty during performance of & task of mental time
sharing.” There was, in fact, a statistically significsnt sgreement betwean
performance on the tssk of mental time~sharing and the CNV amplituda.

Also in 1979, Michihiko Nakamura e® sl reported in “A compsrison of the
CNV in young snd old subjects® that the average CNV amplitude under reinforce-
ment conditions decreases prominently at ages over 65 years, but as I had
begun to diacover slthough there were differences in the means of performanca
of subjects separated into sge groupa, thers were grester individual differ—
ences within the groups than there were differences betwen tha age—~specifiic
groups.

3 1
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The exchange between thsory end instrumentstion hes also occured in
neuropsychology. Once defined as “whet psychologists do," paychology may be
viewed as Enoch Callewvay rscently suggssted, “that brench of information
sclence vhich deals with 1iving systems.®

In 1952, the thesis for my doctorsts st ths University of London hypothe~
sized one sessntial difference betwsen living end non-living systems: when a
non-living system is isolated end plsced in e uniform environment, moleculsr
sctivity ceass dus o friction, end this end etats in vhich no obssrveble
changs may be detected 1s termed the “ststs of maximum sntropy.” But, when o
living systes 1s fsolsted end pleced in s wniforam environment, it hes the
sbility to maintain its existing order by ssteblishing an “sxchangs® betwsen
itsslf end its environment.®

Schrondingsr had hypothesized thet the capecity of s living system to
maintain itwelf on s low entropy level was sssocisted vith the molsculer
errengesents charsctsrizing its hereditery “mstsrisl.” It wes my by pothesis
thet feilurs, or success, of o living system to maintain its “order,® night bs
detacted by repruied sssessments st diffsreuc time {tervals. 1 sugrested the
term “psychobivlogical decline” to des~ribe ¢ particulsr 1livin; system's
insbility to msintain ite previously ettained level of function, snd recommen—
ded the devalopment of objsctive measurss which would bs cepable of detecting
sven subtls shifte in psychobiological integreticun.

When Weiner end Shannon reported s stetistical measurs for negative
entropy (Schrondinger's negentropy), it appesrsd that ths recomended objective
meesures for the sssessment of psychobiological decline could te bssed on
“information theory.®

Thus, in 8 1967 psper, “Information processing in nan-machine systems,” 1
proposed s model for human laformetion procsssing: “Physicel ensrgy is
trensduced into neural sctivity by rsceptores. This sncoded neural activity 1a
transmitted over chennels of limited cepacity to s ‘zentrsl processor.' On
the basis of the central processor's sbility to iutegrsts this information
with stored information (the reverberstory circuits and/or information sncoded
in @ nucleic scii chain), e decision is rssched which ‘sttempts’ to maintein
homeostesis —- the existing 1evel of nsgentropy.®

In developing objsctive measures for ths sssessment of peychobiological
decline, it wes my contention thet ruch ssssssments must be constratined by
certsin esssnt ials:

1. Cultursl and educetionsl bias should be minimal. Test performance
should reflect s “biologicei intelligence,” rsther then the res-'ts of
scadssic opportunity,
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2. Tests or techniques should be capsbls of detecting chsnges in levsl or
rste of information processing sssociated with aging or with structurel
chsnges in ths nervous system. A test or tschuique which could not
reflect such profound chsnges as occur with neurosurgical procedures or
sltered ststes of consciousness with anesthessis could not be expected to
reflect more subtle slterstions in the information sxchangs between the
cerebrsl cortex snd sub~corticsl centers.

3. The informstion processing task loads of the subsets of an examinstion
syatem should hsve s demonatrsble sssocistion with bio-electricsl snd/or
bio-chemical activity.

4, Tasr loads for subtests should be defined, snd test items for each
definition should be of equivalent tssk losding.

S. The correlstion between basseline and retest performances should be st
s level sufficient for the construction of eatimating equations which will
predict rctest from baseline performance.

6. The correlstion between baseline and retest performances should be st
s level sufficient to use standsrd residual vslues to report shifts from
bsseline performance s’ speciflied time intervsls.

?. Performance on the tests or techniques should hsvs s demonstrsbls
sssocistion with externsl criteris, for examples job performance, control
of s msn-mschine system, certsin DSM~III classificsxitons, snd stc.

8. Tests or techniques should be sufficiently interesting to maintain the
subject’s level of sttention, should not be unduiy fstiguing, sod should
not be so difficult -3 to be discoursging.

9, The examina.ioa should be capsble of being integrsted with oihsr
information subsets such as the “"Cooperstive Action® model of Adey snd
John (s hypothetical overall psttern of electromagnetic wsves by sensory
stinmuli which resonste with pstterns previously stored in memory).

Accepting such cunstraints, my efforts to develop objectivs messures for

the sssessment of psychobiologicsl decline led to an information systea,
PRIME, which I first reported in 1973. PRIME consisted of s series of tssks
designed to sssess the information exchange between the cerebrsl cortex snd
certsin sub~cortical centers in the nervous system.

PRIME dsts were collected snd analyzed for msny clssses of individusls

(see Addendum A), snd of varying ages (see Addendum B). “he collected snd
snslyzed dsts were validsted by externsl criteris; s 1977 pspsr "A neurophysio-
logical spprosch to pilot selection® covered one performance vslidstion of
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PRIME. Addendum C preseots & comparison of PRIME with W.A.I.S. and with the
Halstead~Reitan tests.

Certain test performsnces havs “een used to predict gradings of flying
proficiency made by simulstor inetructors. From the performances oo level
snd rste of information processing, several estimating equations sre solved.
The steps are as follows:

l. A mean performance for a particular age can be predicted from the
following equation (vhere Y is a test performance raw score):

Y = 24.53 + (0.41 x AGE)

2, Using s dsta-bsse of some thoussnde of mbjéru. the raw scors Y 1is
cooverted to a stsndsrd score Z by the following equation:

Z = =0.45 r (0.10 x Y)
3. The stsndard score I predicte the simulator score, S:
So7h~-(hx2)
Each subtest of PRIME yields s standard score. The hierarchisl position
of each subtest determines the welghting each subt~et carries in a polynomial
which has been shown to predict routine flying proficiency. The agreemsnt

between predicted and observed routine flying performance (based on a simu-
1stor check for pilot applicants used Ly several commercial airlinee) is ehown

in Tsble 1.
TABLE 1
OBSERVED SIMULATOR PERFORMANCE
(CP Air and National)
> 59 < 60
A B
PREDICTED > 59 7 8
SIMULATOR
PERFORM- c D
ANCE < 60 6 L}
Chi squsre 5.58212
Degrees of freedom 1

Probability of chance 0.0173
Yates' c.rraction for continuity was applied.

JJ
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The polynomiel nas slso been shown to discriminate between endogencas

snd non—endogenous affective disorders in a paper, “Neurophysiological dys-
functicns in unipolar non-psychotic major depressions,” Rush et z , 1983, copy

enclosed.

In the “addendun® to the “Thousand Avistor Study® I hyp 1 there
would be no significant difference between the means of the p ce of
one group of pilots ages 60 to 64 years, and another group of } beyond 64

yesrs of sge. Testing the hypothesis wits Student’s t, it was .epted; there
was no difference, but the older group w: s superior (if not significsatly) to
the younger! The findings are summarized in Tebles 2 and 3.

El{llC 39
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TABLE 2
AGES 60 - 64 AGES BEYOND 64
Subtest Mesn S.D. Mean ... S.D.
SCN 18.24 1.97 18.18 2.07
™T 42.18 11.02 50.41 15.38
SPN 14.76 2.77 15.65 3.10
F1v,S 47.39 9.86 45.76 7.39
F1V,E 1.52 3.09 0.59 0.94
MIS 48.03 21.57 49.59 16.20
G.D. 3.30 0.80 2.67 1.44
TABLE 3
Subtest t P
SCN 0.11 ns
T™T -2.18 na
SPN ~1.03 ns
FIV,S 0.60 ns
FIV,E 1.20 ns
MTS ~0.26 ns
G.D. 1.99 ns

This, of course, was s too small, too highly selected sample but it wss
yet another {nstsnce of the f_-ding in all of our inveitigstions of perZormance
of the older person (pilot, executive, or neighbor).
veristions between the members of an age group thsn there ere varistions
between the groups. Although each person may be s member of & group (rscisl

There sre alwsys grester
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ethnic, sexusl, or age), he ie firstly unique to himself. There will slvaya
be an individual woman who is wore intelligent than an individusl man; one
member of & racial group who runs faster then one member of anotber racial
group; and one 73 year old more slert than one 41 year old.

If I make only one ples, it is that goveraments snd regulatory bodiea
(and some remise scicntists) look at each person ss s unique creation. Only
bigots treat all members of Any group the same way. The bigotry of an “Age 60
rule® cannot be tolerated.

O
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ADDENDUM A

In ro-nd numbers, the dete base for PRI

CLASSIPICATION

Commercial pilote

Middls end upPf:r managers,
banking end finance

NFL/AFL pleyers and dreft candidetes

Commercial flight ettendsots

Middle end upper managers,
service organizaticos

Subjecte of psychopharmacologic
studies (ethical druge)

Subjects of psychopharmacoligic
studise (drug abusing)

Engineering persoanel

Commercial pilote, grounded for
.s2lcohol sbuse

Commercial flight ergineers

Coumercial flight mechanice

Patisotes roferred for peychiatric
ecoeeaing

Helicopter pilote

Petisote referred for neuro~
peychological workup

Geolog.ete/geophysiciets

Surgical petisnts referred for
recovery managemeot

Patients referred by medical/legel
workup

Petiente in iron-lungs, effect of
anoxia

Petiente referred for cardiovesculer
stress managemeot

D.W.l. subjecte, correleted with
blood alcohol

US Army Medical volunteere, effect
of altersd consciousnese

Corporsts pilote

Creduste psychology studente

Neurosurgical reeideote

ME 1o 1983 wae e follows:

NUMBER
10,200
5,650
4,000
650
500

500
375

325
275

Y

150
106

100
100

55

50
50

50
40
20
10
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ADDENDUM B

The Jata base for PRIME in 1981, sepsrated by age, was

ss follows:
AGE

15 - 19
20 ~ 24
25 - 29
30 - 34
35 - 39
40 - &4
@f - 49
50 - 54
55 - 59
60 - 64
65 - 69
70 - 74
above 74

NUMBER

92
3,315
5,082
5,234
1,233

759

466

204

161

156

75
35
20

164
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ADDENDUM C

A comparison of ths W.A.1.S. and the Haletesd~Reltan Battery
with the subtests of PRIME.

A B CDETFGHRTI JEKLM

PRIMZ, Scans X X X X X X X X X X 10
PRIME, Psrtington Psthways X X X X X X X X 05
PRIME, Spans X X X X X X X X X X 10
PRIME, Visual filtsring X X X X XX X X X X 10
PRIME, Auditory M.T.S. X X X X X X X X X X 15
PRIME, Vieusl M.T.S. X X X X X X X X X X 15
PRIME, Levels aspirstion X X X X X X £ X 0s
w.A.L.S. X X X [}
Wechsler Memory Scals X 15
Halstead, Category X X X &5
Halstead, Tactile X X X 30
' Halstead, Trsil making X X 10
‘Halstead, Finger tspping X X 10
Halstead, Grip Strsngth X X 0s
Halstead, Sesshore Souuds X X 10
Halstesd, Sesshore Rhytham X X 10

LEGEND: A = Minimal cultural biss

= 8th grade reading level rejuired

= Psrformance data must be interpreted intuitively

= Msans snd etandsrd dsvistions exiet for each age, 14~65 years
Teet performance correlatss with altered ststes of consciousness
Test performance correlstes vith symrtoms of sutonomic and
central nervous system

Teet performance correlates with bio~electrical events,
example event-relsted brsia potsntials

Test performance corrslates with bio—chemfcal avente,

example blood alcohol

Estimating squations predict DsM-111 classificstions
Estimating equations predict tost/retest performance

Tsst findings implement FAA, EEOC,.NIOSH regulations
Eotinating equations predict aircraft eimulstor performance
under routine snd emergency conditions

M = Adsinistrstion time, in minutes

R e p = (2] mqMNOOW
[ I I B | [ ] [ ]
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A NEUROPHYSIOLOGIC APPROACH TO PILOT SELECTION

Man's finite ability to transduce physical energy into neural activity appears
as a constraint in any man-machine interface. For example, the docking of a
space craft, a supertanker, driving a high performance race-car or rlying an

aircraft.

Dr. Walte.'s and my presentation of mental time-sharing in the human operator
touched on the neurophysiologic approach to pilot selection. I will present a
thecretical basis for the model and the testing of the model under conditions
of altered staes ot consciousness — and comment on physiolegic correlates of
information Processing. And, finally leave you with the hypothesis that the
human operator's ability to Input, store, retrieve, compare and output appears

to be related to the cost-effectiveness of training and to flying perfommance.

Integration has beer. described as a quantum-like concentration of biophysical
and biochemical events. Integration antedates the phylogenetic development of
the nervous system. For example, protoplasmic structure and functional integra-
tion is determined by the dynamic interaction of internal and external factors.
As soon as qualitative differences in protoplasmic structures appear, special-
ized integrating mechanisms begin to organize the living system into a unified
whole. The pattern is for reflexes to attain martial autonamy and for higher
control mechanisms to unite part activities into whole patterns. The fun.tion
of the nervous system is the establishment and maintenance of the living

system.

The ability of the living systom to maintain 1tsclf on a low entropy level

100
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appears to depend on the capacity to establish and maintain a steady state —-
homeostasis. Neural mechanisms, feedback loops, appear to regulate the ex-
change of Information within and between the living system and the internal
envirorment.  The action of the brair. stem reticular fomation appears to
{nfluence the general state of excitability of the nervous sytem. The function
of the ascending reticular formation is to translate variations in the
number of reticular neusnons discharging into the cortex. The function of the
descending reticular formation is to translate variations in the intensity of
impulses transmitted from the cortex to the brain stem into variations of the

number of descending neurons which transmit impulses to the response mechanisms.

The cortex s conceptualized as a three dimensional mosaic, or lattice, of
elements essentially identical as to size and functional properties. These
functional prrnterties are taken to be those generally established for neurons
— namely, exicitability, refractoriness, conductivity and the potential for
spontaneous discharge. It is further assumed that the direction or path of

trananission of impulses in the cortex is random.

A model was proposed for human information processing which holds that physical
energy is transduced into neural activity by neural transducers . . . receptors.
Neural activity is encoded for transmission within “he nervous system over
channels of limited capacity to a central processor. That is, the cortex is
influenced by subcortical centers. On the bzsis of the central processor's

abjlity to integrate this information with storea information, the reverbera-
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tory circuits and/or information encoded in a nucleic acid chain, a decision is
reacned. ‘this decision is then encoded for transmission to an output trans-

ducer.

A neural mechanism for computing probabilities and making decisions has been
postulated by walter. During a simple conditioning procedure a surface,
negative [C shift from the posterior frontal areas of the brain was recorded.
This shift appears to be dependent upon a stimulus induced state of expecta cy
and has been termed the contingent negative variation or expectancy wave. The

NV appears to prime the frontal lobes for action or decision.

So much for theory. As to the testing of the model under conditions of altered

states of consciousness. Since conscious control of actior appesss to depend
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on cortical function -- cognitive ability — as influenced by subcortical,
thalamic or hypothalamic ac.ivity, certain information processing tasks are

used to assess psychoblologic integration.

Psychobiological integration is taken to mean the tctal, integrated physiologi-
cal activity of the anatomical unit. The effect of hypoxia on visual filtering
~- where filtering is defined as a systemic omission of certain categories of
information according to some priority scheme -~ has been investigated some
years ago with Strughold. Illypoxia was observed to decrease the rate of visual
fittering. The effect of sodiun pentothal and cyclopropane on the rate of
visual search, short-term memory and the ability to shift mental states has

been investigated by my colleagues. The effects of information processing on

107
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task loads on heart rate, respiration and GSR have a.so been investigated. As
to the physiologic correlates of information processing, heart and respiration

rates appear to reflect the subject's fnvolvement with the task of infommation

, processing. A physiologic correlate, cardiovescular response, of information

processing task loads is reported by Collins and his colleagues. Baseline,
in-traffic and sports car racing, records of heart rate w .. acquired and
analyzed as to the load of effective arousal. The findings support the hypo-
thesis that as the the infomation processing task load increases, the base

heart rate increases as a function of CNS arousal.

The effect of information processing task loads on the CNV have been reported
by Cohen and walter. Ngain, information processing task loadings and/or

. involvement ot the subject with the task asppear to be associated with CNS
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arousal .

How does this relate to pilot selection? Brown holds that performance on a
subsidiary task, superimposed on a pr’'mary task, provides a measure of cpare
mental capacity. Avd perhaps the first atempt to measure Spare capacity of
man-machine operators, Brown and Foulton superimposed a subsidiary short-temm
memory task on the primary task of operating a motor vchicle. The spare mental
capacity of corporate aircraft operators has been the subject of earlfer
investigations. The subsidiary task was supeiimposed on the primary task of
instrument flying in a LINK trainer. The subsidiary task consisted of the
presentation of a8 continuwus series of digits —— one through nine -- with one
missing. The digit spans were presented to the pilot, by tape recoidinj, at

the rate of one per second with a five second interval before the presentation
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of the next span. The number of correct responses was taken to be the neasure
of the pilot's spare mental cepacity. Baseline performances were acquired
while the pilots were seated at the controls of the LINK trainer. The subsidi-
ary task of snort-term memory was superimposed on the following primacy tasks:

1. The maintenance of a given air speed, altitude and constant heading.

2. Maintaining a given air speed, altitude and constant heading, with
a cross wind.

3.  maintaining a given air speed, altitude and constant heading, with
a cross wind and in rough air.

ts the inforastion processing demands of .nstrument flying increased, the
performence on the subsidiary task was seen to degrade. The null hypotheses
that the peiformance on the subsidiary task agree with the instruct. gradings

" of instrument flying proficiency %o an extent no greater than chance was tested

) by caiculating the coefficient of ranked correlation. Rho was found to be
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0.72, signi“icant Deyond the 5% level. These findings were replicated in s
study of pilots ot Aloha Airlines in both the C-11 instrusent trainer ad the

B~737 eircraft.

e huran operator's aoility carry out selective sttention information st ‘age
and retrieval operaticns appears to be crucial in any man-machine interface.
The need for a pllot pre-flight check was expressed at the International
Symposium on Avistion Medicine in Guadalajare in 1973. Preflight simulation
was rejected g5 not being feasible end 2 call was made for the development of s
technique which would require the pilot to maintain a relst’vely constant level

of affxctive arousal, while simultaneously carrying out information exchanges

104
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within the nervous system. Such a task has been developel.and

appears to measure the ability to mentally tize-share.

In the computer, or in man, infonsation can be simultaneously input, stored,
corpared, retrieved, processed and outpit. In the *ime-share computer, these
. inputs and outputs come from and go to various users of the system. Yet, a
particular user's "nnuts, storace, processing and outputs are kept separate by
the computer by its ability to time-share, to slice time, in miniscule parts —
serving first one user then another, then another and recycling through the
several users. Since the slices of time are so small and the recycling so
fast, each user fvels he alone controls the computer. He has little or no

, sense of being only one share among many.

Man must also share or slice his mental computing time. Apparently, he simul-
taneously inputs fram many classes of environment which impinge on him at any
moment. Apr rently, he simultancously outputs many classes of behavior. We
may speak of doing more than one thing at a time but in actuality each of us
does only one thing at a time. We appear to do a -ultitude of things at a time

only because we, too, are time-sharing.
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I TR 800 Independence Ave. S. W,
simumieswx  Washington, D. C. 20591
i Dear Mr. Engen:

Thank you for the opportunity to meet with you and members of your staff
in my office on February 7, 1985 concerning the application of the Federal
Aviation Administration's (FAA) "Age 60 Rule™ which applies to commercial
airline pilots. 1believe that the discussion was interesting, candid and offers the
opportunity for a constructive dialogua between the FAA and this Committee on
an issue which, as I expressed, wauld appear to represent yet another vestige of
age discrimination which should be eliminated from our body of federal law.

As | indicated in our meeting, I would like to obtain from you a detalled
explanation of why the chronological sge of "60” was established by the FAA to
lude properly 1 d and Medically competent individuals from continuing to
pilot commercial eviation aircraft. As we discussed and as you are awars, the
FAn does ptesently permit individuals age 60 and older to pilot certain catagories
of aircraft if they meet the appropriate licensurs and medical certification
requirements. Moreover, the FAA also presently provides for the recertification
for commercial piloting of individuals who have susteined but have appropriately
recovered from such medical gnomolies as heart attacks and alcoholism. With this
background, it is difficult for me to understand your reticence to consider some
modification of the Age 80 Rula to permit the continued flight qualification of
requalification of pilots aga 60 or older who would meet sppropriate medical
testing standards which could be set by the FAA.

While you indicated that you believed that the Age 60 Rnla afforded the
FAA & rule of administrative corvenience in its regulation of flight standards, it
was unclear to me upon what basis this rule afforded such convenience. in this
regard, 1 would like to obtain from you a decailed explanation of tha purpose or
purposes served by the Age 80 Rule as promulgated and administered by the FAA.

1 concur with yours and Dr. Austin's opinfon that there is no medical basis
for the rule. You stated that the possibility of cardiovascular disease in modern
aviation is not the hazard it once seeried to be. You agreed with Dr. Austin and
the other medical experts in attendance that medical problems can be detected in
individuals With a high degree of sccuracy using aviation medical and operational
evaluations. You also concurred that training and testing in modern simulators is
adequate to evaluate an individual's proficiency. Why, then can you not use those

El{llC 111
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sir. Donald Engen
February 14,1985
Page Two

available tests to grant exemptions from the Age 50 Rule to pilots over age 60
whose test results are as good or better than those for a fifty-five year old pilot?

It is important to me to have a clear understanding of your position on
these matters. Therefore, it would be helpful if you would be specific in your
responses. If I have misstated your position on any of the above matters, I would
appreciate & clarifization of your position. .

Again, my thanks to you for meeting with me on this matter. I would
appreciate receiving a response to this inquiry no later than Tuesday, February 26,
1985 in order that we might schedule the subsequent.medical and administrative
meetings wrich were diccussed at our meeting.

11¢
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US Deporment Cotes 0f e Adeinelsalon AR} INORDENDCICE Avs S V1
of frons. ononon Washnjion D€ 2841
Federal , viation

Administration

February 25, 1985

The Honorable Edward R. Poybal
Chairman, Select Committee on Aging
House of Representatives
Washington, D.C. 20515

Dear Mr. Chairman:

Thank you for your letter concerning our recent mecting on thc age 60
rule. I, too, believe tne discussicn was beneficial and would
welcome further constructive dialogue between the Federal Aviation
Adminmistration (FAA) and your Committee on this issue.

You have: requested an explanation 3s to why the age 60 rule was
established. I am enclosing a copy of both our original notice of
proposed rulemaking (NPRM) and the final issuance adop:iing the
rule. These two documents pravide substantial information, in its
proper historical context, concerning why a rule was determined to
be necessary and why the agency selected age 6C as the appropriate
“cutof f." L

In brief, you will note that the cxplanatory material contained in
the NPRM and final rulé ptreamble indicates that studies assessed by
the TAA befure the rule was adopted clearly indicated that there is
a progressive deterioration of certain physiological and
psychologic: functions with age, that significant medical effects
attributab.. to this deterioration occur at am increasing rate with
advancing age, an! that cudden incapacity due to such medical
defects also becomes more frequent as individuals age. Moreover, it
was determined that other factors changed with age: the ability to
perform highly sk.lled tasks rapidly; to resist fatigue; to maintain
physical stamina; to perform effectively in a complex and stressful
enrvironment; and to rapidly apply experience, judgment, and
recasoning in new situations. As I indicated in our meeting, the FAA
has never hesitated to acknowledge that, while there was and remains
4 determined need for an age cutoff, the age of 60 was not the only
possible age which might have been Selected; it was, however, given
411 the factors discussed in the NPRM and rule prcamble, determined
to be the rost appropriate age.
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Let me briefly address those aspects of your letter in which you
have sought to restate my views related to the age 60 rule. Your
restatement of my (noughts on the medical and performance factors
associated with the rule is not quitc on target with what- I had
attempted to express, | regret ~nv utsunderstandlng which might
have occurred during our discuss. ‘erefore, I would like to
elaborate on my view; concerning th... issues to assure that we have
a clear understanding of each other's position,

As to the medical aspects of the rule, there is no question that
today our capabilities of assessing aa individual's medical
condition are greater than they were in 1959, Despite these
increases in knowledge and diagnostic capabilities, Héwever, there
remain many medical conditions, the onset of which We cannot predice
to a sufficient degree to provide an appropriate assurance of
safety. Moresver, there continues to be direct evidence that
disease and {llness do increase dramatically in the population as f{t
approaches and exceeds age 60, Much of the focus of those who argue
fur changes in the rule has related to improvements jpn identifying
diseasc of the cardiovascular system, leaving unanswered many
questions as to the relevance of other medical and pPhysiologic
factors to safe performance of piloting duties.

It is also clear that our ability to wonitor an individual's
performance in handling an aircraft under a variety of flight
conditions has improved substantially because of the advanced flig ¢
simulators available today, Nevertheless, a flight simulator cannot
detect subtle detcriorations in an individual's capabilities relaced
to advancing age, nor do we have any index of what specific jevels
of capability zxncludln such factors as applying reasoning to new
and changing conditions) are necessary. Yet, chere is ample
scientific evidence which indicates convincingly that there are a
variety of skills which begin to deteriorate in -everyor-, sometimes
th a pronounced nanner and sometimes in virtually undetectable and
subtle ways, as the reenlt of increasing age. That is the dilenma
we face in seeking to a . -e the safety of the traveling public.

Therefore, notwithstunding th: important advances which have
occurred over time--and which have been closely monitored by the
FAA--in a variety of areas Telated tc the age 60 rule, we are simply
not at the puint where the rule can be relaxed ané still provide an
appropriate level of safety, Insofar as excmptions are concerned,
1L 15 long-stated FAA policy, and one with which | agree, that, when
we know enough to confidently grant exemptions from the age 60 rule,
we w1ll 1nstead take appropriate action to change the rule itself so
that all may benefit from such a change.
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I trust that my letter clarifies the issues we discussed at our
meeting, and that it is responsive to your letter to me. You may be
assured that we will continue to monitor the advancements in medical
science with a vicw toward changing the ape 60 rule wheneyer we can
do so consistent with aviation safety.

Sincerely,

»

;}R\ ‘(L- G4

Donald D. Enqen
Administrator -
Enclosure

Y
|
<
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=i E.H. Bouse of Representatives =
o S $elect Committee on Aging SEiTme
Waghington, B.C. 20515 e

Tetswhona: 30N 126-337% Cuaugm SCwmmen, B2

Karch 20, 1985 0 I wen

Mr. Donald Engen
Administrator -

Federal Aviation AdMunistretion
800 Independence Ave. S. W.
washington, D. C. 20591

Deur Mr. Engen:

Thunk you for your letter of February 25, 1985. In view of the meeting held
1 my office on February 7, 1985, 1 am somewhut disconcerted by your letter. It
was us though we hud attended different imectings on February 7th.

liaving heurd you say on February 7, 1985, that you were not concerned by
the threat of card L p , and Dr. austin agreeing with the
doctors present that there are tests which can deteriine the physical fitness of
pilots over age 60, 1 was surprised to read your coinments,

in your letter, you stated you were cnclosing a copy of both the original
notice of proposed rule making (NPRM) und the hinal issuance adopting the age 60
rule. In reality, the enclosures were a copy of the advance notice of proposed rule
making (ANPItM) 1ssued Dy the Federal Aviution Adminmstration (FAA) on July 8,
1882, and o copy of crewmember requirements us 1ssued on December 3:, 1964.
Unfortunately, these documents do not provide the information to which you
refer.

in your letter o” February 25, 1985 you make reference to "...many medial
conditions, the onset of which we cannot predict to a sufficient degree to Provide
an appropriate assurance of safety.” Both at our meeting and in your letter of
February 25, you were not specific as to thoss medical or other conditions which
are of concern to you and the FAA. | would ilke to obtain from you a detalled
usting of those conditions to which you refer or the FAA has idendified which
cunnot be predicted or disgnosed and which would jeopardiza flight safety if not
discovered by uppropriate tests of individuals age 80 or older. I would like to
obtain an explanstiun of the inedical or other busis upon wiuch the PAA has
determined that medicul or other testing cannot predict a sufficient safaty margin
for thesc conditions for the cet lification of commercial airlina pilots age 60 or
older. | would hke to obtain an explanation as to whether the conditions to which
yoii allude are prevalent in the overall population below age 60 or are confined to
or are morc prevalent smnong persons age 60 or older and any other medical,
scientaflic or other information which forms the busis of the FAA eonclusion that
medienl, psychological or simulator testing cannot ad ly detect and predi
the occurence of these conditions in a manner to adequately assure flignt sufety.

liv
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Mer. Donald Engen
March 20, 1985
Page Two

You indicate furthier that witn respect to the use ol a flight simulator that such a
simulator "...cannot detect subtle deteriorations in an individuals capabilities
related to advancing age, nor do we have any index of what specific levels of
capadility (including such factors us applying reasoning to .ew and changing
cuiditions) are necessacy”.

These and sunilar Statements contamed n your letter seen to beg the
question at hand and upon which pubiic policy should be forined, that is whether
there are acceptable tests upon which the FAA may rely to deterinine whether an
individual may be certified foc commerical airline pilotmg. Obviously, such
testing 15 presently utilized for those commercial airlue pilots below age t0 who
are certified vy the FAA. Equully clear, medical knowledge and testing have
advanced to sufticient degrees that a number ol disqualiflying conitions whieh
result in the termnation of a pilots license (alcohclism, heart fai.ure, etc.) nced
not represent .1 permancnt disqualificetion iom flight certification. The FAA has
provided for he retesting of such individusl's und, where appropci-te, hus
cecertified a number of those ndividuals who have adequately demonstr 1 their
fitness to continuc their fhght duties.

1 must confess that the reference to wspecific conditions to  men you
allude :n your letter 1s inost disturbing in light of the present retesting prograins
prescntly uiforded Dy the FAA. The ¥AA's relicence to provide (or some
uppropriate exemption procedure from the Age ° Rule inust be ineasured in hght
of present medical knowledge and the testing programns ulready utilized by the
FAA for disqualifying conditions. As you are aware, in 1379, legislation wus
passed which inanduted a study of the Age 60 Rule. The Netional Institute of
Aging Panel supported by the National Academy of Sciences lnstitute of Medicine,
conducted a comnplete review of all existing scientific data and issued a report n
1982 which found no medical or scientific basis for the mandatory retireinent of
awchine puots at age 60 or any other speaific sge. The panel recommended
retanung the rule until proceducres to change it could be implemented.

Agam, % 15 not clear to me from your letter whether the FAA has
unuertaken to nplement such a procedure. 1 would like to obtan from you un
explanation as to the steps undertaken Dy the FAA since the issuunce of tne
Punel's [indings to imple:nent such a procedure or, reasons, in specific, us to why
tiie FAA has not pursued this recoinmendation.

In closing, 1 would like to indicate mny personal concern that your letter of
February 25, does nut uppear to be responsive to my request of February I4, 1985,
Specifically, 1 usked in pertinent part that, "I would like to obtain from you a
det.iled cxplunution of the purpose or purposes served by the Age 80 Rule as
pro nulzuted and udinuusteced by the FAA."

117




ERIC

Aruitoxt provided by Eic:

113

Mr. Donald Engen
darch 20, 1985
Page Three

The materials which you previously enciosed are not resporave 10 that
request 1n Light of the subsequent (indings of the 1982 Punel. Mcreover, the
historical age of tiie meterinls enclosed with your letter seein to s ggest tat the
FAA has aot reexamined the busis und policy of this Jule from its inception.
Medical knowledyze, testing and testing procedures and the medieal histories of a
number of pilots who have been deterinined to be physically and mentally fit to
continue Ji1eir ‘ught duties, but for the inpediment of he Age 60 Rule, should he
recognized by the FAA. For this reason, [ reinterate my eacler request und asi to
that vou evaluaie your responsc in light of that Panel's findings and the adequacy
ol testing, both nedical, psycliological and by simulator, which is available to
assure adequate passenger safety.

Sincerely,
2 Edwurd R. Roybal %
Chairman

Edlt:en
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Department Oftice of the Adminstrator 800 Ingependence Ave SW
gs‘m Washingion DC 2059y
Federal Aviation
AdminisiToon

APR 2 6 1285

The Honorable Edward R. Roybal
Chairman, Select Committee on Aging
House of Representatives
Washington, D.C. 20515

Dear Mr. Chairman:

This is in reply to your letter of March 20 which seeks further
information from \he FAA concerning the gge 60 rdTE} I an
pleased to respoud to the issues ycu have ralsed I your letter.

Among other things, you have asked the FAA to specify those
conditions that the FAA has identified "which cannot be
predicted or diagnosed and which would jeopardize flight safety
if not discovered...." Actually, my original respense to you
indicated that there are many "medical conditions, the onset of
which we cannot predict to a sufficient degree to provide an
appropriate assurance of safety." (Emphasis added.)

Therefore, what is significant is not that there may be some
means of predicting or diagnosing some of these conditions, but
that for many of these potentially threatening conditions there
are substantial limitations associated with the accuracy or
practicability of the metnods available to make such
predictions or diagnoses. You have asked me to specify
ronditions for which we believe the ability to predict or
detect their occurrence is limited by the current State of
medical science. Some examples of such conditions are:
neoplastic diseases of various body organs; ischemic
cerebrovascular disease; cerebrovascular conditions that lead
to cerebral hemorrhage and subarachnoid hemorrhage; Parkinson's
disease; dementia; endocrine disorders, including disorders of
the thyroid and pngcreas; and cardiovascular disease, including
disease of the cordnary arteries and peripheral vascular
system. The frequency of these disorders increases with age.

There are a variety of other conditions which typically
increase in severity or are aggravated by age, and which,
because of their often subtle nature, do not nesessarily lend
themselves to detection. Even if such subtle changes were
detected, there is no vilidated way to relate such information
to the specific level of capabilities needed to safely pilot a
coagercial aircraft. Examples of these conditions are:
decreased dynamic visual acuity and acuity under low
{1lumination; diminished visual accommodat.on and field; a
slowing in the ability to process and resoond to information;
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and altered speed, capacity or accuracy associated with various
aspects of attention, psychomotor performance, memory, and
problem-solving ability.

There are varying degrees to which we can predict or diagnose
the existence of the kinds of conditions and disorders I have
enumerated above. Some of these conditions, of course, are
rire serious than others from a safety perspective. Moreover,
tuere are different degrees to which different individuals may
be afflicted by such disorders, Although conditions such as I
have mentioned may be found at any age, the frequency of such
disorders does increase with age.

We continually seek to remain abreast of advances in medical
science and to be generally familiar with che azcuracy and
availability of various testing methods to idenvify underlying
disease processes and functional deficiencies. As I have
indicated, there exists no practical testing methodology for a
variety of conditions which may affect aging pilots. This view
was confirmed by the National Institute on Aging (NIA) Panel on
the Experienced Pilots Study. This Panel cuncluded that
age-related changes in health and performance influence
adversely the ability of an increasing number of individuals to
perform as pilots with the highest degree of safety and,
consequently, could endanger the safety of the aviation system
as a whole. Moreover, the Panel could not identify the
existence of a medical or performance appraisal system that can
single out those pilots who would pose the greatest hazard
because of early or impending deterioration in health or
performance. This is a very significant conclusion which, in
our view, cannot easily be dismissed nor should it be.

After the NIA report was issued, in keeping with the report's
recommendations, the FAA issued an Advance Notice of Proposed
Rulemaking (ANPRM) on June 23, 1982, wiich sought comments on a
plan that would allow air carrier pilots to voluntarily enter a
program for collection of medical and Rerforuance data that
night form a basis for relaxation of the age 60 rule. After
the review of puhlic comments on this proposal, the FAA
withdrew the ANPRM on March 20, 1984, because, it was
determined that, in the absence of validly selective tests,
there are not sufficicnt means of collecting qrantitative
medical and perform-nce Jdata on airline pilote under conditions
of actual operational stress and fatigue that oo not introduce
an unacceptable safety risk.
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The Panel's findings, together with our assessment of the
comments received in response to the ANPRM and our continued
review of the scientific literature, persuads us that the age
60 rule should not be changed at this time. Since the purpose
of this rule is to assure that air carriers are providing their
services consistent with the highest degree of safety, we
intend to make no changes to the rule until we are confident
that the safety of the American traveling public would not be
jeopardized. We simply have no basis for such confidence at
this time, but we will continue to monitor advancements in
science in order to initiate appropriate changes to the rule
when they are warranted.

1 am enclosing a copy of ‘he original NPRM that proposed the
establishment of the age 60 rule, the issuance incorporating
the final rule, and the withdrawal of the recent ANPRM I have
mentioned. I trust this is responsive to your inquiry.

Sincerely,
Donald D. Bngen 4,\4‘34,\

Administrator

Enclosures

ERIC
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AN EXAMINATION OF THE CONDITIONS LISTED BY FAA
] L D VORTIONS LOTED BY FAA
ADMINISTRATOR ENGEN IN HIS LETTER OF APRIL 26, 1983

reasons. The principle cause for such disqualification is cardiovascular disease. Many of

There have been few denials and disqualifications for most of those listed eondma-:
Many airline pilots who have suffered one or more of the listed conditions are ourrently
flying with full medical certification.

From January 1961 through December 31, 1980, the FAA had recertified or
granted special issuance certificates to 462 airline pilots who have suffered disqualifying
conditions. There were:

74 for myocardial infaretion with 22 relapses (29.7%).

12 for coronary artery by-pass graft surgery with 2 relapses (16.7%).

42 for miscellaneous medical conditions, including nervous disorders, eoronary

heart dh(uzs peychoses, angina pectoris, sneurism, drug dependence, ete, with 7
17%),

;%l;p::ucoholhm with 67 relapees (18.4%).

From January 1982 through July 1985, the PAA has granted 414 more exemptions or
special issuance certificates. These include:

50 for coronary artery by-pass graft surgery;
293 for alcoholism;

20 for myocardial infarctions;

18 for neurological conditions;

14 for psychiatric conditions;

17 for other cardiovascular conditions; and

2 for miscellaneous conditions.

12¢
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Page Two Engen Letter

Fol)..wing are the conditions or disorders to which Administrator Engen referred in
his lettes of Apeil 28, 1985, an” an explanation of the condition/disorder.

*NEOPLAST'C DISEASES OF VAR'OU™ BODY ORGANS

The “various body o gms® were not ideritified by the Administrator.

A " i described as a new growth; tumor; abnormal tissue that grows by
cellular proliferatisn more rapidly than normal (an example is cancer). The mase it
forms ie either benign or m t.

SCHEMIC CEREBROVASCULAR DISEASE"

"lschemia® deals with anemia due to mechanical obstruciion (mainly arterial
narrowing) of the blood supply.

"Cerebrovascular dissass”™ relatws tc diseases of the blood spply to the braln.

"achemie csrebrovescular dissese™ is usually cherscterized by atherosclerotic

distribution of fatty deposits in the Luner of and medi
m-)dum-hmmmhh)vmWWMxm un

(Ghigh blood pressure) lsads to changes in bicod vessel walls and is
the most definite risk factor in ischemic cerebrovassular dissase
(NIA Report F-100).

SCEREBROVASCULAR CONDITIONS THAT LEAD TO CEREBRAL HEMORRHAGE AND
SUBARACHWOID HEMORRHAGE”

"Carebral ('vain) hemarrhege® implies a hemorrhage in the cersbellum, the luge
posterior b-ain mass lying above the pons and medella and beneath the posterior
portion of the brain.

ERIC
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"Carebral Hemorrhage” is less frequent than ischemie cerebrovasculer disease, It
has multiple causes, the most common by far associated with hypertension
(NIA Report F-100)

"Subaracihnold hemorrhege” is bieeding into the brain. The "srachynold” is s
wel::ko membrane which forms the middle layer of the covering of the brain and
spinal eord.

malfunctions are to be related to .ne original formstion of the v itic
mtwmmemmcmemukdywbemmmmlm
aged adults (NIA Report F-103).

‘Hemorrhage® is likely to occur in older but the correlation with
hypertension is more important than with sge (NIA Report F-103).

"Hypertension® is considered the most common cause of cerebrovasculer dissase
and cerebrs’ hemorrhage. Under the FAAS medical certification system, s pilot

Muadbomqbammodupurdmmmmm-thomwﬂcmmd
m-ms,qmzmmmrormamwcnmmunqu-m
if the applicant's cardiac and kidney conditions, "after complete cardiovasculi
mmmlgl-t!:\, are found to be normal” (FAAS Guide for Aviction Medical

mwmormmmmummuwm
Systolie blood pressure of 180 mm/hg at any age) is dered definite
iypertension. ("Hypertension amd Hype~tensive Heart Disease in Adults®. Gordon
and Devine). The American Heart Association considers systolic blood pressure to
be normal if it is under 120 mm/hg. Over 150 mm/hg, the heart sttack risk doubles
and stroke risk quadruples.

"Hypertonsion® commonly referred to as "high blood pressure , leads to changes in
blood vessel walls. This leads in turn to weakness of those walls and 5 tendency to
rupture (NIA Report F-100).
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Page Pour Engen Letter

Por the issusnce of a First-Class Medical Certificate, the FAA, in its "Guide for
Aviation Medical Ecaminars®, states:

"Unless the adjusted maximum readings apply, the applicant's
reclining blood pressure may not be more than the maximum

reading for his age group in the following table:

AGE MAXIMUM READINGS ADJUSTED MAXIMUM

GROUP | (RECLINING BLOOD READINGS (RECLINING
PRESSURE IN MM BLOOD PRESSURR IN
OF MERCURY) MM OF MERCURY) 1/
SYSTOLIC | DIASTOLIC SYSTOLIC DIASTOLIC

20-29 140 88 - -

30-39 145 9 155 9

4049 155 ] 165|100

50-59 160 9 170 | 100

Yy For an applicant at least thirty years of age whose
reclining blood pressure is more than the maximum
reading for his age group and whose cardias and
kidney conditions, after complete cardiovascular
examinatio. s, are found to be normal.

ERIC
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"Parkineon's Disease” tre th
rosuliing from hnﬂcehzldmor mum a neurotic syndroma usually

tone, increased salivation, and oiliness of the skin. Work performance
would likely be affected by motor disturbance (slowness of reponse) and early
dementie (impaired mamory) (NIA Report F-102).

The dlagnosis of "Parkinsca’s Dissase” in the well established case can be made on
clinical examination (NIA Report P-103). Close cbesevation of & patient suspected
of "Paridcson's Disesse” is 50 effective that need for further testing is

§

"DEMENTIA®

"Dementia® is general mental deterioration due to orgarde or psychologioal
factors. Dementia refers to the Joss of higner intellectual capacity. It is also
called "brain syndrome”.

Loss of memory, abstract conceptuslization, orientation, judgment, and other
higher-level eapd':mtlu are characteristic.
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Page Six Engen Letter

Generally It is caused by many underlylig diseases, including endocrine (internal
secretions), metabolic (tissue change), nutritional (taking in and aseimilation of
materials), toxic (puisonous substance that is formed as part of a cell), necplastic
(new growth, tumor, cancer), infections, traumatic (related to a disease of unknown
2suse), degen rai.ve and generally degenerative diseases

(NIA Report F-102).

*ENDOCRINK _DISORDERS, INCLUDING DISORDERS OF THE THYROID AND
ANC

"Endocrine® deals with internal secretions and the glands that furnish those
secretions.

To detect "endocrine disorders®, the FAA does not require any special equipment.
A protocol for examinations applicable to endocrine disorders is not provided for
Aviation Medical Examiners (AME') since history tsking, observations, and other
systems have already revealed much of what can be known sbout the status of the
applicant's endocrine system, Le., the examination of the skin can reveal important
signs of thyrold disfunction. The eys may reflect thyroid disorder or diabetes
(FAA's Guide for Aviation Medical Examiners).

Identification of endocrine, renal, pulmonary, homatologic, or gastrointestinal
disorders would not necessarily be means of discontinuing certification except in
selected cases (NIA Report F-82),

*"THYROID"

me'lhymk!'isaductlwlghndlyinglnfrontofmdtotheddeofthewp«
tracia,

The FAA regulations require an examination of the head, face, neck, and scalp as
well as recording puises in order to determine thyroid disease (NIA Report F-84).

o 127
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Page Seven Engen Letter

"Hyperthyroidism® is an abnormality of the thyroid's regulatory system in which
there is an unusual increase in the thyrold's secretions. this condition is less
prevalence in older persons (NIA Report P-84),

"Hypothyroidism" is diminiched production of the thyroid hormone usually leading to
myxedema (dryness and loss of hair, subnormal temperature, hoarseness, and muscle
weakness) and cretinism (hypothyroid dwarfism. This condition is more prominent
in women and iis symptoms are easily recognized (NIA Report P-84).

The PAA'sOlddetoAllE‘lrecommendSIpeciﬂemtoeonﬂrm the diagnoses and
severity of thyrold disorders (NIA Report P-84).

Measurement of serum thyroxine is the best single test for screening of occulet
(hidden or secret) thyrold disease (N1A Report P-85).

"PANCREAS

O
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mwu.meﬂeumameetedtothedoudenumnmmdmdthe
spleen at the other. It secretes fuices, particularly insulin (the hormone that
promotes glucose utilization! and glucagon into the intestines.

Two conditions associated with the "pancreas® are, "iypo-giycemia” (low blood
sugar), and "hyper-giycemis® (Mgh blood sugar).

The incidence of "hypo-glycemia® is 80 small that it does not warrant any special
screening (NIA Report F-82).

"Hyper-glycemia® would manifest itself by obvious symptoms and signs of serious
fllness (NIA Report P-82).
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O‘her "ENDOCRINE DISORDERS” are:

*DIABETES AND GLUCOSE INTOLERANCE"

Disbetes is caused by an absolute and relative insufficiency of insulin
(Nia Report P-83).

Disbetes which cannot be controlled by diet and exercise alone is a disqualifying
condition. A history of diabetes that no bm:muk- medication for control is
not, in itself, disqualifying (FAA's Guide for

The most common form of diabetes mellitus is that which does not requires insulin
and is controlled by diet and exercise (NIA Report P-83)

Ob ity is present in 80% of persons who have dabetes mellitus (NIA Report P-82).

If disbetes is suggested by the pilot's medical history or physicsl examination, or by
sugar in the urine, a dl-’nmﬂc tolerance test is outlined in the FAA's Guide for
-83).

The prevalence of diabetes is greater among women at all ages over age 17
(NIA Report P-83).

GLUCOSE INTOLERANCE

Glncose is a declining ability to dispose of a standard load of sugar
(NIA Report P-83).

Glucose tolerance @ seline is highly associated with obesity and is caused, in part, by
an incres-ed p.centage of fatty tissue and a decline in muscle tissue
(NIA Report ~-83).
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Standards have been developed to differentiate disbetes from normal P'ucose
tolerance changes with age (NIA Report P-83).

A blood glucose determination is not a routine part of the ?AA's medical evaluation
for any class of medical certificate. However, the ex.mination does include a
routine urinalysis (FAA'S Guide for AME's Page 37).

ARDIOVASCULAR

DISEASE, INCLUDING DISEASES OF THE CORONARY ARTERIES
o e AL, VASCVULAR OISTEM™

AMND PERIPHERAL VASCULAR

Wrehtu:oﬁlehem‘ndmebloodveuehorﬂndrmﬂon.

monlyequlpmmtroqulredtormAMBtoeondwtamediulmmmu«l of a
pnot'lehutandlmg;,hhhurtmdmmkmenmmﬂonublamda
good stethoscope (FAA'S Guide for AME'S Page 28).

Myocardial infarction and angina pectoris are disqualifying conditions for a first
class medical certificate. Through December 1980, first class certifications were
granted to 25 pilots who had suffered myocardial infarctions and to 5 who had
angina pectoris. From January 1982 through July 1985, twenty more pilots who had
suffered myocardial infarctions were recertified and returned to full flight status.

There is a gradual decrease in cardiac function with age (the passage of time), but
in the absence of cardiovascular disease, the dec ement is sufficiently small that no
significant effect on pilot performance would be likely (NIA Report P-71).

Cardiovasculr.~ problems influencing pilot performance in multi-crew sirlines were
reviewed in 1975 by the Eighth Bethesda Conference of the Ameri- Jdege of
Cardiclogy. This conference made recommendations regarding i ,afication and
eveluation of pilots with fachemic hesrt disesss, cersbrovascular dissase,
valvilar heart disease, congenital heart dissass, myoosrdial-
pericardial diseass, and arhythmias (NIA Report F-71).
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Page Ten Engen Letter

Mosern medice] technology provides means to detect those at higher ris. of such

events (masor -erdizl echythm:as) whether or not they have symptoms
\NIA Revort F-T2).

There 1 N> sgreemeni on what ccastitutes an unnecessery high :2vel of ecronary
discase it 5.lots, bul imphert estimstes can be addused from current regulations:

i. T2 TAA excludes from pilot Leensure persons with & hisiory of
previous myocardial infarction {Such persons have an snnuel mortality
rate of 4%).

2. The Civil Aviation Medical Division of Canada estimates that there is
a 3% annual mortality rate for persons who have already experienced
a cardiovascular event, and argues that this should be the upper limit
(NIA Report P-74).

Screening tests for latent cardiac disease have been developed and improved. Thelr
sensitivity are generally known and tests are very reproducible (NIA Report F-76).

There have been many epidemiologic studies burl:& on the prediction of risk
associated with cardiovasculsr disesse in asymptomatic persons. ....airline pilots
remain at somevhat lower risk from age 30 through age 60. ...Data from the
fenaﬂpopmnumemndb.uedu.Mfoerm.mofmrﬂt(tapﬂou)
NIA Report P-75).

Strategies for non-invasive detection of coronary disease have been developed
(NIA Report P-75).

*DISEASES OF THE CORONARY ARTERIES"

“Caronsty arterles™ are the arteries which supply blood to the heart muscle, itself.
Oncmdn)euo which attacks these arteries is arteriosclerosis (hardening of these
arteries).

Diseases of the heart muscle and its performance are not the same as diseases of
the cororary arteries. Certainly, if the coronary arteries become diseased or
occluded, the heart muscle will be adversely affected, but generally speaking,
coronary heart disease and diseases of the coronary arteries are not synonimous.
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"MYOCARDIAL INFARCTION®

The myocardium is the middle layer of the heart, consisting of cardiac (heart)
muscle, An inferction is a sudden insufficiency of arterial or venous blood supply
due to a blockage.

“DISEASES OF TRAE PERIPHERAL VASCULAR SYSTEM"

The

system® rel.ies to the sma_ blood vessels of the outer

"peripheral vascular
parts of the body as opposed t> the hlood vessels and arteries of e central r inner
parts,

Diseases of the peripheral vascular system are:

1.

2,

3.

4.

S.
8.

Arterioscierotic vasculer diseass with evidence of circulatory
obstruction;

Bueger's disease (inflammation of blood vessel walls and tissue in the
legs of young and middle aged men and usually leading to gangreen);

Intermittent Claudioation (caused by ischemia of the muscles and
characterized by lameness and limpi

Mu(w«motthedlclwutuiuwlmmmmhﬂn
ngers;

Thrombophlebitis (venous inflammation with clot formation); and
Syncope (sudden fall in blood pressure).

Arteriosclerotic vascular disease when mild, presents no impediment to medical
certification (FAA'S Guide for AME').
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“DECREASED DYNAMIC VISUAL ACUITY AND ACUITY UNDER LOW ILI.UMINATION®
_— e AL, AL AND ACUITY UNDER LOW ILI.UMINATION™

“Dynamic visual acuity”

is the science of motion in response to forces; that branch of mechanics
that deals with forces and their relation primarily to the motion of bodies.

- means of or relating to physical force or energy; marked by continuots
ve activity.

Acuity - sharpness; clearness; dirtinctness.

Vieual acuity - clarity of central vision; the relative ability of the eye to resolve
detail,

visual could be described as an index of the ability to diseriminate
detail in patterned moving targets.

mkhotmommmdmﬂthmmmmBntnuto
provide the smallest pupil opening at the prevailing light level. The decline in pupfl
dudo.notoontributeﬂnmmﬂytothod.cnmhmndotvmmuonh
older persons. (NIA Report F-121)

The prevalence of cataracts (lens transparency that seriously impairs vision) in
older persons is not high; 9% among those 60 - 69 and 18% among those 70 - 79
years of age. (NIA Report P-122)
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Page Thirteen Engen Letter

PAcuity under low fllumination®

Changes in the latent period (szeed of response) of the optical nerve occr only in
ilumination fluctuations of a thousand-fold or more. (NIA Report F-121)

Dr. Jaseck Szafran, in his study of airline, military and test pllots, conducted for
the U. S. Fublic Health Service in the mid to late 1960%, stated, "As an
oceupational group, ilots are better observers and consoquently are able to extrac.
information more e'f[f,ieiulﬂy even at very low levels of signal to noise ratios (signal
hmmhﬂnmwmcwdm«mcﬂmandmhekthomm
background or irrelevant information).

Szafran further stated that the reduction in signal to noise ratio is in the order of
25% in pilots under age 40 ax compared to 20% in those over age 40, This trend,
according to Szafran, is in line with other findings which support that diverted
attention away from a high information signal is likely to produce an effect
resembling a reduction in its intensity.

“DIMINISHED VISUAL ACCOMMODATION AND FIELD®

Visual accommodation®

ERIC

Aruitoxt provided by Eic:

Visus! accommodation - the abflity of the crystalline (transparent) lens to change
shape to bring near objocts into focus. The crystalline lens grows throughout life,
adding a stratum (layer of tissue) every four years. This leads both to hardening
and yellowing of the lens (NIA Report P-121).

The absolute level of accommodative power is somewhat higher in pilots. This
refractive (the deflection of a ray of light as it passes a lens) loss (in
accommodative power) can be compensated for, for the most part, by the use of
bifocal lenses (NIA Report P-121).
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Dr. Szafran analyzed “intringic® (internal; inherent; inborn) attributes “essential to
flying” (such as high speed decision-making, the detsotion of low intensity - Jow
probability signals, and the ability to assimilate large amounts of information).

He stated, "Although the expected peysiological declines were noted (in viewal

asccommodation for fistancs), performance of older pilots in most instances was

compatible to that of younger pilots. (NIA Report F-124]. Szafran also stated,

m are ltt’u'atlm that genetic, dietetic, and climatic factors may be implicit
oondition®.

In both auditory and visual discrimination tasks, older pilots tend to selest
strategies that were optimsal for signal detection, negating the overriding
limitations incurred by decline in sensory mechanisms, eg., lens yellowing,
declining visual scvommodation, and presbycusis (Joss of ubllity to perceive or
discriminate sounds as part of the aging process). There is also a lack of significant
differences with decision-making capabilities across age cohorts

(N1IA Report P-134 & P-135).

1 fleld®

Visual field - the area simultaneously visible ‘o one eys without movement.

The loss of visual fleld is most marked past age 85, but the degree of this change is
highly variable between individuals. Most of the fleld is likely to be intact in
healthy persons in their seventies. (NIA Report P-132)

Glausoma - - in which there is reduction in the visual fleld associated with too high
intra-ocular = = Increases with ags, but is not intrinsic with sging
(N!AReport;-lﬂ).

Visual perimetery (measurement of the visual fleld) testing and regular tonometry
{measurement of tensions) should be sufficient to detect glaucoma and associated
visual fleld problems developing in older persons (NIA Report P-133).
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Page Sixteen Engen Letter

"ALTERED CAPACITY OR _ACCURACY ASSOCIATED WITH VARIOUS

A
PROBLEM-BOLVING AMDLIFYY

Pres mably, the Administrator Is alluding to the statament made by the National
Academy of Sciences, Institute of Mecicine Panel (IOM; on Page 140 of its report to the
National Instituta on Aging.

"Aspects of attention, psychomotor performance, mamory and problem-
solving ability show altered speed, capacity and acouracy with age."

The IOM Panel wentonto s -t

"Howcver, as was noted for peroeptual function, there is great variabllity
smong individuals. In addition, performance decrenisnts are fe: less
apparent for well practice” skills.”

*PSYCHOMOTOR PERVORMANCE"

Peychomotor - Relating ‘o the 1 antal origin of musoular movaments, to the
production of voluntary movements.

Piloting a plane requl.es sfficient extraction of information from a broad array of
relevant and wrrelevant stumull 1n which it is embedded. There s also & nocessity
for monitoring many sources of information and focuding attention selectively.

Three variables are important for inclusion in any battery of tests to prediot pilot
proficiencys

Selective sttention - (the ability of a person to extrant Information
efficiently from the array of information availabia);

Peroeptual style - (mental proces coming aware of opr recognizing
objects or information); ard

motor reaction time - (the time it takes for mental processes to

generate impulses to cause muscle fibers to contract. An organizm's overt
reaction to & stimuli.)

13/
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There s a great deal of interest in determining other attributes necessary for piloting en
airplane. &owiwﬂnmmbyhhnmm 13, 14, and 15.

Once again, to repeat Szafran's conclusions, "....routine aspects of a professional pilot's

performance would not b~ affected by the aging process across a normal working life-
span” (IOM Report P-141).

Psychomotor slowing with age cannot be attributed to such factors as sensory
diminuation alone (IOM Report P-143).

The spead and accuracy of older pilots appears to be highly dependent upon the
cardiovascular pulmonary status rather than chronological age (IOM Report P-145).

INTELLIGENCE AND PROBLEM-SOLVING

Among pilots, there is no correlation between age and intelligence as assessed by
the Raven Progressive Matrices (IOM Report P-156).

Pllots as a group appear to have above-average intelligence (IOM Report P-158}.
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Hoase o (presentotilves

Wishinstor, DeCe 20515
Dear Mr. Rinaldo:

During the hearing o~ afrline pilot retirement held by the Select Committee
on October 17, a. *us agreed that Dr. Samuel N. Fox, IlI, Dr. Jefferson M.
Koonce, and I would develop an examinat.. nrotocol which might substfitute
for the Federal Aviation Administratfon’a .. ') Age 60 rule.

The attached protoco! {s our combined rcapunse to that request. It {s based
on the Report of *e Natfonal Institute un Aging (NIA) Panel on the
Experienced Pflots Study and subsequent additional research related to human
perfornance beyond age 60, as presented at the hearing on October 17. The
proposed protocol would provide for testing commercial afrline pilota for
continuation of pilot status beyond age 60.

While the Report of the NIA Panel on the Experienced Pilots Study of August
1981 concluded ttat, despite no convincing wedical evidence for pilot
retirement at sge 60, the present rule should stand because of inadequate
data to support a change, it also recommended that, "an approach to changing
the age 60 rule,” should be undertaken (pp. 22-25 of that report). 1In the
intervening years since 1981, further research has documented the
maintenance of good health and functioning in many persons well beyond he
age of 60, and has documented the predictive value of certain rests.

Drs. Fox, hoonce, and I have based the enclcsed protocol on the previous
reconmendation and the nore recent research findings, and are submitting it
for discussion and conment by the FAA as requested by you and Mr. Roybal.
Sincerely yours,
— 1)
—-—
/
7 e Lt
Ts Franklin Willfams, M.D.

Director
hational Institute on Aging

tnclosure
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December 19, 1985

Propose: Ixzrmination Protocol for Afrline Pilots Age 60 and Above

This proposed ;ot>=ol is designed to provide, for any pilot affected by the
present age 6C zule who wishes to continue as & pilot beyond age 59, a
comprehensive era=‘mation of health status and performance ability which
should establis: r_s/her coutinyed v lification. The protocol may provide
the additional SeneZ=it of creating ¢ata that can subsequently be used as a
basis for furtzer =:vdiffcation of rulea regarcing such pilots.

Any pilot subject tx the age 60 rule who wishes to contine as a pilot beyond
age 59 would uczZerg= the following comprehensive wedical evaiuation and
evaluation of perfc—mance.

The medical evaluatZon prorocol should inc
least annually ther=zaft-r:

lude the following inictially ard at

(1) Medical arud interim *igtory including smoking hiatory

(2) Physical examination including funduscopic
(3) Blood pressure
(4) Chemical screen profile -- SMAC-24 or com

tests including total and hi
triglycerides

parable blood chenistry
gh-density 1ipoprotein cholesterol and

(5) Urinalysis
(6) Chest X-ray
(7) Resting electrocardiogram -- standard 12-lead

(8) Exercise Tolerance Test (ETT) including thaliium perfusion study

The present qualifying criteria would
included in pilot examinations. The exanining physiciun and the reviewing
physician of the FAA should exercire judgment with regard to the additiona!
risk factors included above, {.e., smoking history, and dlood lipids,

apply for those test ccaponents already

The Exercise Tolerance Test ghould be performed on a motor driven bicycle
ergoweter, or treadmill with little and preferably no ure of handrails, both
accurately calibrated, with accompanying thallium perfuafon scans. Y-ray type
reproductions of the thallium gcans should be subritted to tha FAA whict 1
turn would have them reviewed by a racognized expert ({n their interpretation,
The examinee would be considered to have obrained ™ earance” on this pmedical
eval :ation if he/she can demonstrate an uncompromised capability to complete a
progressive exercise protocol achievirg at least a toral body metabslic
intensity of ren (10) oultiples of resting rate (MET®) over g period of no

[y
boos
—
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less than ten (10) winutes with at least three minutes above seven (7) METs.
"i!s can be ac-ieved by completing nine minutea f & Stendard Bruce Protocol.
An eight (B) ME_ criterion appeara sppropriste for woman. In addition the
thallium acen interpretation ghould be clear of defects, except that a defect
seen on the immediate poat-exercise film which persists unchanged in a
post-three-h)ur film wmay, based on the physicisn's judgment, not be considered
disqualifying.

Compromising responses ou the ETT would be the occurrence of any of the
following:

1. More than -0.10 millivolts horizontal or downsloping ST uegment
depression (or equivalent elevation) in any precordial lead or Leads I
or aVL during or after exercise or more than =0.15 zV *n lead aVF.
Some correction for R wave saplitude may be sppropriste where R waves
exceed 2.0 mV 1in height.

2. Occurrence of three or more sequentisl premsture strial or ventriculasr
conplexes during exercise.

3. Decline of more than 20 mm Hg of aystolic presaure with continued
exerciae beyond the initial sdjustment to the teat protocol.

4., Less than coherent verbal responses, staggering, staxia or other
evidence of intolerance to the exertionsl demands.

5. Chest discomfort or any form of "snginsl equivalent.”

The comprehensive flight proficiency protocol, should consist of the following

componenta:
1. Written test of knowledge.

The pilota should be given an snnusl Jritten teat on their knowledgs
of chedir aircraft’s aystems, the procedures specific to the sircraft
itself, and the applicable informstion from the Federal Aviastion
7egulations snd the Afirmen’s Information Mgnual. Thia will aserve as &
check on the retention of the cognitive snd procedural {nformation
which tends to deteriorate over time, eapecially 1f the pilot raviawa
and/or usea this information infrequently- The test materisls
relating to the Federsl Aviation Regulations and the Airman’s
Inforustion Manusl should be written by tha FAA snd focus on ths asrsss
specified in FAR 121.419(s). Tha FAA already has s significant
battery of test items on subjact matter {n thesa domsina and would be
best suited to develop tests messuring the extent to which pilots havas
8 satisfactory knowledgs of the regulations and procedurss relstad to
asircraft operationa in the sirapsca systsm. Tasts on the pilota’
knowiedge of their sircraft's systems and procsdurss would best be
developed by the manufacturers of tha aircraft acrosa all sirlinas who
usa that equipmant. But asince thia 1a highly unlikely, the individual
airlines should develop such tests, and those teats should be approvad
by the Administrator.

14}
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Perceptusl-motur akille of piloting.

The perccptual-motor akills of piloting the sircraft should be checked
twice each year (at lesat once every six months) to ensure the ability
of the pilota to perform the tasks required of their flightcrew
positions. One shoulc utilize the computer-based flight simulator
systeas, presently used by the industry for initisl cieckout and
upgrade training and line oriented flight training (1OFT . to messure

the proficiency or akill o the pilots. The FAA ap: e
saneuvers and procedures raat should be performed ~iency
check ride (Appendix F o: Part 121) and has aet to. T

performance on flight parsmeters in the Advisory Ci....sr AC61-77,
Airline Transport Pilot Airplane Practicsl Test Guide. The flight
siosulators can be rather esaily programmed to monitor the pilot'a
ability {o paintain the flight parsmeters of the sircraft within the
tolerances aet forth by the FAA. The current modern s;aulators in use
are controlled by couputers, and specific parameters. such as
airspeed, altitude, course deviation, deviation from flight paths,
rates of aacent or descent, and other information regarding flight
controls and parsseters, can be monitored by the computer snd
information produced indicaling the frequency and magnitude of any
deviations from the desired parameters. This would provide for the
determination of skill level (proficiency) in the most objective
manner poisible at the time.

Application of rules and procedures.

Procedural items are to be evaluated in terms of the satisfactory
completion of the approp. iate aequence of steps (as per the approved
airplane operating manual) in a timely panner. Thia should also be
done at least once every six months. The specific steps of the
procedures are set forth in the manuala and could be programmed into
the cowputer that would check for the appropriateness of responaes.
The timelineas of the pilot's behaviors should be determined by the
reconmendations of the manufacturer of the equipment based upon the
@aximum reasonable time that would pr vent further aggravation of the
abnormal situation. For flight skills and procedures which must be
performed in the actual sircraft, relatively objective wmanually acored
checklists can be developed which will reflect the magnitude of
deviations from physical paraweters, correctness of procedures, and
the extent of proper managewent of cockpit resources on hand.

It is recommended that a flight simulator as per Appendix H of Part 121 of the
FAR be utilized for the measurement of performance to the greatest extent

possible.

The actual maneuvers and procedures included in the proficiency

flight checks should include, but not be limited to, those set forth in
Appendix F of Title 14 CFR, Chapter 1, Part 121.

The criteria for judging purformances should be based upon the effects >f the
pilot's behaviors upon safety of flight and *he flight test standards
published by the FAA.

O
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References for the fl_ght proficiency protocol:

FAR Part 121.415 Cresmenber and diapatcher training raquirements.
121.417 Crasmember emergancy training.
121.419 PiI5ts and flight angineera: Initial, transition, and
upgrads ground training.
121.424 Pil>ts: Initfal, transition, and upgrade flight training.
121.427 Rec.rrant training.
121.433 Training Reguired.
121.434 OpeTating axperianca.
121.437 PiIot quslification: Certfifcates required.
121.439 Pilot qualificatfon: Recent experienca.
121 .440 Lire checka.
121.441 PrcZictency checks.
121.443 Pilot in command qualiffcations: Routa and airporta.

Appendix E of Titla 14 CFR Part 121, Subpart W ~ Flight Training
Requireasents. Maneuvera and procadures required by Sectfon 121.424 to
be performec in flight excapt to the extent that certain saneuvers and
procedures cay be performed in an airplans sfmulator with s viaual
syatem (viaiLal sisulstor), an airplane aimulstor without s viausl
aystea (nonvisual afoulator), s trsining device, or s static airplana
ss peraitted by Appendix E.

Appendix F of Title 14 CFR Ch. ] Pt. 121, Subpart W - Profictancy Chack
Requirenents. Speciffiea tha maneuvers and proceduras raquired by
Sectfon 121.441 of 14 CFR Ch. 1, Subchapter G, Part 121, Subpart N.

AC61-77 Airline Transport Pilot Airplane Practical Teat Guidas.
Designed to asafst the applicant and hia fnatructor f{n preparation

for the Airlina Tranaport Pflot Certificats with an Airplane Rating
under FAR Part 6] (reviaed).

AC120-36A Line-Oriented Flight Training Programs.
Sets forth one means, not the only means, scceptable to the

Admintatrator for approval of s line-oriented trainin3 program undar
PAR 121.409.

AC120-40 Airplane Simulator and Visusl System Evaluation.
Sets forth one aeans that would be acceptable to the Admin‘atrator
for the evaluation of sirplane sfaulstors to be used {n training
prograss or for sairmen checking under Title 14 Code of Pederal
Regulations (CFR). See PAR Part 121 Appendix H - idvanced
St{mulation Plan.
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Evaluation methodologies relevant to pilots' health and proficiency are
continuing to be deveioped. For exsmple, the Single Photon Emission Computer
Tomographic (SPECT) approach, now beconing more widely available, may enhance
the capabilities of thallium imaging; radionuclide sngiography may also provide
useful inforastion, but perforsance standards for persons aged 60 and over
need further definition. More quantitative predictive values for risk factors
such as those referred to above should also become available. The FAA should
assure that it 1s kept adequately informed of progress in such developwent and,
trgether with cngoing analysis of the results and outcomes of the above tests,
should asodify 1its requirements from time to time.

In addition, a progras should be developed to collect data on a random
selection of pilots between the ages of 40 through 55 for normative purposes.
These data could also be utilized for longitudinal documentation of the
individual changes in piloting abilities over time.
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us Deporment Ofice of the Aommatiaior 800 theroenoent,

e Ave £ v,
o Yoruponowon . Washingion QL 2050 ’
Federal Aviation -
Admunistrotion . o

APR 261985

The Honorable ZZward R. Roybal
Chairman, Select Committee on Aging
House of Represe=tatives
Washington, D.C. 2051S

Dear Mr. Chairce=: S

—_
.

This is in reply to your letter of March 20 whj
information fror the FAA concerning the lge‘zolgﬂTsieks sayeaer

I am
pleased to respond to the jssues you h.vE—F;TEFH‘Tﬁ;Vnur letter

Among other things, you have asked the F i

cond§tions that the FAA has jdentified "C:i:: :f:z;:yb:hose
predicted or cizgnosed and vhich would jeopardize flight safet
3f not discoverecd.,.,." Actually, my origina)l response to oz Y
indicated that there are rany "medica) conditions, the OnsZt of
~hich we cannot predict 10 a sufficient degree to provide an
appropriate assurance of salety.™ (Emphasis added.)

Therefore, whet is sigrifica,t is not that there may be Some
mezns of pred cling or diagnosing some of these conditions, but
thit for many of these potentjally threatening conditions there
are substantial limitations associated with the accuracy or
prac;ncebn]nty o§ the methods available to make such
predictions or diagnoses. You have asked me to specify
cendations for which we believe the ability to predict or
detect their occurrence is limited by the current state of
medical science. Some examples of such conditions are:
neoplastic dnseasgs of various body organs; ischemie )
cerebrovascular disease; cerebrovascular conditions that )ead
to cerebral hemorrhage and subarachnoid hemorrhage; Parkinson's
disease; dementia; endocrine disorders, including disorders of
the thyroid and papcreas; and cardiovascular disease, includin
disease of the coronary arteries and periphera) vascalar £
system. The frequency of these disorders increases with age.

There are a variety of other conditions which typically
increase in severity or are aggravated by age, and which
because of their often subtle nature, do not necessarl]y.]end
themselves to detection. Even if such subtle changes were
detected, there 1s no validated way to relate such information
to the specific level of capabilities needed to safely pilot a
commercial aircraft., Examples of these conditions are:
decrezsed dynamc visual acuity and acuity under low
illumination; d:a1mished visual accommodation and field: a
slowing 1n the zti1laty to process snd respond to inforn;tion;

Epic 145
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and altered speed, capacity or accuracy. associated with various
aspects of attention, psychomotor performance, memory, and
problem-solving ability. . . - ..
There 2re varying degrees to which we can predict or diagnose
the exictence of the kinds of conditions and disorders I have
enunerated above., Some of these conditions, of course, are
core Serious than others from a safety perspective. Moreover,
there are different degrees to which different individuals may
be afflicted by such disorders. Although conditions such as 1
have mentioned nay be found at any age, the frequency of such
disorders does increase with age,

We continvally seek to remain abreast of advances in medical
scie.ce 2nd to be generally familiar with the accuracy and
zvailabilaty of wvarious testing methods to identify underlying
disease processes and functional deficiencies, As I have
indicated, there exists no practical testing methodology for a
variety of conditions which may affect aging pilots. This yiew
w2s confirmed by the National Institute on Aging (NIA) Panel on
the Experienced Pilots Study. This Panel concluded that
age-related changes in health and performance influence
a2dversely the ability of an increasing number of individuals t¢
perform 2s pilots with the highest degree of safety and,
consequently, could endanger the safety of the avistion system
2s a whole. Moreover, the Panel could not identify the
existeace of a nedical or performance appraisal system that can
single out those pilots who would pose the greatest hazard
because of early or impending deterioration in health or
performance. This is a very significant conclusion which, in
our view, cannot easily be dismissed nor should it be,

Af ter the NIA report was issued, in keeping with the report's
reconmendations, the FAA issued an Advance Notice of Proposed
Rulesaking (ANPRM) on June 23, 1982, which sought comments on a
plan that would allow air carrier pilots to voluntarily enter a
program for collection of medical and performance data that
might form a basis for relaxation of. the age 60 rule. After
the review of public comments on this. proposal, the FAA
withdrew the ANPRM on March 20, 1984, because, it was
determined that, in the absence of validly selective tests,
there are not sufficient means of collectirg quantitative
nedical and performance dataz on airline pilots under conditions
of actual operational stress and fatigue that do not introduce
2n unacceptable safety risk.

14v

ERIC

Aruitoxt provided by Eic:



[E

O

142

The Panel's findings, together with our assessment cf the
compents received in response to the ANPRM and our continued
review of the scientific literature, persuade us' that the age
60 rule should not be changed at this time. Since the purpose
of this rule is to assure that air carriers are providing their
services consistent with the highest degree of safety, we
intend to make no changes to the rule until we are confident
that the safety of the American traveling public would not be
jeopardized. ¥e simply have no basis for such confidence at
this time, but we will continue to monitor advancements in

science in order to initiate appropriate changes to the rule
vhen they are warranted.

1 ap enclosing a copy of the original NPRM that proposed the
establishment of the are 60 rule, the issuance incorporating
the final rule, and tne withdrawal of the recent ANPRM I have
pentioned. I trust this is responsive to your inquiry.

Sincerély,

' Denald D. Engen l§4ﬁ\\-‘
Ferimsiretor

Enclosures
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Representative Retirement Ages for Pilots
of Major Flag Airlines

British Caledonian Retirement from the left-hand seat at age
57 but permitted to fly in the right-hand seat
until age 60,

British Airways Age 55,

KLM Age 56 with provision to carry on until age

60 but this opposed by younger pilot group.

Lufthansa Age 55.

American Age 60.

Qantas Age 55 but selective to age 57.

lberia Age 60,

Middle East Age 60.

Ais- France Age 60 but possibility to retire at 50 with full
pension, :

SAS Age 60 but selective at 55,

Pakistan Age 80,

Afr Canada Age 60 but 50% of the pilot group took retirement
at 55.

Finn Afr Ability to retire at 52 with full pension -

mandatory retirement at 55,
Pan American Age 60,

TWA Age 60,

Source: Air Transport Association (November, 1983)
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Air Transport Association OF AMERICA

1709 New York Avenue, NW
Washington, DC 20006
Phone (202) 626 4000

October 16, 1985

Honorable Edward Roybal
Chailrman

Select Committee on Aging
U.S. House of Representatives
Washington, D.C. 20515

Dear Mr. Chaicman:

The Air Transport Association of America (ATA) which
represents the scheduled airlines of the United States®
appreciates this opportunity to comment once again on the
mandatory retirement age for pilots, the Age 60 Rule. For your
tecord, I would like to reiterate the comments which we made on
the National Institute of Aging's Report titled "Airline Pilot
Age, Health and Performance: Scientific and Medical
Considerations” 1n May 1981.

The basic 1ssue raised by any consideration of a mandatory
retirement age for airline pilots 18 safety; 1t 15 not an issue
of discrimination, economics, or pension plans, but safety.

The Report confirmed that:

1. Pilot performance can be adversely affected both by
decrements accompanying the aging process and by a
broad variety of medical conditions, the incidence of
which 1ncreases with age.

2. Despite the various advances which the Report
advocates be considered with a view towards improving
the medical certification process, validated medical
and pilot performance tests to measure certain
age-related performance decrements and the effects of
such decrements on pilot proficiency are lacking.

* " Of the 32 ATA member airlines, Frontier Airlines and
Republic Airlines have differing views on the mandatory
retirement of pilots at age 60.
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Honorable Edward Roybal, Chairman
October 16, 1985
Page 2

ATA thus views the Report as Providing golid additional
support for its position that safety should in no way be
compromised by a change in the mandatory retirement of pilots
at age 60.

Sincerely,

é. R‘olqueg”rleminq

Sanior vice President
T:ichnical Services

ERIC
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“tananno oMM S.CR. Desar Dr. Fllan:
S7A% OECICA
The Select Committee on Aging held a heating to = amine {ne continued

need fur tue Federal Aviation Adi imistretion's Age 60 Rule for commercial
airhine pil~ts on Uctober 17, 1985, Because you submitted writien testimony
for the Committee's November, 1983 hearing on the same subject, 1 would
appreciate jour sharing your views with the Committee again. A copy of your
1983 submission and tes.amony from the recent hearing ar< .nclosed.

You may use your 1983 testimony as a bas:s for discussing the foliowing:

1. What are your academic and professional qu _lhifications to render an
opinion on this 1ssue”

2. Is a mandatory retirement tye for commercial airline pilots
medically and scientifically yustified at the present time” Why =
why not?

3. The National Institute on Aging's Experienced Pilots study in 19s.
endorsed continuation of the Age 60 Rule. Are you aware of any
research findinge ar testing developments since that time which lead
you 1o bel.eve that the Age §0 Rule may now be safely ehimina.ed”

?lea . cel free to refer to the ‘osed statements and incorporate any
evi- entiary  aterial In your response. Youw reply should be directed to me at
the address on this letterhead by Nevemnber 14, 1985, Please call John Vihstadt
(202-226-3394) 1f you have any guestions.

The Committee looks forward to your co ,ution on this 1ssue.

Sincerely yours,

MATTHEW J. RINALDO
Ranking Minority Men.oer

MJIR v
Enclosures
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T, Texas Tech University Health Sciences Center

~
- W HOOL OF MEGICINE Depa tment ot Paihan

= Lubhonh Toa 2 Tada 0007 B0r Twd 20y

Mro Jonn vahstact

1. S. House of Representatires
Select Committee on Aging
Washington, D.C. 20515

Dear Mr. Vihstadt:

Enclosed please find my comments on the Age 60 Rule. I
hope that they will be helpful.

If you have any questions, please let me know.

Sincerely yours,////
/@@LMV Las,

Don E. Flinn, M.D. )
Professor and Cha.rman
Department of Psychiatry

DEF/da

Enclosure
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fgf"t"" Texas Tech University Health Sciences Center
T r" SCHOOL OF MEDICine /Department of Prychialry
5, Lubbock Texas 79430-0001/(806) 743-2800

7

November 12, 1985

WRITTEN COMMENTS OF DON E. FLINN, M.D.
FOR THE
2ELECT COMMITTEE ON AGING

U.S. HOUSE OF REPRESENTATIVES

Hy nsme 1s Dom E. Flinn, M.D. I am Profesmor and Chsirman iu the
Department of Psychiatry at Texas Tech University School of Medicine. I sm
certified by the American Board of Psychiatry and Neurology. I retired ‘rom the
Air Force after 22 years of duty as a Flight Surgeon. During that time, my
duti1es also included assignuments as Chief of Psychiatry st the School of
Aerospace Medicine 1n Sar Antonio and as Consultant 1in Psychiatry to .'e Surgeon
General of the Air Force in Washington, D C. 1In the I8 years gince I retired
from the Air Force, I have held facul*y positions at the U.” L.A. School of
Medicine and the University of Texss School of Medicine 1n San Antonio in
addition tu my present position. During this time I have sarved as a Consultant
to the Federal Air Surgeon and to the Medical Director of the Air Line Pi1lots
Association, as well as to airline medicel directors. I would like to submit
comments on whether the FAA rule requiring airline pilots to retire at age 60 1s
justified by current knowledge about intellectual functionming and psychomotor
performance. )

It has been stated by others that all airline vilots need aot be forced to
retire at the same age, since there 15 considerable variation in the health and
in the functional ability of individuals as they zge. It has been further

surgested that 1t would be more appropriate to individualize the age at wnich
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Page -2~
Don E. Flinn, M.D.

airline pilots must retire through using a "physiologicsl index". 1In my
opinion, no such index of psychomotor functioning exists at this time. It 1s
possible to measure a yide variety of individual perceptual, intellectual,
psychomotor and psychophysiological functions. Hewever, the relst ionship of
these discrete functions to complex tasks such as decision mskirg and
performance in piloting a commercial aircraft has not been validated. Complex
performance depends upon the interrelstionship of all of these functiors. No
formula present y exists for combining these individual functions into s
"physiologicsl index" of aging. In this respect I agree yith the findings of
the Institute of Medicine Report on Air Line Pilot Age, Health and Performance
which concludes that the point at which measurable change 1o pilot performsnce
becomes operationally significant ais yet to be determined.

It has been proposea that age related decrements in pilot performance can
be detected through the use of flignt simulators. However, it 15 my experience
that pilots seen for Psychiatric and psycholiogical evaluation msy hsve
clanically significant decrements 1n intel lectual function gnd pscyhomotor
performance which have not been detected by routine flight gimulstor checks
conducted by the airlines. This experience 1s also compatible with that of the
FAA-Airline-ALPA progran for dealing with impaired piiots, referred to in the
Institute of Nedicine Report, which states that detasled histories of such
pilots resulted 1in the retrospective 1dentifiration of proficiency problems in
about 301 of the total number of csses, although proficiency may not have
deteriorated to the point of being 1dentified by flight training personnel.

In summsry, I believe that a uniform age at vhack sll air line pilots

should retire 16 necessary, since no sge related "psychophysiologicsl index" of
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Page -3~

Don E. Flinn, M.D.

intel lectuai and paychowotor functiona exiat. at present. In view of the
ateadily increasing morbidity and impairment of function occurring at about that
age, I believe the deciaion to choose age 60 for retirement waa juatifiable, and
I know of no exiating research which would demonatrate that another age ia more

appropriate.
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RASA - Ames Research Center

Moffett Field, California 94035
November 12, 1985

Hon. Matthew J, Rinaldo

U. S. House of Representstives
Select Committee on Aging
Wsshington, D. C., 20515

Desr Mr. Rinsldo:

I am enclosing the originsl and one copy of snaweras I
response to your request of October 29th
sirline pilots at the age of 60.

have prepared 1n
» concerning msndatory retirement of

I am plessed to be sble to sssist the Committee £ {ts gtudies of this tmpor-~
tant matter. If you have questiora about this material, plesse feel free to
contact me at the above sddress or by telephone at 415-694-5718,

Respectfully yours,

Hlonds 551585
i

Charles E. Billingd, /M.

ERIC
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ANSWERS TO QUER1ES FROM MATTHEW J. RINALDuU, November 10, 1985

The following answers are aubmitted pursuant to a requeat by Matthew J.
Rinsldo, Member of Congress, dated October 29, 1985 and received November 1,
1985. The answers are based on the suthor’s personsl experience and
expertise. They are offered ss the opinions of & private citizen.

1. What are your scadenic snd professionsl quslificstions to _ender sn
opinion on thia 1ssue?

I sa Senior Scientist of the Aerospace Human Factors Resesrch Division, NASA-
Ames Resesrch Center. 1 am a physicisn, certified by the Americsn Bosrd of
Preventive Medici* 1in Aerospace Medicine &nd Occupstionsl Medicine. From
1960 to 1973 wss Professor of Aerospace Medicine st The Ohio State
University, where I was slso Director of the Avistion Medicine Research
Lasboratory from 19560 to 1970 snd Director of the Division of Environmental
Health from 1970 to 1973. From 1973 until my retirement in 1983 1 wss &
Clinical Professor of Preventive Medicine at Ohio Stsie University; from 1979
to 1982 1 was a Clinical Professor of Aerospsce Medicine st Wright State
University. 1 have been employed by NASA as & Medical Resesrch Officer since
1973. From 1976 to 1980 I headed the Avistion Ssfety Research Office st Ames;
I was Asaistant Chief for nesearch of the Man-Vehicle Systems Research
Division from 1980 to 1983, before being appointed Senior Scientist.

1 an a Fellow and Past President of the Aerospace Medical Associstion snd &
Fellow of the American College of Preventive Medicine and the Americsn Acsdemy
of Occupational Medicine. 1 am 8130 a Member of the Internationsl Academy of
Aviation and Space Medicine. I have been & pilot asince 1953; 1 hold &
coomercial pilot license endorsed for airplane single and multi engine land,
helicopters and an 1instrument rating. I have received numerous nstionsl
government and indust'y awards for my sviation safety research; 1 was & member
of the Panel on the Experienced Piiots Study of the National Institute of
Aging.
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2. 1s s mandatory retirement age for commercial airline pilots medically and
scientifically justified at the present time? Why o: why not?

In epite of the fapressive advances that have been made in =medicsl treatment
and in our understanding of Primary prevention techniques, 1t 1s gtill true
that death and dissbility from degenerstive digease Processes incresse with
increasing chronological age. This 1s true of airline flight crew menbers, as
it 18 for all other population groups. Though the 1incidence of coronary
artery digease msy be decreasing, it is gtill very substantial, ss evidenced
by the large pumbers of by—-pass operations being pet formed snd by the large
nuzber of applications for amedical certificstes from persons with these
disorders.

It is also known thst at least some of the gkills necessary for flight crew
perfrrmence deteriorate wvith advsncing sge. Suck deteriorstion 1s often
subtle rather than grossly evident, and sffects the highest intellectusl
skills. Regsrdless of individual exceptions that may be cited, sl1 svsilsble
dsta indicate that the populstion as a whole g subject to bott phenonena: an
increasing rste of disability or desth due to physical disorders, and
deterioratfon in skilled performance, with increasing age.

A third factor of importsnce s that popul stion veriability with respect to
these fsctors incresses with increasing age. This means that predictive
indices suffer from a progressive decrease in diacrininstory power wyith
advancing sge. While our medical diagnostic snd performsnce asscssment gkilla
have improved in the past 25 years, fessible diagnostic tests for screening of
airiine flight crew mesbers have not, in ny view, improved to the point where
they can be depended upon to detect reliably efther the person who will
manifest such a disesse during the seversl months following exsuination, nor
the person who may be unsble to perform his crew duties safely in 8 novel o
critical situstion.

I agree with the NIA Panel”a finding that “...there 1s no convincing medical
evidence to support the age of 60, or any other specific age, as s cutoff
point...”. T alan agree with the Psnel”s finding that *...air csrriers,
operating wunder the liziting conditions of the sge 60 rule, have achieved a
very high level of safety...” (NIA pgnel Report, p. 2). Though sge-relsted
death and dissbility rige prior to that sge, 1t would appear that the
original, admittedly arbitrsry choice of mandstory retirement age hss been
sufficienctly conservative to insure the highest level of ssfety. Whether sn
older age limit would hsve been ss effective 1a not known, but the data
indicate that risk increases, at sn sccelersting rste, yith each sdditionsl
year of chronologicsl sge. I must therefore continue to support s agndstory
retirement age for air carrier pilots until such time as I gee persuasive
evidence that validated predictive tests feasible for spplication to this
populstion are availgble.
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Because the likelihood of sudden death, disability and incapscitstion due to
previously undetected diseaae Incresses at an accelerating rate with
incressing age, it ia my opinion that to incresse the current mandatory
retirement sge will compromise, by some amount, that level of safety, and that
the magnitude of the risk will increaae with each sdditional year flight crew
membera are allowed to remain in the cockpit.

3. The National Institute on Aging”s Experienced Pilots Study in 1981
endorsed continuation of the Age 60 Rule. Are you.aware of any
research findings or testing developments since that time which lead
you to believe that the Age 60 Rule may now be safely eliminated?

I believe that the widespread use of Thallium-Technitium acanning during
exercise provides improved diagnostic accuracy with respect to comprowise of
the myocardium and thus that those persona who are evaluated with this
relatively non-intrusive technique can be diagnoaed with grester accuracy than
previously. Whether these quite expensive and time-consuming techniquea are
feasible as screening testa for aeveral ttousand pilots is quite another
matter.

1 remain most concernes about the effectiveness of current screening
techniques for subtle intellectual deficits, notwithstanding the optimistic
views that have been submitted to the Committee by others. 1 have seen No
evidence that objective, reliable tests of cognitive function in a rich and
rapilly-changing enviroanment exist, let alome that they have been applied to
or validated 1in a pilot population of any aze. In view of the fact that the
vast majority of our air transport accidenta are caused by failurea of
judgement and decision-making, I believe that the Age 60 rule canuot be safely
eliminated until such tests have been developed, the results published in the
open literature, and used in the field for long enough to demonstrate their
effectiveness as predictive indices of pilot cognitive and decision-making
performance.

Sty EBitnn,

Charles E. Billirgs, y D., M, Sc.

153

ERIC

Aruitoxt provided by Eic:




E

APPENDIN 3

T

U8 DerarT™MENT OF Transrontatio,
FEDERAL AVIATION ADMINISTRATION,
Washington, DC, October 22, 1951

DEaR Docton Enclosed for your use 1n performing medical examinations on ap-
plicants for airman medical certificates ;5 a copy of the 1981 revision of the Guide
for Aviatior Mzdical Examiners. This revision supersedes previous editions of the
Guide. Those previous editions should now be destroyed,

Since a significant amount of new guidance material is contained in the revised
Guide, 1 request that you carefully review the document as soon as possible. If you
have questions regarding information contained in the Guide, please contact your
Regional Flight Surgeon. In addition, if you have comments on the Guide itself,
please ghare them with your Regional Flight Surgeon.

You will note that Chapter 1 of the Guide contains miscellaneous administrative
information. Chapters 2, 3, and 4 deal with the completion of the application form
(FAA Form 8500-8), your conduct of the examination, and decision making in re-
spect to certification. The Item Numbers in the Guide correspond to the Item Num-
bers on the application form. In general, under each Item Number you will find ref-
erence to t'.e applicable regul~ :ons, examination procedures that ghould be fol-
lowed, and pertinent decision-making information.

Unfortunately, not all medical conditions that may he encountered in the conduct
of & medical certification examination could be mentioned in the Guide. Further-
more, while the Guide contains general statements of Federal Aviation Administra-
tion certification policy regarding certain medica! conditicns, it must be recognized
that final certification decisions are highly individualized.

As you will note, the enclosed document requires assembly by your staff. We hope
you will find that it is a vignificant improvement over previous editions.

Sincerely,
H.L. Reiguarp, M.D.,
Federal Air Surgeon.
Enclosure

J.UU
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GUIDE FOR AVIATION MEDICAL EXAMINERS

Octover 1981

INTRODUCTION

The Guide for Aviation Medical E.aminers has been prepared to
assist ocesignated Aviation Medical Examiners in the efficient
and effective performance of their duties and responsibilities
as representatives of the Federal Aviation Administration
(FAR). Upon receipt of this publication, all previous editions
of the Guide should be destroyed. The format of the Guide has
been changed significantly. All material contained in the
Guide is keyed to the corresponding item number cuntained on
FAA Form 8500-8, Application for Aimman Medical Certificate or
Airman Medical and Student Pilot Certificate.

Medical standards established by law are those contained in the
Federal Aviation Regqulations (FAR), Part 67 (14 CFR 67), a copy
of which is included in the Guide for convenience and easy
reference.

The Guice includes the Federal Air Surgeon's interpretation of
the Federal Aviation Regulations, Part 67, Medical Standa~ s
ard Certification.

This revision provides all pertirment information and guidance

needed to perform the duties and responsibilities celegated to
each Examiner by the FAA.

161
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SUMMARY FOR AME GUIDE

Class of Medical
Certificate and
Type of Pilot

First-Class
Airline Transport

Third-Class

Private

Second-Class !
Commercial l

DISTANT VISION

lenses). (See page 56)

20/20 in each eYe separately without
correction or at least 20/100 in each eye
separately corrected to 20/20 or better with
corrective lenses (glasaes or contact

]4;; least 20/50, without
correction; or if vision
is poorer than 20/50,
| must correct to 20/30 or
., better with corrective
« lenses (glassea or con-

! tact lenses). (See
l page 56

NEAR VISION

page 61)

At least 20/40 with each eye separately,
with or without correcting glasses

At leaat 20/60 with each
| eye separately with o1

! without correcting

glasses. (See page 61)

(See

HYPERPHORIA Maximum of 1 diopter (See page 66) No standard.
ESOPHORIA & Maximum of 6 diopters of esophoria or . No standard.
EXOPHORIA exophoria. (See page 66)

Normal color vision.
(Se¢ page 63)

COLOR VISION

Ability to distinguish aviation signal red,
aviation signal green and white. (See page 63)

AUDIOMETRY Maximum of 40 dB at No requirement. Audiometry may be performed
500 Hz; 35 dB in as a service to the applicant with his/her
frequencies of 1,000 permission.
and 2,000 Hz, 1S0.

. (See page 54)

HEAR NG Able to hear whispered | Able to hear whispered | Able to hear whispered
voice at 20 feet. voice at 8 feet. (See | voice at 3 feet. (See
(See page 53) page 53) page 53)

ENT No acute or chronic disease of ear, mastoid, No acute or chronic
or problem with equilibrium, no unhealed disease of ear, no acute
perforation of eardrum. (See page 21) or chronic ENT probleas,

including no problem
with equilibrium. (See
page 21)

PULSE At rest, maximum of 100, maximum of 120 after exercise returning to

within 10 beats of resting pulse after 2 minutes.

(See page 69)

BLOOD PRESSURE Maximum of 160/98 at
age 50 and over. (See
page 68 for BP for

younger pilots)

Maximum of 170/100. (See page 68)

EKG Requirec at age 35, Not required if cardfovascular examination ia
and annually after numal. (See page 71)
age 40. (See page
. 71)
OTHER Examiner must disquali.y if the applicant has- Diabetes Mellitus
CONDITIONS requiring hypoglycemic medication; angina pectoris or other evidence of
coronary heart disease that may lead to an infarction; myocardial
infarction, epilepsy, alcoholism, drug dependence; disturbance of
consciousness without satisfactory medical explanation; paraonality
. disorder manifested by repeated overt acts.
Note  For further inforeation, contact your Reglonal Flight Surgeon. ( .e Appendix 3
for phone numbers)
i1
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HAPTER 1
INFORMATION

GENERLL

This chanter provices general
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information 1mportant to the Aviation Medical

Examiner (bereinafter referrec to as Examiner) for the efficient and effective

performance of bls or her duties.

It zlso describes attencant responsibili-

ties as the Feceral Aviation Administration's (FAA) representative 1n medical
certification ratters ang the link between the airman ang the FAA,

1 LEGAL RESPONSIBILITIES OF DESIG-
NATED AVIATION MEDICAL EXAMINERS

The Feoeral Aviation Act of 1958
authorizes the FAA Acdministrator to
dgelegate to Quatitied private [arsons
certein :tatutory powers ang duties,
1ncluding the conduct of examinations
*nd 1ssuance of certificates. Desig-
nated Aviation Medical Examiners have
been delegated the Administrator's
autrority to examine applicants for
aiman medical certificates and to
issue or deny Iissuance of certifi-
cates. Approximately 575,000 applica-
tions for aimman medical certification
are filed and processed each year,
The vast m- ~-’*y of medical examina-
tinns conducted in connection with
these examinaticns are performed by
physicians in rrivate practice who
have been designated to represent the
FAA for this purpose. The Examiner is
a designated represertctive of the FAR
Acministrator, with important outies
and responsibilities. It is essential
that the Examiner recognize the
responsibility associated with the
appointment,

The consecuences of a negligent or
wrongful certification, which would
permit an ungualified person to take
the controls of an alrcraft, can be
serious for the public, the Govern-
ment, and for the Examiner. If the
examination is cursory and the Exami-
ner falls to find a disaualifying
defect that should have been dis-
co.ered in the course of a thorough
and careful examination, a safety
hazard may be created and the Examiner
may bear the responsibility for the
results of such action.
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Of eaual concern 1is the situation in
which an eramlning physician
deliberately fails to report a dis-
aualifying condition either observed
in the course of the examlnation, or
otherwise known to exist. In this
situation, botb the applicant ang the
Examirer, 1in completing the applica-
tion and medical report form, miy be
found to have committed a violation of
Federal criminal law, Title 18 U.S.C.
1001, which provides that--

Whoever in any matter within the
Jjurisdiction of any department or
agency of the United States
knowingly and willfully, falsi-
fies, conceals, or covers up by
any trick, scheme, or device &
material fact, or who makes any
false, fictitious or fraudulent
statements or representations, or
makes or uses any false writing or
document knowing the same to con-
tain any false, fictitious or
fraudulent statement or entry,
shall be fined not more then
$10,000 or imprisoned not more
than 5 years, or both."

It is the FAA policy to forward falsi-
fication cases to the Oepartment of
Justice for criminal prosecution.
This policy Is achered to, whether the
false statement is by the applicant,
the Examiner, or both. In view of the
pressures sometimes placed on Exami-
ners by their regular patients to
Ignore a disaualifying physiral odefect
which the physician knowe .0 exist, it
Is important that aii1 Examiners be
aws.e of the FAA's firm policy in this
respect.

BEST COPY AVAILABLE
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In addition, when an airman has been
issued a medical certificate which
should rot have been {issued, it is
freauently necessary ‘or tre FAA to
commence a legal revocation or suspen-

slon action to recain the certifi-
cate, This procedure is time con-
suming ang costly. Also, while the

proceeding is pending, the afrman may
contirue to exercise the privileges of
the certificate, thereby compromising
aviation safety.

2. AUTHORITY OF AVIATION MEDICAL
EXAMINERS

The Examiner {s delegated authority to
(a) examine applicants for, and
holders of, airman medical certifi-
cates to detemmine whether they meet
the medical standards applicable for
the issuance of an airman medical cer-
tificate; and (b) issue or deny airman
medical certificates to applicants or
holders of such certificates based
upon whether they meet the applicable
medical standards. The medical stan-
dards are in Part 67 of the Federal
Aviation Regulations (FAR). The FAR
are contained in Chapter 14 of the
Coc))e of Federal Regulations (14 CFR
67).

A medical certificate {ssued by an
Examiner {s considered to be affirmed
as issued unless, within 60 days after
date of f{ssuance, it is reversed by
the Federal Air Surgeon or Regional
Flight Surgeor or the Chief, Aeromedi-
cal Certification Branch, Civil Aero-
medical Institute. However, if the
FAA  reauests additional information
from the applicant within 60 days
after the issuance, the above-named

offirials may reverse the issuance
within 60 days of receipt of the
1nf. mation.

3. NO_"ALTERNATE" EXAMINERS DESIGNATED

The Tyaminer is to conduct all megical
examinat 1ons in hris/her regular
office. Exceptions to this are mili-
tary reserve medical officers who per-
form eraminations while on duty on a
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military base ynder the direction of
the Senior Flight Surgeon (facility
designation number to be used) and in
clinic operations where performance of
certain rportions of the exarination
mey be delegated to another physi-
cian. In the latter case, the Exami-
ner must assume responsibility for the
accuracy and completeness of the total
report of examination. In these
cases, the amount chsrged for an
examinaticn may not exceed the amount
nomally ctarged for an examiration
conducted by one physician.

The Examiner who plans to be absent
from the office for any iength of time
is not permitted to conduct examina-
tions at a temporary address and is
not permitted to name an alternate
Examiner. During the apsence nf the
Examiner, applicants for airman medi-
cal certification shall be referred to
another Examiner in the greo.

4. WHO MAY Be CERTIFIED

8. Age Reguirements

There is o age restriction for
medical certification, Examiners
have, however, been delegated

authority to issue the combined Airman
Medical and Student Pilot Certificate
(yellow fom) For issuance of the

combined certificate, the applicant
must  nhave  reached  his/mer  16th
birthday.

Minimum age requirements for the
various  airman  certificates are
def.ned  {n tne Federal ‘ /iation

Regulations Part 61, as follows:
Cate:

(1) Student pilot certifi-
powered gajrcraft - 6 years;

a
gliders - 14 years.

(2)  private  pilot rating:
powered aircraft - 17 years; gliders -
16 yeers.

(3) Commercial pilot rating -
18 years.
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(4) Airlire transport pilot
Iating ~ 23 years.
b. ationality requirements.

reduiring such a medical certificate
in order to exercise their privileges.

First-Class ~ Airline Transport Pilot

There 1s no restrictien regarding the
issuance of an FAP medical certificate
to a person who is not citizen of
the Un'ted States. If the applicant
meets t' - medical staidards of the
class certiaficate applied for, the
Examiner may issue the certificate
regardless of the applicant's citizen-
ship. However,
Airman Medical and Studant Pilot Cer-

gpplicants for an

Secong-Class - Commercial Pilot;
Flight Engineer; Flight Navigator; Air
Traffic Control Tower Operator (does
not include FAA Air Traffic Control
Speciaiists. These employees  are
required to meet Office of Perscine’
Management (OPM) nedical standards’)

Third-Class - Private Pilot

tificate rust be atle to read, speak,

and under;tand the €nglish language.

If the examiner believes the applicant
for a Medical/Student Pilot ~ertifi-
cate cannot read, speak, and under-
stand the English : wuage, the appli-
cant shall be refer.>d t+ the nearest
General  Avistion District Office
(GADO) for a detemmination f eligi-
bility for the Student Pilot Certifi-
cate. bLnder these circumst. nces, the
Examinzt may issie only a medic.l cer-
tificate (white form).

5. CLASSES OF MECICAL CERTIFICATES

The class of medical certificate for
which an individual applies will be
issued if the applicant possesses the
required medical qualifications.

Regardless of whether an applicant
holds an alpman certificate of a
higher class, it is only necessary to
have a medical certificate of a class
appropriate to the aiman privileges
exercised. For example, an aiman who
holds an Airline Transt -t Pilot (ATR)
rating may pilot aircraft while
holding only a thi.’-class medical
.<.tificate as long as fi,1ng activi-
tles are limite. to those authorized
for private pilots. Also, an appli-
cant need not hold an Airli. Trans-
port Pilot Certificate to be :‘igible
for a first-class medical ce--ifi. -te.

Listed below ..e the three classes of

alrman edical certificates and with
each, *he categories of aimme ~
160
O

Glider and Free Balloon Pilots are nct
required to hold a n=dical certificate
of any class. To be issued Glider &nd
Free Bslloon Airman Certificates, the
applicant need only certify that
he/she has no known medical defect
that makes him/her unable to pilot a
glider or free balloon.

6. VALIDITY OF MEDI™AL
CERTIFICATES

& First-class medical certifi_ate Is
valid for the remalnder of the month
of issue plus 6 calendar months, or
pivs 12 calendar months for activities
requiring a second-class medical cer-
tificate; or plus 24 calendar months
for activities requiring a third-class
medical certificate.

A Second-class medical certificste is
valld for the remainder of ihe month
of issue plus 12 calendar months; or
plus 24 calendar nonchs for activities
requiring a third-class  medical
certificate.

A Third-ciass medical certificate is
valid for the remainder of the month
of issue plus 24 calendar months.

Each medical certificate must the
same date as the date of medical
examinat ion regardless of the date the
certificate is actually issued.
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7. FAR 61,53 urtRATIONS DURING
MCDICAL DEFJTIENCY"

No person may act as a pilot 1n
command, or 1n any other capacity as a
required pilot flight crewmember while
he/she has a known medical deficiercy,
or increase of a known medical
deficiency, that would make him/her
unable to neet the requirements for
his/her current medical certificate.

8. RE-EXAMINATION OF AN AIRMAN

# holder of a medical certificate may
be required to undergo a re»xamination
at anv time 1f, 1n the opinion of the
Federal Air Surgeon or his/her
authorized representative within the
FAR, there 1s a reasonable basis to
Question the airman’s ability to meet
the medical starjards. An Examiner
may riot order suwch re-examination.

9. EXAMINATION FE’S

The FAR does not establist fees to be
charged by Examiners for the medical
examination of airm~n applirants. It
is recommended that the 1ee be equiva-
lent to that established for similar
services 1n the Examiner's local area.

iJ PELEASE OF INFORMATION

Except 1n compliance with an order of
a court of competent jurisdication, or
upon request by the applicant, Exami-

ners  will not divulge or release
copies of any reports prepared 1n
connection with the examination to

anyone other than the applicant or the
FAA. Upon receipt of a court subpoena
or order, the Examiner shall notify
the  appropriate  Regional  Flight
Surgern.  Jther requests for informa-
tion 11 ve referred to-

Chief, Aeromedical Certificat.un
Branch, AAC-130

Federal Aviation Administration
Post Office Bax 26080

Oklahoma City, Oklahoma 73125

O
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11, OQUPLICATE COPIES OF MEDICAL

CERTIF ICATES

Medical certifical - which are lost or
accidentally destroyed may be replaced
upon proper application to the Aero-
medical Certification Branch, Oklahoma
City, provided such certificates have
not expired. The airman’s request for
replacement must be accompanied by a
remittance of 2 dollars ($2.00) made
payable to the FAA. This request must

include:

a. The ajrman's full name and
date of birth.

b. The class of certificate.

c. The place and date of
examination.

d. The nare of the Examiner.

e. The circumstances of the loss

or destruction of the original
certificate.
The Juplicate certificate will be

prepared in the same manner as the
missing certificate and will bear the
same date as the day of examination
regardless of when it is issued.

12. COMPLETEQ MEDICAL EXAMINATION
FORMS

All  completed mecical examination
forms must promptly be forwcrded to:

Chief, Aeromedical Certif:cation
Branch, AAC-130

Federal Aviation Administration
Post Office Box 26080

Oklahoma City, Oklaroma 731.5

13. PROTECTION AND QESTRUCTION OF
FORMS
Examiners are cautioned to provide

adequate security for blank medical
appiication forms to assure that they
dv not become available for iilegal
use. when new or revised medical

i6v
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forms and cert.ficztes are issued by
the FAA, the old forms and certifi-
cates should be destroyed.

14, QUESTIONS OR REQUESTS FOR
ASSISTANCE

When an Examiner has 8 question or

needs assistance in carrylng out

his/her responsibiiities, the

following Individuals should be

contacted:

a. Realonal Flight Surgeon:

-Questions pertaining to prublem medi-
cal certification cases in which the
Regional Flight Surgeon has initiated
action.

-Telephone interpretation of medical
standards or policies Involving an
individual airman whom the Examiner is
examining.

-Matters regarding designration and
redesignation of Examiners and the
Aviation Medical Examiner Proyram.

-Requests for supplies.

-Attendance at Aviation Medical Exami-
ner Seminars.

b. Chief, neromedical Certifica-
tion Branch, AAC-130:

-Written inquiries r ~ning gquidance
on problem medical ceitsfication cases.

-Information concerning the overall
airman medical certification program.

-Matters irvolving fFAA medical cer-
tification of milita:y personrel.

-Information concerning medical cer-
tif cation of applicants in foreign
cc ries.

167
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c. Chief, AReromedical Education
Branch, AAC-140:

-Matters regarding designstion and
redesignation ¢ International Exami-
ners and militsry facilitles.

-Request for almman medical educa-
tional materisl.

Reguests for information should be
sent to:

Chief, Aeromedical Education Branch,
AAC-140

Federal Aviation Administration

P. 0. Box 25082

Oklahoma City, Oklahoma 73125

15. AIRMAN APPEALS

8. Request for Reconsideration

A denlisl of a medical certificate by
ar. Examiner is not 8 final denial by

the FAAR. An applicant may ask for
reconsideration of an  Examiner's
denial by submitting a8 request in
writing to:

Federal Alr Surgeon

Attn: Chief, Aeromedical
Certification Branch, AAC--130
Federal Aviation Administration
Post Office Box 26080

Oklahoma City, Oklshoma 73125

initisl reconsideration will be pro-
vided by the Chief, Aeromedical Cer-
tificetion Branch. Some cases may be
referred to the appropriale Regional
Flight Surgeon for action. If the
Chief, Aeromedical Certification
Branch or 8 Regional Flight Surgeon
finds that the applicant is not quili-
fied, the applicant 1is denied and
advised of further reconsideration and
appeal procedures. These may include
reconsideration by the Federal Air
Surgeon, petition for exemption,
anasov petition for National Transpor
tation Safety Board (NTSB) review.
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b. Petition for Exemption from
the Regulations

If the FAA fssues a final denial, the
aiman may petition for an exemption
from the applicable standards. Peti-
tions for exemption may be submitted
in the form of a letter, in duplicate,
to:

Department of Transportation
Federal Aviation Administration
Attn: AAM-200

800 Independence Avenue, S.W.
washington, D.C. 20591

In considering such petitions, the
Federal Air Surgeon obtains opinions
of consultant medical specialists as
considered appropriate and detemmines
whether the grant of an exemption in
the particular case would be in the
public interest and would not compro-
mise aviation safety, despite a pre-
vious finding that the applicant does
not meet the prescribed requlatory
standards.

c. National Transportation
Safety Board {NTSB)

within 60 days after a final denial of
a medical certificate by the FAA, an
airmar may petition the NTSB for a
review. A petition for NTSB review
may be submitted in writing to:

National Transportation Safety
Joard

800 Independence Averue. S.W.
washington, D.C. 20594

The NiSB is an independent agency of
the Federal Goverrment that ras the
authority to review on appeal the
suspension, amenoment, modification,
revocation, or denial of any certifi-
cate or license issued by the Adminis-
trator of the FAA. An Acministrative
taw Judge for the NTSB may hold a
formal hearing at which the FAR would
present  documentary evidence and

163

testimony by  medical specialists
supporting the denial decision. 1he
petitioner would alsc be given an
opportunity to present evidence and
testimony at the hearing.

It must be noted that while an airmen
nas the right to petition the NISB
within 60 oays following a final
denial under the megical standards of
Part 67 of the Federal Aviation Regu-
letions, no similar appeal to the NTSB
may be made on the basis of a denial
of an exemption. If, following
receipt of a final denial under Part
67, the aimman wishes to petition the
FAA for an exemption, but also wants
to reserve the right to review by the
NTSB, the airman may submit both peti-
tions and request the NTSB to hold its
action In abeyance pending the outcome
of the reaues. for exemption. An
unfavorable cdecision concerning a
petition for exemption will not be
prejudicial in action before the
NTSB. In a similar manner, a decision
by the NTSB that a petitioner does not
meet the medical standards of Part 67
will not adversely affect considera-
tion of a petition for exemption.

16s
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CHAPTER 2 -
APPLICATION FOR MEOICAL CERTIFICATION

GENERAL

{napter 2 contains guidance for all numuered items on the frocat of FAA Form
8500-8, / plication for Airman Medical Certificate or Alrman Medical and

E

Student Pilot Certificate and Report of Medical Examination.

with the exceptior., of the ~=dical cer-

tificate (FAA Form 8500-9) and the
combined  Medical Certificate and
Student Pilot Certificate (FAA Form

8420-2), the entire front page of FAA
Form 8500-8 i3 considered to be the
application of the aimman. Items 1-24
are ta be filled in by the apnlicant
In his/her handwriting using a hail-
poir: pen, exerting sufficient pres-
sure to make legible NOR (no carbon
required) imprints uwpon the Examiner
copy of the form.

The Examiner should verify all of the
information reported by the applicant
in Items 1-8. On occasion, indi-
viduals have attempted to be examined
in the name of another person. If the
applicant is new to the Examiner, and
lives or works outside of the area
where the Examiner is located, some
evidence of positive identification
should he requested. If an almman
objects to providing identification,
the Examiner should not withhold cer-
tification for this reason alone, but
should report cetails of the incident
promptly to the Aeromedical Certifica-
tion Branmcn, AAC-137, or the Regional
Flight Surgeon. A refusal to show
1dentification should also be noted on
the application forr by the Examiner
and the form forwarded to the FAA,
even If not fully completed.

The ap .icant can refuse to provide
his/her Soci.  Security Number (SSN),
and fallure to do so Is not grounds
for refusal to issue a medical cer-
tificate. all other items on the form
must be completed (see ltem 28).

16;
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The Examiner should review all items
from 1 through 24. A medical cer-
tificate should never be i1ssued to an
applicant who refuses to answer Items
15, 18, 19, 20, 21, 22, and 23; or to
an applicant who refuses to sign the
form (Item 24). Items 1-9 are
necessary for Iidentification and for
issuance of properly completed medical
certificates to those who qualafy.
The date for Item 20 may be estimated
if the epplicant does not recall the
dctual date of his/her last examina-
tion (see Item 20 below).

The airman must personally enter all
data and make all corrections or the
application form. Corrections should
be initialed by the airman. The
application constitutes a legal docu-
ment and must be completed in the
airmman's handwriting. If for any

reason someone other than the aimman
enters information under Items 1-24,
the applicant should sign his/her
initials alongside the Information
entered (to include any check marks)
and the Examiner should add a note
explaining the applicant's inability
to enter the data. Strict compliance
with this procedure is essential if it
becomes necersary for the FAA to take
legal action for falsification of the
application (see Chapter 1).

The box labeled "Path Control" located
on the front of the form to the rignht
of Item 1 (name) is for FAA use only.
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ITEMS 1-8. Identification

1 FULL NAME (Last, first, middies PATHCONTROL

} 2a ADORES.. 28 SOCIAL

4| No Stresc. Qity State, ZIP Noy SECUAITY No

H L]
County

3 2C PLACE OF BINTH (Student puat apphcsats only/

3 OATE OF BIRTH | 4 HEIGHT |5 WEIGHT | 8 COLOR OF HAR
Mo dey years (inches)| (Poundy

7 COLOADFEYES 8 SEX

The following infommation 1s required
for identification of the individual
who is making application for medical
certification:

1. Full Name

The applicant's last, first, and
middle name (0. initial 1f appro-
priate) should be printed. All appli-

cants without a middle name should
<nter the letters "NMI" or ©NONE."
Nick names and abbreviated names
should not bLe used.

2R, Address

The applicant
pemmanent mailing address,
the zip code. Since the FAA myust
maintain a current address for all
airmen, tie applicant should notify
the Chief, Aeromedical Certification
Branch, AAC-130, of any ~hange.

should print his/her
including

28B. Social Security Number (SSN)

while applicants are asked to complete
all questions on the face of tre
application, FAA Fom 8500-8, they are
not legally required to complete Item

28. The FAA requests the 5SN for
identification purposes and recond
control. The applicant's SSN will not

be released by the FAA without written
authorization from the individual
1. volved.

O
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not be issued,

2C. Place of Birth

Place of birth information is not a

medical requirement and must be
entered only when the individual
wishes to obtain a Medical/Siudent

Pilot Certificate (FAA fForm 8420-2).
Instructions for Issuance of a
Medical/Student Pilot Certificate are
attached to the front of FAA Fomm
B500-8.

The applicant must indicate whether a
white medical certificate (FAA Form
B500-9) or a yellow Medical/Student
Pilot Certificate (FAA Form 8420-2) is
desired. This is accomplished by
checking one of the two boxes at the
top rught of the application.

3. Date of Birth

Month, day, and year should be entered
in order, with the month abbreviated
in letters (e.g., Oct. 15, 1932).
Name, date of birth, and SSN are the
basic identifiers of airmen. When an
Examiner wishes to communicate with
the FAA concerning an applicant, full
name, date of birth, and SSN sh yld be
provided if et all possible.

where the applicant wishes to be
issued ¢ Medical/Student Pilot Cer-
tificate (FAA Form 8420-2), the Exami-
ner should check the date of birth to
ensure that the individual is at least
16 years of age. unless the applicant
is 16 years of age, a combined
Medical/Student eilot Certificate ma

even if he/she wTT%

become 16 before the certificate
expires. Such a certificate issued by
an Examiner will be recall vy the
FAAR.  The applicant must br o be
eligible for a student pil Stifi-
cate for flight of powered craft.

This minimum age recuirement applies
only to the issuance of the yellow FAA
Form 8420-2, ard never *o the issuance
of the white wedical rertificate FAA

Form 8500-9. when the applicant is
not yet 16 and wishes to solo on
his/her 16th birthday, the Cxaminer

should issue a white FAA Form 8500-9

1)




(if fully c.ualified medically). A
student pilot certificate for the
flight may be cb*aired by the appli-
cant from a General Aviation District

Office (GADD) or designated Flight
Examiner upon presentation of the FAA
Form B500-9 (white medical
certificate).

while non-med:cal regulaticns allow an
airman to solo a glicer or balloon at
ade 14, no nmedical certificate is
required for glider or ba'loon onera-
tions. These aimmen are only asked to
certify to the FAA that “ney have no
known medical deficiency that makes
them unable to pilot a clider.

There is a maximum age requirement for
alr carrier pilots. Since this is not
8 mrdical requirement but an opera-
tional one, the Examirer may issue
medical certificates without regard to
age, to applicants who meet the medi-
cal standards.

4. Height
The spplicant should record this

information in inches. Although there
are no medical c<tandards i.r height,
e ceotionally short individuals may
rot be able to reach rudder pedals and
must fly specially modified air-raft.
If required, the FAA will place opera-
tional 1limitations on their pilot
cercificate.

The Examiner should verity the height

during the course of the medical
examination.
5. MWeight
The applicant should record his/her

weight to the nearest pound anc it

should be verified by an actual
weighing during the course of the
examinat ion,

]
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6. Color of Hair

of hair
brown, black,

should be entered as
blond, gray, red, or
white. No abbreviations or otrer
colors should be used. The informa-
tion is for identification only.

Color

7. Color of Eyes

Color of eyes should be entered as
brown, black, blue, hazel, gray, or
areen, No ahbreviations or other
colors should be used. This informa-

tion is for identification only.
8. Sex

The applicant shall enter either male
or female.

ITEMS 9A-B, 14, 16-17.
Flight and Occupational Experience

SA CLASSOF |98 TYPE OF ARMAN CERTIICA TEMS] HELD
e ave | Tamume vansront TruonT sesrmucTon
APPUIED FOR [ 1COMMERCIAL PAVATE

FIRST ATC SPECIALIST {sTuoent
SECOMD FLIGHT ENGINEER NONE
THIRD FuGHT waviGaton| Jorrea

14 PRMARY TOTALPRLDT TIME
TYPEOFFLYNG 16_TODATE]17 LAST 8 MOS |
svess] peasond cve

MIITARY

Information provided in these items is

obtained for administrative and
statistical reasons.
The class of medical certificate

sought by the ajiman is needed so that
the appropriate medical standards may
be applied. The class of certificate
issund  must correspond with that
app'ied for.

Th: applicant may ask for a medical
c-rtificate of a higher class than
needed for the type of flying or
duties currently performed. For
example, a student pilot may ask for a
first-class medical certificate to see

E
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if he/she aualifies medically before
entry into an aviation career. The
Examiner applies the standards appro-
priate to the class sought, not to the
airman’s duties - erther performed or
anticipated.

This information 1s also important
when an applicant seeks FAA considera-
tion of an Examirer's denial or
deferral. Operational experience may
be important in determining wiether a
Statement of Demonstrated Ability
("waiver") may be issued.

Class Applied For

The applicant should check only one
bleck. The Examiner should never
1ssue more than one certificate based
upon the same examination (unless
given special authorization from the
FARA).

9A.

98. Type of Airman Certificate(s) Held

The highest rating of airman certifi-
cate should be entered.

l4. Primary Type of Flying

The applicant should note whether the
majority of flying is for ousiness or
for pleasure.

16. Total Pilot Time tc Oate

Civil and military time are reported
separately, and the applicant should
indicate whether the time is loaged
(LOG) or estimated (EST).

17. Total Pilot Time Last 6 Months

Civil and military time are reported
separately, and the applicant should
indicate whether the time is logged
(LOG) or estimated {(EST).
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ITEMS 10-13. Occupational
Experience

10 OCCUPATION (If ATC Speciakst, specify postion axd facisty)

11 EXTENDED ACTIVE DUTY
MEMBER OF

& AIR FORCE

b ARMY

¢ NAVY/MARINES |
MILITARY SERVICE NO

EMPLOYER

d COAST GUARD
8 NATL GUARD
t NONE

LENGTH OF TME
IN PRESENT
OCCUPATION

Occupational data are principally used
for statistical purposes.

10. Occipation
This should reflect the applicant’s

major employmert. "Pilot™ should only
be reported when the aiman Gains
his/her livelihood from flying.

11. Extended Active Duty member Of

This apnlies only to applicants who
are presently members of the ammed
forces (those on extended active duty)
and does not include reservists
serving on limited active duty tours.

Military Service  Number This

Information may be necessary for
securing military medical records, if
required to determine the applicant's
qualifications.

12. Employer

Name of employer.

13. Length of Time in Present

Occuoation

This refers to th: employment noted 1in
Item .2 and should be reported in
years.

17
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ITEM 15. Current Use of
Any MedIcation

15 CURRENTLY USE ANY MEDICATION (Including eye dropsl

ves | TYPE AND PURPOSE

NO

.

If the spplicant checks yes, the type,
dosage, and purpose of each medication
should be reported.

Any aiman who jis undergoing con-
tinuous treatment with antinhistaminic,
narcotic, tarbiturate, mood-ameliora-
ting, tranquilizing, motion sickness,
steroid, antihypertensive, or ataraxic
drugs must be denied or issuance
deferred unless previously cleared by
the FAA. At the time of initial con-
sideration, the Examiner should not
issue under any of the above circum-
stances unless clearance 1is provided
for in the Guide or by other [Af
authorizat ion,

During those periods when the fore-
going medications are being used for
treatment of acute Iillnesses, the
aiman is under obligation not to per-
form the duties of an aimman, unless
cleared by the FAA.

Further infommation concerning the use
of medication by an applicant may be
found elsewhere in this Guide.

ITEM 18. Has an FAA Aimman
Medical CertIficate Ever Been
Denied, Suspended, or Revoked

18 HAS AN FAA ARMAN MEDICAL
CENTIF'CATE EVER SEEN DENKD,
SUSPENOED, OR REVOKED

YES DATE
~o

The applicant shall check "yes" or
"no.* If "yes® is checked, the date
of sction is to be entered with an
explanation reported in the remarks
section of Item 21. The Examiner may

173
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not 1scue 3 medical certificate to a»
applicant who has checked "yes.," The
only exceptions to this prohibition
are: 1) the applicant ,resents
written evidence from the FAA that
he ‘she was subsequently medically cer-
tificated and that an Examiner |s
aulhorized to issue a renewal medical
certificate to the applicant, or 2)
the Examiner obtains oral or written
authorization from an FAA medical
office to issue a medical certificate.

ITEM 19. Have You as a Pilot
Had an Aircraft Accident
within the Past 2 Years?

19 HAVE YOU AS A PLOT MAD AN
AMCRAFT ACCIDENT WITHIN THE
PAST 2 YEARS

[DATE
NO

The applicant shall check "yes"
"no" and, if "yes" is checked, the
date of the accident should be
entered. If there has been an acci-
dent within the past 2 yeers, the
Examiner should question the applicant
on this subject, to determine whether
the cause might be relsted to some
covert medical problem.

or

I1TEM 20. Date of Last FAA

Physica xam

20 DATE OF LAST FAA

PHYSICAL EXAM
(If nena, stase o0}

If the ajirman has not mede prior
application to the FAA for a medical
certificate, the word "NONE" should be
entered for Item 20. If a prior
application was made, a date should be
given, even if it is only an estimate
of the year. This item should be com-
pleted whether the gpplication was
mgde many years ago, or the previous
application did not result in the
issuance of a medical certificate.
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ITEM 21.
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Medical History

21 MEDICAL HISTORY - HAVE YOU £ vER HAD OR HAVE YOU NOW ANY OF THE FOLLOWING
(Por sach ‘yes checked describe condinion in REMARNXS)
ves[wo Candaon YES[NO|  Condton YES|WO|  Congmon YES| NO Cundtion
s Frequent of severe 9 Heart Troubls ™ Nervous wrouble of Medicol repction from
hesdaches h Hgh of low blood any sont of for mebary service
b Dmzness or fantng pressure n Any drug of narcotic t  Rewcton for iife
1 Stomach trouble habn insurance
¢ Unconsciousness 1 Kidney stone or dlood © ExCesswe drinking u  Admigsion to hosprel
for any reseon n urne habet v Record of trattc
d Eye troudis except N o - P Attempted sucde convictione
Qesees v by Q@ Moton sckness w Recerd of other
« Hay Fover unne requinng druge Convictane
1 Asthma 1\ Epdepsy or fits 1 Miltary medicel x Other
dachenge
REMARKS (] no changes mnce last report. so stete) FOR FAA USE
REVIEW ACTION COOES

Instructions for completion of Item 21
are as follows: '

21. Medical History. Each item under
this heading must be checked either
"yes" or "no."” The applicant should

be reminded that this question refers
to any medical condition he/she has
ever had. fFor all items checked
Wyes,"” a description of the condition
must be aiven In the "Remai~s"
sectinn. If the explanation hes been
aiven on previous report(s), and there
has been no change in the condition,
the applicant may state “previously
explained, no change.” Of particular
Importance are conditions which have
developed since the last FAA medical
examination. If more space is needed,
a plain sheet of paper should be used
bearing the signature of the applicant.

The Examiner must take time before
starting _the medical examination of
the applicant to review the entire
front of the FAA Fom & 8.

In so doinq, the Examiner should be
personally satisfied that the appli-
cant has checksd all of *he boxes In
Item 21 as either "yes" or "npg." The
information obtained from this review
should be used by the Exaainer in
asking the applicant pertinent

guestions during the course of the
examination. Certain aspects of the
individual's past history may need to
be enlarged upon. The Examiner should
provide in Item 61 an explanation of
the nature of items checked “yes"
under Item 2la through 21x. An addi-
tional sheet may be edded if nec>ssary.

Supplementary reports from the appli-
cant's physicians should be obtained
and forwarded to the Aeromedical
Certification 8ranch, AAC-130, when
necessary to clarify the significance
of an item of history. The respon-
sibility for providing such supple-
mentary reports rests with the appli-
cant. A discussion with the Exami-
ner's Regional Flight OSurgeun may
clarify and expedite the certification
process at this time.

Affirmative answers alone in Item 21
do rot constitute . basis for denial
of a medical certificate. A decision
corcerning issuance or denial will be
made by applying the medical standards
pertinent to the conditions uncov-red
by this history.

Experience has shown that, when asked
a direct auestion by a physician,
applicants are likely to oe candid and
willing to discuss medizal problers.
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Less than 1 percent of all applicants
are ultimately denied mec.cal
certification.

For these reasons, the Examiner should
attempt to establish rapport with the
applicant and develop w complete medi-
cal history. Further, the Examiner
should be familiar with FAA certifica-
tion policies and procedures in order
to provide the aimman with sound
advice.

2la. Frequent or Severe Headaches, A
remote history of headaches without
sequeiae 1s not disquaiifying. Some
require only temporary disqualifica-
tion during periods when the headaches
are likely to occur or require treat-
ment. Other types of headaches may
preclude clearance by the Examiner and
require special evaluation and con-
sideration (e.g., migraine and cluster
headaches). Also see Item 46 for a
discussion of headaches.

21b. Dizziress or Fainting Spells.
One or two eplsodes of dizziness or
even fainting may not disqualify. For
example, dizziness  upon suddenly
arising when i1l is not a true dys-
function. Likewise, the orthostatic
faint associated with moderate anemia
!s no threat to aviation safety as
long as the individual is temporarily
disqualified ountil the anemia is
corrected. Episodic  disorders of
dizziness or disequilibrium, however,
are another matter and these require
carcful evaluation and consideration

by the FAA, Transient processes such
3s those assuciated with  acute
labyrinthitis o1 benign positional

vertigo may not disqualify when fully
recovered. Also see Item 46 for a
discussion of syncope and vertlqo.

2lc. Unconsciousness for Any Reason.
An  unexplained disturbance of con-
sciousress is disqualifying under the
medical standards. Since a distur-
bance of consciousness may be expected
to be totally incapacitating, these
individusls pose a high risk to safety
and must be denied or deferred by the
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Examirer unless the cause of the
disturbance is explained and a loss of
consciousness not likely to recur,
Further, if surgical treatment was
necessary to correct the precipitating
cause, the Examiner should defer
issuance and submit the app.ication
with any available medical records and
specialty reports to the Aeromedical
Certification Pranch, AAC-130. Also
see Items 21b (fainting), 211
(epilepsy,, and 46 (neurologic).

21d. Eye Trouble Except Glasses. The
Examiner should personally explore the
past history of the applicant by
asking questions  concerning any
changes in vision, unusual visuel
experiences (halos, scintillations,
etc.) sensitivity to light, injuries,
surgery, oOr current use of medica-
tion. Does the epplicant report
inordinate difficulties with eye
fatigue or strain? Is there a family
history of serious ¢ye disease such as
glaucoma or other disease commonly
associated with secondary eye changes
such as diabetes? Also see Items 31
through 34, 52, and 55.

2le. Hay Fever.
solely

Hay fever controlled
sensitization without
requiring antihistamines or other
medications is not disqualifying.
Individuals who have ha fever that
requires only seasonal therapy may be
certified by the FAA under the stipu-
lation that they not fly during the
time when symptoms occur and treatment
is required. The Examiner should
defer issuance in these cases even
though the individual may be asympto-
matic «hen seen for FAA medical exami-
nation. The €xaminer can assist theze
applicants by submiciing an ancillary
report to the Aeromedical Certifica-
tion Branch, AAC-130, that details the
pariod and duration of symptoms and
tne w»ature and dosage of drugs used
for treatment and/or prevention. Also
see Items 25 through 30, ENT.

21f. Asthma. A history of mild or
seasonal asthmatic symptoms is not
disqualifying if the applicant other-
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wise meets the medical standards and
currently requires no  treatment.
Those persons with a history of
frequent severe attacks or a need for
preventive therapy should be denied.
Certificate issuance may be deferred
in cther cases when it is necessary to
gather medical records or specialty
examinations. Ancillary documentation
is submitted to the FAA for considera-
tion. Specialty reports should detail
tle frequency and severity of the
attacks and the nature and dosage of
amr  medication required for treatment
0 prevention. Also see Item 35.

21g. Heart Trouble.
possibility o sudden and severe
incapscitation, certain heart condi-
tions are disqualifying, based upon
history alone, regardless of how
remote that history may be. Part &7
of the Federal Aviation Regulations
provides that for all classes of
airmen, an established medical history
or clinical diagnosis of myocardial
infarction or angina pectoris or other
evidence of coronary heart disease
that may be reasonably expected to
lead to an infarction is cause for
denial. The Examiner may not issue a
certificate to an applicant with such
a history. The Examiner should issue
a letter of denial or if uncertain of
the accuracy of the diagnosis, defer
action and forward the application to
the Chief, Aeromedical Certification
Branch, AAC-130. The Examiner should
report any available information con-
cerning this history in Item &1 of the
application form.

Because of the

The Examiner should deny or defer
issuance to any applicant with a
nistory of arrhythmia except when the
disturbance 1is sinus arrhythmia or
occasional ventricular ectopic beats
not due to orqanic heart disease.
Also, potentially disqualifying is a
history of cardiac decompensation,
congenital heart disease with asso-
ciated abnommalities such as cardiac

enlargement, and significant valwlar
heart disease. The Examiner should
assist in the collection of data

Aruitoxt provided by Eic:

needed by the FAA where the applicant
wishes further consideration for
certification. Documentation needed
may include hospital and other medical
records, a speclalty evaluation and
certain laboratory tests and special
procedures. Specifications for
Cardiovascular Evaluation (FAA Form
8500-19) are included in Appendix 2.
See also Items 36 and 37.

2lh. High or Low Blood Pressure. In
the case of high blood pressure, dis-
position depends wpon current blood
pressure levels and whether artihyper-
tensive medication is being taken by
the applicant. It should also be
determined if there is a history of
complications, adverse reactions to
therapy, hospitalization, ecc.
Details are given in Item 56.

A history of low blood pressure
requires elaboration. If in doubt, it
is wusually best for the Examiner to
defer issuance rather than deny for
such a history.

211. Stomach Trouble. A history of
acute gastrolntestinal disorders is
usually not disqualifying once

recovery is achieved.

Many chronic gastrointestinal diseases

preclude Examiner issuance (e.q.,
cirrhosis, malignancy, ulcerative
colitis). Colostomy following surgery

for cancer may be allowed through
special issuance by the FAA.

The most common "stomach trouble"
reported is peptic ulcer. The Exami-
ner should not issue a medical cer-
tificate if the wpplicant has a recent
history of bleeding ulcers. Otherwi-
se, ulcers must not have been active
within the past 3 months or currently
require medication other than the
occasional use of antacids. Item 38
outlines the specfal studies needed
for consideration of applicants with
an glcer history.

In the case of 2 history of bowel
obstruction, a report must be provided

176



ERI

from the t-eating physiclan concerning
the cause and present status.

21j. Kidney Stone or Blood in Urire.
An Examiner may not issue a medical
certificate to an applicant with a
history of renal stones. A specialty
evaluation and special studies are
usually required if the applicant
desires further consideration by the
FAR. ODue to the incapacitation that
can occur over a relatively short
period of time, information concerning
the likelihoot of recurrence is essen-
tial to favoradle consideration.

Other significant renal history is
discussed in Item 4l.

2lk. Sugar or Albumin in Urine. A
finding of glycosuria or protelnuria
at the time of examination is cause
for deferral by the Examiner. The
cause should be determined either by
report from‘ the treating physician or
by current ‘studies designed to assure

the absence. of diabetes, significant
urinary trict disease, or other
organic disease.

Diabetes mellitus requiring liypogly-

cemic drugs for control is disquali-
fying. A past history of need for
hypoglycemic medication may not be
Cisqualifying. Those applicants with
a "past" history of diabetes and those
currently under control by dietary
measures alone should be deferred and
forwarded to the Aeromedical Certifi-
cat‘on Branch, AAC-130, for further
evaluation. The Examiner can help to
expedite the FAA review by assisting
the applicant in the gathering of
medical records and the submission of
a current specialty report. See Item
40.

211. Epilepsy or Fits. An estab-
lished diaarosis Is cause for denial

ro matter how remote the history.
¥hile the l.kelihood for certification
is poor. and final action may involve

several appeal procedures, the Exami-
ner can acsist the applicant who
wishes furder  consideration by
O
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helping to acquire all past records.

The first step in the review process~
involves a determination as to whether

the diegnosis of epilepsy is medically

and legally sound.

The term "fits" has a broader meaning
than epileptic seizures alone. For
example, delirium tremens associsted
with alcohol abuse may be cause for an
affirmative answer to Item 211. This
history is also cause for deferrsl or
denial by the Examiner.

2lm.  Nervous Trouble of Any Sort.
The term “nervous" will rommally mean
psychiatric or emotional 1illness to
the applicant. To a few it may
include neuromuscular disorders. The
presence of some organic disorders may

only be known through the "nervous-
ness" that results (e.g.,
hyperthyroidism).

An affirmative answer to Item 2Im

requires investigation through supple-
mental history taking. Dispositions
will vary according to the details
obta: ned. The applicant with an
estatlished history of ps,-hosis must
be denied by the Examiner without
exception. Also see Items 46 and 47.

2ln. Any Drug or Narcotic Habit. The
Examiner must deny any applicant with
an established history of drug depen-
dence, no matter how remote that his-
tory may be. The term "drug depen-
dence" is defined in the regulation.

The past use of marijuana is not cause
for Examiner denial for "drug depen-
dence" (see Item 47). If in doubt as
to the significance of any drug
"habit"” to aviation safety, the Exami-
ner should not hesitate to defer and
send the application to the FAA for
further concideration. Any applicant
venied or deferred because vf a drug
ristory can be assisted by the Exami-
ner if documents relating to the his-
tory are acquired for FAA review. 1If

over 2 weeks delay is ant‘cipated in
acquiring unese records, trs completed
FAA Form £00-8 should be "orwarded to
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the FAR with a notation that medical
records will be sent under separate
cover.

2lo.  Excessive Drinking Habit. A

history of alcoholism Is cause for
Examiner denial regardless of how
remote that history mey be. The term

"alcoholism” is defined in the regula-
tion (see Item 47). Excessive use of
alcohol or alcohol abuse is not always
considered to be synonymous with
"alcoholism." The eplsodic drinker
may drink in excess on infrequent
occasions without necessarily meeting
the criteria for "alcoholism.® If in
doubt about the diagnosis of alco-
hoiism having ueen  "established"
medically, the Examiner should defer
rather than deny. In all cases of
alcoholism and alcchol abuse (exces~
sive alcohol use or drinking habit)
the Examiner can assist the applicant
who wishes further consideration by
helping to gather all pertinent medi-
cal records for FAA review.

2lp. Attempted Suicide. A histor, of
suicidal attempts or suicidal gestures

requires special  evaluation. The
ultimete decision as to eligibility
for medical certification rests with
the FAA. The Examiner should take a
saplemental history as indicated,
assist in the gathering of all medical

recnros related to the fncident(s)
and, if the applicant agrees, assist
in obtaining psychiat ric and/or
+ ychological examinaiions (see Item
47,

21r sotion Sickness Requiring

D1y . A careful cupplementsl history
is ncicater when the applicant
respo ds affimativelv to this item.
Since motion s:ckness varies with the
nature of the stimulus, it is most
helpful to know if the problem rcs
occurred in flight or umder similar
circumstances, uf In doubt or if
medication is repeat:dly required, the
Examiner should  deny or defer
Issuance.  Sucplemental history con-
cerning the nature of the sickness,
rrequency, and need for med’~ation
should be reported under Item 61.

O
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21r. Milita%‘x Medical Dischagqe. If
the applici has received a military
medical discharge, the Examiner should
take additional history, recording it

uwder Item 61. It 1s helpful to «now
the circumstances surrounding the dis-
charge, including dates, and whether
the individual is receiving disauility
compensat fon. If the applicant 1is
receiving veteran's dissbility bene-
fits, the claim number and service
number are helpful in obtuining copies
of pertinent medical records. The
Tact that the applicent is receiving
disability benefits does not neces-
sarily mean that the application
should be denied.

21s. Medical Rejection From, or for,
Military Service. he Examiner should
nquire as to place, cause, end date
and enter the information under Item
6l. It is of grest help to the appli-
cant and the FAA If the Examiner can
help obtaln copies of military docu-
ments for attachment to the FAA fForm
8500-8. If a delay of over 2 weeks is
expected, the Form 8500-8 should be
forwarded to the FAA with & note
specifying what documents will be
forwarded later under separate cover.

21t. Rejection for Life Insurance.
The Examiner should Inquire regarding
the circumstances. The supplemental
history sho'ild be recorded under Item
61. Disposition will depend upon
whether the medical condition involved
is present or whether any history of
such a condition requires denial under
the medical standards.

2lu. Admission to Hospital. For each
admission the dates, diagnoses, dura-
tion, treetment, name of the attending
physician, and complete address of the
hospital or clinic snould be 1isted.
If previously reported, the applicant
may enter ‘"previously reported, mo
change." A history of hospitalization
does not disqualify although the medi-
cal conditi.~ that resulted In hospi-
talization may.
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21v. Record of Traffic Conviction.
The applicart must report all moving
vericle convictions. Since not all
citations result ¥n convictions, only
the convictions are reported. If
there have been no new cony' .ions
since the last application, the airman
may enter, "previoutly reported, no
change.”

Tren “¢~ convictions do not disqualify
but they may raise questions about the
applic.~t’s fitness foi certification
(see Item 47). Repeated convictinns
“elated to alcohol may raise a susp.-
cion of alcoholism.

2tw. Record of Other Convicticrs.
The applicant must report date, p'-ce,
and circumstences for each. The

comments under 21v apply equally here.

21x. Other Illnesses. The applican*
should describe the ..ature of thes.:
illnesses under the Remarks section of
Item 21. If additioral records,
tests, or specialty reports are neces-
sary in order to make a certification

decision, the applirant <hould be
atvised. If the applicant does not
wish o provide tre information sug-

gested by the Examiner the Form
8500-8 should be forwarceg to the FAA
withGo certificate issuace If the
epplican: wishes to have the FAA
review *he application and decide what
ancillary docurentation is needed, the
Examiner defers uvance of the medi-
cal certificate and forwa.ds the com-
pleted form to the FAA. where the
Examiner Proceeds to obtain documenta-
tion, and all data w'l not bhe
receiveu within 2 weeks, Form 8500-8
should sent immediately to the
Aeromedicas Certification, Branch,
AAC-130, with a note that additional
documents will be forwarded laster
under separate cover.

174
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ITEM 22. .iave You Ever Been
Issued a Statement o
Demonstrated Ability?

22 HAVE YOU EVER BEEN NO ]
ISSUED A STATEMENT YES WGiwe defects
OF D’ SONSTRATED ond werver as)
ABILITY (WAIVER)
PHYSICAL DEFE. . S NOTED OR WANER SEMAL NO
STATEMENT OF DEMONSTRATED
ASLTY WANER [T [

The applicant is Instructed to check
"yes" or "no.® If "yes" is checked
the Statement o Demonstrated Ability
serial number should be ecn' ered.

Statements- of Demonstrated Abiiity are
valid for an indefinite period or
until an adverse change occurs that
results in a .el of defect worse
than that stated on the face c* the
docy ...

~*atemem s ¢f Demonstrated Ability are
issued L, the FAA for certain furc-
tional static defects, but not for
disqualifying conditions that may be
progressive., The estent of the fux-
tional loss that has been cleared by
the agency is statec on the face of
the form and, if ths Examiner finds
the condition has become worse, a
medical certificate should not be
icsued even if the applicant is othes-
wise Qualified. The Examiner should
also defer issvance Iy it is unclear
wh. 1 the applicani’s present status
seprese ts an adverse change.

The Examiner must take special care
not to issue 3 medical certificate of
a class highe- ‘han that specified on
the face of + .2 utatement of Oemon-
strated Ability - even if the appli-
cant appears to be utherwise medically
qualified.
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ITEM 23, Medical Treatment
Within Past 5 vears

23 MEDICAL TREATMENT WITHI PAST § VEARS __ /
DATE | NAME AND AODRESS OF PHYSICAN I REASON ;r

CONSULTED

/
/

The applicant is {instructed to 1list
3ll conditions for which a physician
was consulted, giving the date and the
acdress of the physician or hospital,
and briefly stating the reason for the
consultation,

To achieve fuil disclosure of recent
med.cal history, the term "physician’
should be interpreted broadly -
including anyore wix, evaluates and/or
treats patients for a fee. Contacts
should be reported even when there was
ne treatment in the usual s:nse of the
word (e.g. 3 physical check-up or
counseling for glcohol abuse).

If an explanation has been given on
previous renort(s) and there has Yeen
n. change in the condition, the appli-
cant may enter "previously expiained,
no ctorge.”  Of particular importance
is the reporting of conditions which
have oveloped in the interim since
the aprlicant’s last FAR medicel
examinat ,on. The Examiner is asked to
comment  on entries not "previously
eyplaired.” These comments may be
er'ezed under Item 61 or placed upon a

“lemental sheet and attached to the
b+ rorm 8500-8.

1o0
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ITEM 24. Applicant's Declaration

~NOTICE -

24 AAPLICANT § D(CLAMYM

LY™ rter within the jurigdaci lhnby 1hat af satrment, snd ans
dopurmesi e gy ol e u'...;'«s..... ur.,..,-."" o ..':‘.’Z:.:...m - i .....,-,...
yhh-hx(n-d-; fior el ,-.,n;m .m-.:.,am- oy z*’“mm‘". e '

d. mein thas 0.

zaminslion
agrov that thry are vo be

nﬂ[l:nrnullud- * rved
thus form.

siatements oF reprsen abons o mahes ~ ubes any falie mrislag
- i

vdulewt smiement o eny shall be fined 2ot more
#10.000 o+ smprisened el mers than 5 yoars wr both (U S Codle,
Titie 18 Sec 1001}

ment dn - sing '“W":""”YH" A -‘:- SIGNATURE OF APPLICANT {In 1nk)

DATE

The applicant should be instructed to
sign Item 24 after reading the decla-
ration. The signature should be in
in. If an applicant for any reason
is unable or refuses to sign the dec-
‘aration, a medical certificate should
not ve 1ssued.
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Examination Techniques & Criteria for Qualification
Items 25-48 of FAA Form 8500-8

This chapter provides guidance for
completion of Items 25-48 of the
Application For Aimman Medical Cer-
tificate or Alman Medical And Student
Pilot Certificate, FAA Form 8500-8.
The Examiner wi personally conduct
the examinations required for the com-
pletion of these items.

The Examine. must carefully read the
front of FAA Form 8 °-8 (Items 1-24)
prior to proceeding with the comple-
tion of the reverse of the form. This
will alert the Examirer to possible
pathological findings.

{Andvory acuiry andes stem 6%
30 Orurma (Perforasion)

ITEMS 25-30.  ar, Nose and
Throat (ENT
~ n | CHECK EACH ITEM N APFROPRATE Al | MoTES
AL | COLUMN (Enter NE f not  velusted) MAL
26 Heed face neck and scrlp l
28 Ness 14
27 Sewmes ]
28 Mouth nd throst ]
29 Eors genersl
lI:—lnluwr—lvunH J

I. FEDERAL AVIATION REGULATIONS

A. First- and Second-Class:
FAR €7.137c), 67.15(c)

*=#No acute or chronic
disease of the middle rr internal ear.

**#No disease of the mastoid.

**#N0  unhealed (unclosed)

perforation of the eardrum.

###No disesse or malforma-
tion of the nose or throat that migt:
interfere with, or be aygravated

flying.

##4Ng disturbance of
courlibrium.
3. Third-Class: FAR 67.17(c)

#*#N0  agcute or chronic

disease of the internal ear.

*4%No disease or malforma-
tion of the nose or throat that might
interfere with, or be aggravated by,

flying.

*No disturbance in equilib-
rium.
II. EXAMINATION PROCEDURES

A. Eguipment

It ~ill be necessary to have at least
an otoscope, nasal speculum, tongue
blades, and laryngeal mirror. The

otoscope light can serve ts a trans-
illuminator. Some Examiners may find
that a solution of .25% phenylephrine
hycrochloride and cotton swabs are
sometimes useful. Those Examiners
trained in use of the head mirror and
wire ear loop may also find these
useful for the removal of cerumen
deposits.

Conditions which call for evaluation
with 8 rasophsryngoscope, canula,
curette, irrigation device, or suction
device may test be referred to an ENT
specialist.
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B. Exa - sation Techniques

1. The head should be
erarined to detemmine the presence of
any significant defects suca as.

a. Bony defects of the
skull.,

b. G-oss deformities.

c. Fistulas.

d. Evidence of recent
blows or trauma to the head.

e. Limited motion of
tha head and neck.

2. The exterral ear 1is
seldom a majur problem in the medical
certification of ajmmen. Otitis
externa or a furuncie may call for
temporary disqualification. Obstruc~
tion of the canal by impacted cerumen
or cellular debris may indicate a need
for referral to an ENT spe.‘ai.st for
examination.

The tympanic membrane should be
examined for scars or nerforations.
Discharge or granulation tissue may be
the only observable indication of per-
foration. Middle ear disease may be
revealed by retract.ion, fluid levels,
or discoloration. The nomal colnr of
the drum is pearly grey and the nomal
¢rm is moveable. Mobility should be
demonstrated by watching the drum
through the otoscope during a valsalsa
maneuver.

3. In the middle ear the
only evidence of a smolderlng otitis
media may be clight stuffiness of the
ears and a hearing loss. An upper
respiratury infection, with difficuity
in aeration of the middle ear or
otitis, greatly increases the risk of
aerotitis media with pain, deafness,
tinnitus, and vertigo. when  the
applicant is taking medication for an
ENT condftion, it is important that
the Examiner become fully aware of the
underlying pathology, present statuc,
and the length of time t'e medication

O
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has been used. If the condition is
not A threat to aviation safety, the
treatment consists soiely of anti-
biotics, ¢ 9 they haw. been taken oves
a sufficient period to rule out the
likelihood of adver @ side effects,
the Examiner may make the certifica-
tion decision. The same approach
should be taken when considering the
significance of prior sug%eg--such as
myrinyotomy, mastoldectomy, or
tympanoplasty. When in doubt do not
hesitate to defer jissuance anc refer
the matter to the Aeromedical Ce. . ifi-
cation Branch, AAC-130. The FAR has
available tre services of consultant
ENT specialists to help in determining
the safety implications of complicated
conditions. For detsils concerning
otosclerosis surgery, see Item 49.

4, The nose should be
examined for the presence of polyps,
blood, or signs of infection or
allergy. The Examiner should deter-
mine if there is a history of epi-
staxis with exposure to high altitudes
a 3 if there is any indication of loss
of sense of smell (anosmia). Polyps
may cause sirway obstruction or sinus
blockage. Infection or aliergy msy be
cause for obtaining additional his-
tory. Anosmia is at least ncteworthy
in that the aiman snould be made
fully aware of tte significance of the
handicap in flying (inability to
receive early warning of gas spills,
oil leaks, or smoke).

5. Evidence of sinus
disease must be carefully evaluated by
a specialist because of the risk of
sudden and severe incapacitation from
barotrauma.

6. The mouth and throat
should be examined "to determine
presence of active disease that is
progressive or may interfere with
voice communicationc. Gross asbnor-
mulities should be identified that
could interfere with the wuse of
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personal eauipment such a5 oxygen
eauipment .
7 Tre larynx should be

visualized 1f the applicant's voice is
rough or bhusky. Acute larymaitis is
temporarily disaqualifying. Chronic
laryngitis recuires further diagnostic
workup.  Any gapplicant seeking cer-
tification for the first time after
larynge: i surgery or who uses an arti-
ficial voice-producing device should
be carefully assessed to assure
intelligibility of voice communica-
tions. If there 1s any aquestion con-
cerning intelligipility, the Examiner
shoulc not 1ssue the certificate and
should forward the application and
available clinical information to the
Aeromedical Certificat!lon Branch,
AAC-130.

III. DISPOSITION

The followiny conditions are disquali-
fying for 1issuvarce of a medical cer-
tificate by the Examiner. These dis-
aqualifying defects are subject to
further consideration by the FAA. The
list is not comprebensive awd other
ENT conditions that may interfere with
the safe operation of an aircraft are
also disaualifying.

A. Item 25 - Head, Face, Pk,

and Scalp.
1. Fistula of neck, either
congential or acauvired, to jinclude

tracheostomy.

2. loss of bony substarce
involving the twe tables cof the
cranial vault.

3. Deformities of face onr
head  which  would  interfere  with
wearing and oproper fitting of an
oxygen mask (certification 9y the Fpu
15 noesible with operaticnal
limitattons).

O
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B. Item 26 - Nose.

1. Evidence of allergic
rhinitis.

2. Malformations which
would prevent nasal respirati--.

3. Obstruction of sinus
ostia, including polyps, which would
be 1likely to result in complete
closure under conditions to which
airmen are expased.

C. Item 27 - Sirusss.

1. Sinusitis: acute ar
chronic.

2. Tumor.

C. Item 28. Mouth and Throat.

1. Palate: Extensive
adhesion of the oft palate to the
pharynx,

2. Any malformation or con-
.0 .7 incluoing  stuttering, which
would  impair wvo : comwunication.

{See Item 47.)

E. Item 29 - Ears, General.

1. Inrer ear: Acute o-
chronic  disease which may distud
eguilibrium.

2. Mastoids:

a. Mastoiditis, acute
or chronic.

b Mastoid fistula.

‘e

Mige "e ear:

d.  Otitis media, serous
or suipurative, acute or chronic.
b. Impairec aeration.
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4. Outer ear:

a. Otitis externa which
~dy progress to impaired hearing or
become incapacitating.

b. Impacted cerumen
until removed.

F. Item 30 - Drums.

1. For first- and second-
class applicants any perforation. For
third-class spplicants, 1f associated
with active fection.

2. Severe retiaction.

Some ENT conditions known only through
history may also be disqualifying--

see, for example, Item 21 (Medical
History).

Some conditions may have several pos-
sible causes or exhibit multiple
s/mptomatology. An example would be
disturbance 1n equilibrium. Although

ENT conditions are a possible cause,
the principal discussion will be found
in the Ne.rological sections of the
Guide.

ITEMS 31-34. EYC

T
TOR | CHECK EACH ITEM IN APPROPRIATE | A8
MAL | COLUMN (Eater NE \f aot evalusted MAL

31 Eves generst (vieusl acuty under
Hems 30 & 511

NOTES ]

LYY e —
1 Pupels (Fqnakty and reactrens

34 Dcuisr motday (Asswcssted paraliel
movement AYsagmus)

1. FEDERAL AVIATION REGULATIONS

A, First-Class: FA%R £7.13(b)(5,

*44No acute or chronic
pathological condition of either eye

\J\J\F\

or adnexae that might interfere with
its proper function, micht progress to
that degree, or might be aggravated ty
flving.

B. Second-Class: FAR
€7.157b) (4)

*##No patho.,ogy of the eye.
C. Third-Class: FA4R 67.17(b)(2)

***No serious pathology of
the eye.

ror further evaluation of the eyes see
Items 50 and 51, visual acuity; Item
52, int-aocular pressure; Item 53,
color vision; Item 54, visual fields;
and Item 55, nhorias.

II.  EXAMINATION PROCEDURES

A. Equipment

For evaliation of the eye as required
by Items 31-34, the Examiner needs
only a qualily ophthalmoscope an¢ an
otoscope to use as a point 1light
SOUTC of moderate {ntensity. A
single inst rument such as an
oto~ophtralmoscope with inter-
changeable theads Is an acceptable
alternative.

8. Examination Techniques

1. The exa ination of the
eyes should be directed toward the
discnvery of those deformities due to
teredity, {ni'vy, disease, or the
aging proces which may cause a
failure in v,sual function while
flying, or discomfort sufficient to
interfere with  safely performing
aimman dutfes.

8. Have you noticed any
recent changes in the shatpress of
your vision?

The aviation-oriented physician, in
~ecognizing the stresses of flight and
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other airman duties, is best eauipped

to seek clues of fatigue 1n visual
effort. Is it time to suggest the
wearing ot reading glasses? A history
of momentary loss of vision may imply
impending cerebrovascular accigdent,
Blurring of vision frwm ogiplopia may
indicate myastherfa gravis or multiple
sclerosis.

b. Have you exoerienced
any blinc spots in your vislon, halos
aroung  bright Tlights, spots before
your eyes, Oor any other unusual visual

experience?

In adoition to retinal and optic truct
lesions, trere may be sparkling of
vitreous cholesterol crystals (spin-
therism) or scintillating scotomas
(migraine). It may be useful to ask
if the applicant can see as well as
his acquaintances et r’'ght. Severely
reduced night vision may be an impor-
tant consideration especially in the
initial examination of a young aiiman.

c. Have you recentl
noticed itching or burring o your
eyes ur increased sensitivity to

bright lights or to glare?

Simple pburning or itching of the eyes
m3y serve as an early clue to teoe
existence of alleryic conditioans
affecting the eves, of inflammatory
diseases ove to infection, amg
possibly to the onset of serious eye
patholegy such as u ~.is or glau-
coma. Incrrased sensitivity to glare
may also alert the Examiner to search
for uveitis o for cataracts.

d. Have you qoticed an
eye discharge lately, especially eaT_l'_y_x
In_the morning before washing ~ your
face?

Erer  'ow grade infections of the
exiernz} eye may cause irriration or
blcgharospasm, and have an  adverse
effect cn the spplicunt's ability to

fully concentrate on nis/ner auties.
tave drugs been prescribed for the
condition?

e. Does the room ever
seem to Jerk or spin or do you ever

feel that you are spinning or ore
about to faint?

Nystagmus of recent onset reaquires
specialty evalustion. The importance
of dizziness or vertigo in airmen jus-
tifies furt.er inquiry.

. Are  you currently

f
taking any drugs/ medication?

The Reromedical Certificatic Branch,
AAC-130, has found that when the
Examiner asks the applicant this ques-
tion it commonly leads to revelations
not made in any other way. Many prob-
lems reauiring the attention of the
FAA (ang further celay in the proces-
sing ot applications) relate to the
failure of the applicant and/or the
Examiner to fully aisclose and explain
medicat ions presently in yse.

2. It is recommended that
the following signs be considered
during the course of examination:

a. Color - redness of
aslergy, glaucoma, infection, or
trauma; yellow of Jaundice; and the
green or brown kayser-Fleischer Ring
of wilson’s yisease.

5. Seclling - absress,
allergy, cyst, exophthalmos, myxegema,
tumor.

c. Other - clarity,
discharge, dryness, ptosis,
spasm(tic), tropion, ulcer.

3. Ophthalmoscopic

st is suggested that a routine be
establishecC for ophthalmoscopic exami-
nations to aid In the conduct of a



comprehensive assessment of thr eye.
Routine wse of a mydriatic is not
recommended

3. Cornea - observe for
abrasions, calciun deposits, contact
lenses, dystropiwy, keratoconus,
pterygium, scars, or ulceratlon. Con-
tact lenses shoulo be removed severel
hours before exanination of the eye
(see Item 50).

b. Puwils and Iris -
check for the presence of synechiae

and uveltis, Size, shape, and reac-
tion to light should be evaluated
during the ophthalmoscopic examina-
tion. Observe for disparity in size
or reaction to light (Horner’s Syn-
drome); Argyll Robertson Pupil);

coloboma.

Agueous - hyphema ot
rheumatoid lrxdocyEntI

tens - s there

- aphakia, dlscofbra Ton, dislocation,
cataract, or #n jmplanted lens?

e. Vvitreous - note dis-
coloration, hyaloid artery, flosters,
or strands.

f. Datic nerve -
chserve for atrophy, cupping,
papilledema.

g. Retiva and choroid -
examine for evidence of colnboma.
choroiditis, cetachment of the retina,
retinitis, retinitis pigmertosa,
retinal tumor, <enile macular or ot'er
degeneration, toxoplasmosis, etc.

4. Ocular Motility

Motility may be gsses ed by having the
applicant fpllow a point light source
with both eyes, the Examiner moving
the light into right and left i=per
and lower ouadrants while otserving
the indivicual sand the conjugate

e light is
front and
advanced towarc the nuse, observing

motions of each eye
then brought to cf

for convergence. End point nystagmus
is a physiologic nystagmus and not
considered to oe significant. It need
not be reported. See Item 50 for
further consideration of nystagmus.

171, DISPOSITION

when present at the time of examina-
tion, the following conditions are
disqualifying fnr issusnce of a medi-
cal certificate. All disouslifying
defects ere subject to further con-
sideration by the FAA when requested
by the applicent. Further, these
lists are not comprehensive and there
are other findings which mey also
warrant disouslification.

This section of the Guide applies to
those findings observed by the Exami-
ner. Functional testing of the eyes
is covered in Items 50 through 55 and
history in Item 21.

A. Item 31. EVES, GENERAL.

1. Hereditary, congenitsl,
or acquired conditions, whether scute
or chronic, of either eye or aonexa,
which may interfere with visual func
tions, may progress to that degree, or
may be aggravated by flying (i.e.,
tumors and ptosis obscuring the pupil,
acute inflammatory disease of the eyes
and 1i0s).

2. Any condition nct
currently synptanatlc but prone to
become worse or recur with functional
loss or acute symotoms that would be
incapacitating or cause significant
decrements in operationsl efficiency
(i.e., retinal ostechment, optic
neuritis, chorioretinitis).

3. Any ophthalmic pathology
reflecting a serious systemic disease
(e.g., orabetic
retinopathy).

and hypertensive
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- B. Item 32. INTRAOCULAR

1. Correal ylcer or
dystrophy.

2. MAphskia; lens difsplace-
ment or lens Implant; cataract.

3.
coloboma.

4. Retinal Jetachment;
retinal degeneratior retinitis pig-
mentosa.

Chorioretinitis;

5. Papilledema; optic
atrophy; optic neuritis.

6. Macular degeneration;
macular detachment.

7. Vvascular occlusion;
retinopathy.

8. Tumors.
9. Claucoma (treated or
untreated).

C. Item 33, PWPILS
1.

posteiior.

Synechiae, anterfor or

2. MNonreaction to light in
either eye.

3. Oisparity in size or
reaction to light requires cle ifisg-
tion and/or further avaluation.

4, Nystagmus.
0. Item 34. OOWLAR MOTILITY
1. Paralysis with loss of

ocular motion 1n any direction.

2, Absence  of  conjugate
alignment in any quadrant.

3.
a near object.

Inabiiity to converge on

183

Applicants with many of the foregoing
conditions may be found qualified fop
certification by the FaA following
receipt end review of specialty
evaluations and pertinent medicsl
records. Examples incluce applicants
who have undergone cataract surgery
witn or without jens implant, -etinal
detachment with surgical correct fon,
open angle glaucoma under adequete
control with medication, and narrow
angle glaucoma  following surgical
correction. Although the Examiner may
not issue a certificate under such
circumstances, consideration by the
FAA may be expcdited by the collection
of pertinent medical records and
securing 8 current ophthalmologic
evaluation using FAA “orm 8500-7, as

appropriate. If there is a question
regarding the .eed for a current
specielty evaluation, the Examiner

should not obtain the evaluation but
refer the completed spplication form
(8500-8) and any avaflable medical
records to the Aeromedical Certifica-
tion Branch, AAC-130

ITEMS 35-37. CARDIOPULMONARY

NOR- [ “MECK EACH ™ cM IN APPROPRIATE AS- | NOTES
MAL | COLUMN @ater NE if not aveeated) | NOR:
s wmma&m—
| | 38 Mesnt Mhvast virn, rhython reundey
37 Vasculs- syswem
I. FEPERAL AVIATION REGULATIONS

A. First-Clase: FAR 67.13(e)(5)
*#+If the applicant is at
least 40 years of age, he must show a
degree of circulatory firiency that
is comratible with the _afe operation
of afrcraft at igh altitutes,

B. All Clcsses: FAR 67.13,
.15, and . 1" (e)(1)
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*##No  established meaical
history, or clinical diagnosis of --

Myocardial infarctior;
or

Angina  pectoris or
other evidence of .(c-onary heart
disease that the Federal wfr Surgeon
finds may reasonably be expected to
lead to myocardial infarction.

C. all Classes: FAR 6€7..3,
.15, ang .17 (£)(2)

##*No other organic, func-
tional, or structural disease, defect,
or limitation that the Federal Air
Surgeon finds --

Makes the applicant
unable to safely perform the guties or
exercise the privileges of the airman
certificate that he holds or for which
he is applying; or

Mgy  reasonably be
expected, within 2 years after the
tinding, to make him unable to perform
those duties rr exercise those
privileges;

and the findinqgs are based on the case
history ano Jppropriste, oualified,
medical judgment relating to the con-
dition involved.

See also Items 56 (blood pressure), 57
(oulse), and 9 (ECG) for other requ-
lations concerning the cardiovascular
system,

II. EXAMINATION PROCEDURES

A. Eauipment

For the conduct of the medical exami-
nation applicable to Items 35-37, the
only necessary equipment is an
examining table and 2 good stetho-

scope.  History or current findings
may indicate a need for special
evaiuations.

189

B. Examination Technigues

It is helpful to follow a set routine
of examination much as the pilot uses
a check list. One approach is as
foilows:

1. Irxection, Observe and
report any thoracic defonnity (e.g.,
pectus excavatum), signs of surgery or
other treums, snd clues to ventriculsr
hypertrophy, Check the hematopoietic
and vascular system by observing for
palor, edems, varicosities, stasis
ulcers, and verous distention., Check
the nail beds fer capillary pulsation
and col.r.

2. Palpation. Check for
thrills and the vascula. system for
arteriosclerotic ~harges, shunts or

A/V anastomoses. The pulses should be
examined to determine their cherscter,
to note if they are diminished or
absent, and to observe for
synchronicity.

3.  Percussion. Determine
heart size, dlaphragmatic elevation/
excursion, abrormal densities in the
pulmonary fields, and .ediastinel
shift,

4. Auscultation. Check for
resonance, asthmatic wheezing, ronchi,
rales, cavernous breathing of emphy-
sema, pulmonary or pericardisl fric-
tion rubs, auality of the hesrt
sounds, murmurs, heart rste, and
rhythm. If a murmur, report its
character, loudness, timing, transmis-
sion, and change with respiraticn.
Auscult the neck for breit. It 1s
recommended that the auscultation of
the heart be conducted with the appli-
cant in sitting and in lying positions.

Asice from murmur, irregular rhyttwm,
and enlargement, the Examiner should
be careful to observe for those
specific signs which are pathognomonic
for specific disease entities or for
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seriour generalized heart disease.
Examples of such evidence are (1) the
opening snap at the apex or 4th left
intercostal space signifying mitral
stenosis, (2) gallop rhythm indicating
serious jmpaimment of cardiac func—
tion, (3) the middiastolic rumble of
mitrel stenosis.

III. DISFOSITIDN

The following conditions are disqusii-
fying for the issuance of a megical
certificate by the Examiner. The
applicant may receive further con-
sideration by t“e FAA upon making a
written request for reconsideration.
This 1list Is not comprehensive and
other heart, 1lung, eand vascular
findings may also be disqualifying,

A. Lungs and Chest, Item 35,
1. Asthma.

2, Bronchiectasis,
than m:1d.

if more

3. C“mphysema, if of suffi-
cient deoree be symptomatic.

4. Fibrosis, if of suffi-
cient degree to finterfere with pulmo-
nary function.

5. Fistula, bronchopleursl,
to include thoracostomy.

6. Infectious disease of
the lung, pleurs, or mediastinum:

8. Abscesses.
b. Mycotic disease with
or without cavitation.

c. Tuberculosis in
active form and until considered
arrested.

7. Lobectomy, untfl ¢

months after surgery at which time the
hospital records anc results of pulmo~
nary function tests will be obtained

O
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anc forwarded to the feromedicsl Csr-
t1fication Branch.

8. Pl:ura and pleural

cavity:

a. Acute fibrinous
pleurisy.

b. Pleurisy with
effusion.

c. Empyema.
9  Pneumonectomy.
10.  Preunothorax:

a. Artificial, until 6
months after cessetion of therapy.

b. Spontaneous, until
resolved as demonstrated by X-ray, and
until it is determined that no condi-
tion is present which would be likely
to cause recurrence.

11.  Sarcoid, if more than
minimal .nvolvement or if symptomatic.
12. Malignant  tumors r
cysts of the lung, pleura, mediasci-

num, or the breast.

13, Other diseases or
defects of the lungs or chest wall
which require use of medication or
whicn could adversely affect flying or
endanger the 1Individual's well-being
if permitced to fly.

B. Heart, Item 36.

1. Myocerdial infarction,
angina pectoris, or other eviderce of
coronary heart disease. Reports and
test results relating to the diagnosis
must be obtained and forwarded to the
Reromedical Certification Branch,
AAC-130.

2. Arrhy thmis will  be
evaluated in accordance wich the pro-
cedure outlfned in caragraph 9 below.
Arrhythmias caused by organic heart
disease and functional arrhyttmias,
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other than sinus arrhythmia or occa-
sional ventricular or atrial eciopic
beats, are disqualifying.
3. Cardiac decompensation.
4, Congenital iwart diseas2
accompanied by cardiac enlargement,

ECG abnormality, or evidence of inade-
quate oxygenaticn.

5. Hypertrophy or dilata-
tion of the heart as evidenced by
clinical examination and supported by

electrocardiographic and X-ray
examinat fon.
6. Mu,nur will be evaluated

in accordance with the procedure out-
lined in paragraph 9 below.

7. Pericarditis,
ditis, or myocarditis.

endocar-

B. valwlar disease of the
heart will be evaluated in accordance
with the procedures outlined in para-
graph 9 below. Certification must be
denied when any of the following diag-
noses has beer established:

a. Aortic stenosis and/
or gortic regurgitation.

b. Mitral stenosis.

c. Mitral insufficiency.

9. when cardiac arrhythmia,
cardiac murmur, hypertension, enlarge-
ment, or other evidence of cardiovas-
cular abnormality is found, issuance
is deferred. If the appllcant wishes
further consideration, a consultation
will be requirec from a specialist #.,
internal medicine or cardiology (see
FAA Form 8500-19). It must include a
narrative report of his/her evaluation
and be accomparied by an electrocar-

diographic tracing, laboratory
results, and chest X-ray. The report
and accompanying material should b

forwarded to the Aeromedical Certifi-
cation Branch, AAC-130. See Item 59
for detail regarding ECGs.

186
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C. vascular System, Item 37.

1. Aneurysm
venous fistula.

or arterio-

2. Blood and blood-forming
tissue disease:

a. Anemia when the
hemoglobin is lower than 12 gms/100 cc
blood.

b. Hemophilia.

c. Leukemia.

d. Polycythemia.

e. Other disease of the

vlood or blood-forming tissues which
could adversely affect performance of
airman duties.

3. Peripheral edema:
results of studies to determine the
cause will be obtained and forwarded
to the Aeromedical Certification
Branch, AAC-130.

4. Peripheral vascular
disease:

a. Arteriosclerotic
vascular disease with evidence of cir-
culatory obstruction.

b. 8Buerger's disease.

c. Intermittent claudi-
cation.

d.
or phenomenon.

Raynaud's disease,

e.
phlebothrombosis.

Thrombophlebitis, or

Syncope,
actual durlng examination.

threatened or

Some respiratory, cardiac, and vascu-
lar conditions discerned solely by
history may be disqualifying (see
Item 21). Other corditions in these
categories may pioduce clinical
patterns that demand consideration of
multiple etiologies. For example,
syncope may involve cardiovascular,
neurological, and psychiatric fac-
tors. See Item 46 for detailed con-
siderations of syncope.
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The Examiner should keep in ming some
of the special cardiopulmonary demands
of flight. Heart rates at take-off
and landing sometimes approach age-~
related maxamum heart rates. High
G-forces of aerobatics or agricultural
flying may stress both systems con-
siderably. Like typoxia, degenerative
changes are often silent, yet they
produce sudbtle performance decrements
that may require special investigative
techniques to determine health status.

The insidious as well as the ogvert
incapacitations that originate from
the cardiopulmonary system make the
assessment by the Examiner a very
important one to aviation safety. The
demands upon the Examiner are clear.

D. Asthma

Except for a history of mild asth.-tic
symptoms, the Examiner should defer
issuance and send the completed report
to the Aeromedical Certification
Branch, AAC-130, for further evalua-
tion and decision.

Where there is an established diag-
nosis of moderate or severe asthma,
the FAA will usually ask for a report
of evaluation by a medical specialist
which includes the extent of the
disease, medications required, and
appropriate pulronary function
studies. Each case is evaluated on an
individual basis and when found quali-
fied by the FAR, a ceirtificate is
issved. It may bear certain restric-
tions and specisl followup evaluations
may De required.

When the applicant has asthma that
requires use of medication, a report
from the treating physician is
necessary:

1. Type and dosage of medi-
cation.

2, Any side effect.
O
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3. ODuration of present
therapy.

4, Nature and severity of
any residual symptoms.

5. Likelihood for incapaci-
tation.

E. Coronary Heart Disease

i1ndividuals with & history of
myocardial infarction, angina
pectoris, or other evidence of coro-
nary heart disease (including coronary
artery bypass or revascularization
surgery) that may be expected to lead
to a myocardial infarction nhave been
granted limited medical certificates
through the eppeal procedure called a
“petition for exempt ion® (see
Chapter 1 of this Guide). The Federal
Aviation Regulations, Part 67, specify
that a history or clinical diagnosis
of the above conditions is cause for
denial no matter how remote that his-
tory * or whether the applicant is
symptomatic. The requirement for a
denits applies not only to the Exami-
rer but also to the Federal Air
Surgeon and his staff. It is only
through the comprehensive assessment
generated through a petition for
exemption that the individual may be
considered for certification.

Some

A petitioner's chances for a favorable
exemption decision depend upon many
factors as evalueted by medical
specialists who advise the Federal Air
Surgeon. Flight Operations personnel
ma8y also be consulted in those situa-
tions where operational limitations
must be considered in the interest of
aviation safety.

While it is not required that a peti-

tioner submit an Application and
Report of Medical E:amination, FAA
Form B8500-8, as part of the initial

petition for an exemption, it is
recommerded that he/she first contact
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an Examiner to gather the following
data for submission to the Aeromedical
Certifiction Branch, AAC-130-

1. A current completed FAA
Form 8500-8 (with denial or deferral).

2. A signed and dated
Release of Medical Information, FRA
Form 8500-21, provided by the Exami-
ner. These forms should be a part of
the standard FAA supplies kept by each
Exuminer.

3, If not previously pro~
vided to the FAA, complete pertinent
hospital and other medical records to
include  admission and discharge
summaries, daily progress notes,
coples of all electrocardiograms and
laboratory reports, and outpatient
progress notes. where surgery Is
involved, records are necessary for
nonsurgical adm.ssions as well as for
the surgical admission.

where a history or clinical diagnosis
of significant coronary heart disease
is confirmmed that requires a denial,
the FAAR will send a formal denial
letter and information concerning
rights of appeal (FAA Form 8500-4.1).
If the »imen wishes to petition for
an exemption, a current cardiovascular
evaluation by an intemist or
cerdiologist is requested. The proto-
col for this examination is provided
by the FAA. It includes a requirer~nt
for ele~trocardingraphic exercise
stress testing. If coronary artery
bypass surgery s involvea, post-
operative coromary anglography at
least 1 year following surgery is
ncrmally required for favorable
consideration.

For a history of a myocardial infarc-
tion, medical records must contaln
documentation of an  asymptomatiz
period of at least 2 years following
the Infarction. Documentation must
include all pertinent records ar? a

recort of a complete current cardio-
vascular evaluation, 1including stress
electrocardiography, corducted in
accordance with FAA  instructions.
Post-infarct anglography may be
required in some cases and, in all
cases, the 2-year walting peridod for
FAA consideration may be shortened to
1 year if pest-infarction anglography
is available at that time. Certifica-
tion of persons «ho have had infarc-
tions or coronary artery bypass
surgery s rrincipally limited ‘o
private flying. Limited commercial
outies may, however, be permitted by
the FAA. Persons certified will be
required to provide followup cardio-
vascular  evaluations, to inc lude
stress electrocardiography at 6-month
intervals. Repeat anglngraphy is
required only if there appears to be
an adverse change 1n the almman's
condition.

Most grants of exemption specify that
subsequent issuances of certificates
will be by the Aeromedical Certifica-
tion Rranch, AAC-130. The Examiner
should never issue, even when con-
vinced that there has been no adverse
change, unless specially authorized to
do so by the Grant of Exemption docu-
men*. If the applicant Insists upon
expediting the renewa) of his/ner cer-
tificate under the grant of exemption,
the Examiner may call the Aeromedical
certification Pranch, AAC-130, for
instructions.

If a grant of exemption is terminated
because of adverse change, the appli-
cant may re-petition for an exemp-
tion. The required evaluation and
documentation are essentially the
same. Medical records previously sub-
mitted need not be resubmitted.

F. Heart Murmur
when in the course of conducting a

routine FAA examination the Examiner
discovers a heart murmur, a statement




shoulo be made indicating whether the
Examine: believes it to be functional
or organic angd if a special examina-
tion 1s neeced. If the latter is
indicated, the Examiner should defer
issuance of the medical certificate
and forward the completed FAA Form
8500-8 to the FAA for further
consideration.
G. Surgery

The presence of an aneurysm of a major
vessel of the body is disaqualifying

for medical certification of any
class. Following successful surgical
intervention and  correction, the

applicant may ask for concideration by
the FAA, The Examiner should be aware
of several criteria used by the Aero-
medical Certification Branch, AaC-130,

to determine eligibility of these
individuals. Of importance 1is the
time interval since surgery. It 1is

recommended that the applicant wait
for at least 6 months following the
surgery before making reapplication
for certification. The likelihondg of
certification is enhanced in those
situations where all medications have
been discontinued and a current
evaluativy reveals no evidence of
cardiovascular or renal disease.

A bhistory of coronary artery t,pass
surgery ‘s disaualifying for certifi-
cation v the Examiner. Such surgery
does not negate a past history of
coronary heart disease. For oetails,
see paragraph E of this section.

The presence of cardiac pacemakers and
artificial heart valves is disquali-
fying. Heart valves made of tissue
seem to have a better prognosis than
mechanical devices, especially in
reference to those factors key to
aviation safety. Applicants seeking
further consideration by the FAA
should be prepared to submit all past
records and a report of a complete
current cardiovascular evaluation in

Q
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accordance with
video by the FAA,

specifications pro-

H. Vascular Oisease

Arteriosclerotic vascular disease when
mild, presents no Impediment to medi-
cal certification, At some point in
the natursl course of this disease
process, the nature anu severity of
related symptoms will preclude con-
tinued certification. This is
certainly true by he time surgical
intervention 1s contemplated.
fFoliowing surgery (such as an end-
arterectomy) it is possible that
fivorable consideration will be given
by the FAA unlzss nisease that was not
amenable to surgery remains.

vascular occlusions (s zh as in the
carotid artery) present an imped:iment
to certification much 1like that of
arteriosclerosis involving the
extremities and aorta. However, !n
addition to recovery from surgery and
demonstrating that the disease is ot
severe, these Iindividuals must also
show that there are no neurological
deficits or signs of other cardio-
vascular disease, especially of the
coronary arterles,

The applicant who has a bhistory of
pulmonary embolus without seauelae or
need for medication may be certified.
Often such individuals are placed upon
prophylactic or maintenance anti-
coagulant therapy such as Coumadin.
The use of anticosgulant medication
precludes certification. These appli-
cants should be denied by the Exami-
ner. Other Jiseases such as coronary
artery disease and thiombophlebitis or
phlebothrombosis carry a poor prog-
nosis for Issuance of even & limited
medical certificate of any class.
when medical r.nagement of the disease
results In a clinical status wherein
meoication is no longer a reaquirement,
prospects for & favorable certifica-
tion decision by the FAA are much
improved.

<&

e
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Iv. REFERENCES

A major reference scurce for detailed
considerations of “ypertensive and
other cardiovascular conaitions as
related to aviation sefety is "Cardio-
vascular Problems Associated with
Av'ation Safety," Eightn Bethesds Con-
ference of the American College of

Cardiology, The American Journal of
Cardiology, October 31, 1975.

ITEMS 38-39. Gastro-Intestinal
noal CHECK EACH TEM oy AMROPRATE | AS. | NOTES
MAL | COLUMN (Enser NE 1f not evalucied) MAL
| 38 Asdomen and viecers (iacheding Aemis/|

39 Arus and rectum (Nemmevheids /

min proseomt

1. FEDERAL AVIATION REGULATIONS

A, All Classes: FAR 67.13,
.15, and .17 (£)(2):

«*eNo other organic func-
tional, or structural disease, defect,
or limitetion thet the Federal Air
Surgeon finds --

Makes the applicant
unable to safely perform the duties or
exercise the privileges of the airman
certificate that he holds or for which
he is applying; or

May  reasonably be
expectad, within 2 years after the
finding to make him unsble to perform
those duties or exercise those
privileqes;

and the findings are based on the case
history and sppropriate, oqualified,
medical Juogment relating to the con-
dition involved.

II. EXAMINATION PROCEDURES

A. Equipment

The only eouipment needed for the
conduct of the exsminetio 8pplicable
to these items is that necessary for
rects]l examinetion - gloves or finger

cots, lub.icant, snd wipes. Hovever,
medicel history and/or physicel
findings mey indicite a need for

special tests (e.g., X-ray, 'sboratory
facilities).

B. Examination ~h wes

In order to help reduce 1ihood
of omissions snd to conse, _re, it
is recommended thet t! Examiner
fo.low a set protocol. Tre Exsminer
must Teview the applicant’s bhistory
prior to conducting the medical
examinat fon.

1. Observation - The Exami-
ner should note Ny unusuel shepe or

contour, skin color, moisture, tem-
perature, and presence of scars.
Hernias, hemorrhoids, and fissure

should be noted snd recorded.

2. Pslpstion - Exsmine for
and note enlargemen of orgens,
unexplained masses, tenderness,
guarding, and rigigity.

3. Dl?ltal Exemination -
During the digital exsmination note

the following:

a. sphincter tone

b. internel hemorrhcids

c. prostatic size and
contour, consistency, tenderness

d. evigence of infection

e. unexplsined masses

f. color of feces

1N, DISPOSITION

The following enumerates some gastro-
intestionsl pathology that 1is dis-
qualifying. This list is not compre-
hensive and other disorders mesy also
be disauslifying. Applicants found




not aqua‘ified for jissuance of s medi-
cal certificate masy reaquest f{urther
consideration by the TAA.

A. Item 38 - Abdomen and viscera

1. Cholelithiasis
2. Cirrhosis

3. Hepatitis, acute;
chronic with impaired liver function.

or

4, ventral o hiatal
hernia, if symptomatic; or any hernia
likely to incarcerste or stranqulate.

Splenomegaly
6. Malignancy

5.

7. FPeptic ulcer (see below)

a. Active
3 monthe greceding the  date
examinat ion.

% b, Bleeding
6 months preceding the date
examination).

within
of

(within
of

B. 1tem 39 - Anus and Rectum

Rectal or prostatic malignancy.

C. Special Procedure for Ulcer

An applicert with @ history of an
active ulce within the past 3 months
or a bleeding ulcer within tre past ¢
months must provide evidence that the
ulcer is healegd to be further con-

sideres for meoical certification.
Evidence of bhealing constitutes a
report from the attending physician
that includes the following
information:

1. Confirmation that the
applicant has been free of symptoms.

2. Radiographic evidence

that the ulcer is healed.

191

3 Type, dosage, and

frequency of medication useq.

This information should be submitted
with the spplication, FAA Form 8500-8,
with all certificate copies sattached,
to the Aeromedicel Certification
Branch, AAC-130. Under favorable cir-
cumstances the FAA mgy issue 8 cer-
tificate with specfal restrictions.
For exsmple, an appljcent with & his-
tory of bleeding ulcer mey be required
w bhave his/her physiclan submit
follomp reports every 6 months for
1 year following initial certification.

The use of any merication other then
simple antecids will preclude certifi-
cate issuance. Applicants with a his-
tory of gQastric resection for ulcer
mgy be favorably considered if free of
sequelsae,

D. Special Considerstion for

Reglonel Enteritis

The episocic occurrence of symptoms
and the medications used for treatment
of regional enteritis makes certifica-
tion unlikely. Six months after
surgery, however, the inc¢ividual's
eligioility for medical certification
roulg be established wupon written
evidence from his/her surgeon that
recovery is complete.

fpplicents with colectomy  and/or
ileostomy may also receive considera-
tion from the FAA. A report is neces-
sary to confirm that the applicant has
fully recovered from the surgery, and
is completely asymptomatic.

ITEM 40. ENDOCRINE
NOR | CHECK EAUH ITEM IN APPROPRIATE | A% nons7
MAL COLUMN nler NB if aol ronlsaiedt MAL 'y
40 Endocnne sYstem J
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1. FEDERAL AVIATION REGULATIONS

A. All Classes: FAR 67.13,
.I)Ei ?no 17 (111) and
(1) (2):

#8*No  estsblished medical
history or clinical dJdlagnosis of
diabetes mellitus that reauires irsu-
lin or eny otber hypoglycemic drug for
control.

*##No0 other organic, func-
tiomal, or structursl disease, cefect,
or limitation thet tnhe Federsl Air
Surgeon finds -~

Makes the applicant
cvrable to safely perform the duties or
exercise the privileges of the airmen
certificate thet he holds or for which
he is applying; or

May reasonably be
expected, within 2 years after the
finding, to make him unable to perform
those duties or exercise those
privileges;

and the finoings are based on the case
history and appropriate, aualified,
medical juogrment relating to the con-
dition involvea.

II. EXAMINATION PROCEDURES

A. Eauipment

No eouipment is reauired. Tre physi-
cians' skills of nistory taking,
observation, palpation, etc., are the
principal tools in detecting abnor-
malities of the endocrine system.

B. Techniace

A protocol for examinations applicable
to Item 40 is not provided since the
necessary history taking, observation,
and other examination techniaues used
in examining othrer systems have
alrea0y revealed much of what can be

known sbout the status of the appli-
cant's endocrine system. For exssple,
the examinetion of the skin alone can
revesl importame signs of thyroid dys-
function, Addison's disesse, Cushing's
disesse, and seversl other endocrine

disorders. The eye may rcflect a
thyroid disorder (exophthalmos), or
diabetes (retinopathy).

When the Examiner resches Item 30 In
the course of his/her exsminetion of
an applicent, however, it is recom-
mended that a moment be teken to
review and getermine if key procedures
heve been performed in conjunction
with exsminstions msde under other
items:

1. Has the neck been psl-
pated and the heir, skin, ang finger-
nails checked for signs of thyroio
disease?

2. Have the eyes oeen
checkec for diabetic retinopathy? Are
there neursl or vascular chenges sug-
gestive of diabetes?

3. I5 there scromegely or
other growth abnommslities suggesting
8 pituitary gysfunction?

4. Is there sbnorwsl cal-
cium deposition or bony abnormalities
to suggest parsthyroid disease?

5. Has the sbdomen been
checked for the striase of Cushing's
disease and have the bends been
observed for the abnormel pigmentation
of Addison's disease?

6. Is there evidence of
fluid imbalance? Are the sexual
characteristics within normal renge?

III. DISPOSITION

The following list enumerates some of
the endocrine pathologies which dis-
oualify an applicant. The list is not




comprehensive an0g other disorders may
also te cause for cenial or deferral.
Roplicants not issued 2 medical cer-
tificate may request further con-
sideration by the FAA.

A. Endocrine Olsorders/Other
Than Diabetes Mellitus

1. Acromegaly

2. Addison's disease or
syngrome.

3. Cushing's disease or
syndrome.

4. Diabetes insipidus (see
below).

5. Hypoglycemia, whether
functional or a result of pancreatic
tumor. A history of hypoglycemia may
not, in itself, be disqualifying.
Further evaluation is necessary to
confirm the diagnosis, underlying
cause and clinical sionificance.

6. Hyperthyroidism

7. Hypothyroidism if
symptomatic.

8. Hyperparathyroidism
9. Hypoparathyroidism

B. Special Consideration for
Diabetes

A blood glucose determination is not a
routine part of the FAA megdical
evaluation for any class of megical
certificate. However, the examination
does include a routine urinalysis ‘see
Item 58).

A medical bistory or clinical diag-
nosis of oiabetes mellitus may be
considered as previously established
when tre disgnosis has been or clearly
could be made because of supporting

ERIC
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latoratory findings and/or clinical
signs and symptoms.

when an applicant with a history of
diabetes 1s examired for the first
time, the Examiner should explain the
procedures involved and sssist in
obtaining prior records and current
soecial testing (see FAA Form 8500-17,
Rppendix 2). 'Past and present clini-
cal data (history, physical snd
laboratory findings) must be obtained
to document the appropriate diagnosis,
status of the disease process, ade-
quacy of control and need for medice-
tion. Prior clinics: informstion need
not be updated if no more then S0-dsys
old at the time of the FAA examination.

The current use or recent use of megi-
cations for control of an abnommality
of carbohydrate metabolism mandates &
denial under the (f)(1) paragraphs of
Part 67 of the Federsl Aviation
Regulations.

when hypoglycemic medication is
required, the Examiner should inform
the applicant that medical certifica-
tion by the FAA is not possible either
under the medical standards or the
exemption process. Exemptions have
not been aranted to persons with dia-
betes mellitus who reauire hypogly-
cemic medication.

The American Ojabetes Association, on
several occasions, has expressed the
opinion that personnel whose job per-
formance is intimately concerned with
tre safe operation of aircraf* stould
not be ingividuals with diabetes
reaquiring insulin or oral hypoglyce-
mics ‘or control.

A history of diabetes that no longer
requires medication for control is
not, in itself, gisoualifying. If the
applicant's physician recommends con-
trol by odiet alone, a trial period of
at least 90 days without the yse or
need for insulin or other hypoglycemic

Pt
o)
N




If after that time

sgent is required.
the physician recommends continuance
of control by diet and other regimens
not Ipvolving drugs, the gpplicant may
request further consideration by the

FAA, If, on special evalustion,
he/she is found aqualified, the FAA
will fissue a time-limited certificste
and reouire followp reports {(cften st
6-month intervals) in order to verify
that the disbetes remains under good
control and no significant cardiovas-
cular, renel, or other complications
exist. An snnual cardiovascular
evslustion mey be reauired. Followmsp
reports sre expected to reflect that
the applicant hes been seen by his/her

‘resting physicisn on a regular
basis. See FAA Form 8500-18.
ITEM al. G-U SYSTEM
MOR | CMECK EACH ITEM IN APPRGANATE & nov:s;
WAL | COLUMN Bater VX 1f not rewinased MAL
41 G-Uevsem VA

1. FEDERAL AVIATION REGULATIONS

A. All Clusses: FAR 67.13,
, 17 (0(2)

*##*N0 other organic, func-
tioml or structural disease, defect,
or limitatlon that the Feceral Afir
Surgeon finds --

Mokes the applicant
unable to safely perform the duties or
exercise the privileges of the airman
certificate that he holds or for which
he is applying; or

May  reasonably be
expucted, within 2 years after the
finding to make him unable to perform
those duties or exercise those
privileges;
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and the findings are besed on the case
history end oppropriste, aualified,
medical judgment relating to the con-
dition involved.

II. EXAMINATION PROCEDURES

A. Eguipment

No special eguipment is needed for
routine examination,

B. Exadnation Techr.iques

The Examiner should observe for dis-
charge, inflammetion, skin lesions,
scars, strictures, tumors, and
secondary sexua’ cherscteristics.
Palpation for m.sses and aress of
tenderness should be carried out.

No vaginal examination is routinely
required. Sexusl disorders such as
sterility end menstrusl irregularity
are not ususlly of importance in
auslification for medicsl
certification,

Specislty eviluations mey be indicated
by history or by physical findings on
the routine examination. A personal
history of urinery symptoms s
important :

1. Pain or buming won
urination.

2. Dribbling Jr
Incontinence.

3, Polyuria, frequency, or
nocturia.

4. Hemeturis, pyuria, or
glycosuris.

Speclial procedures for evaluation of
the G-U syster shoyld bast be left to
the discretion of 8 urologist,
nephrologist ur gynecologist, with the
permission of the spplicant.
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111, DISPOSITION

The following conditions are disouali-
fying for issuance of a medical cer-

tificate by the Examiner. Furiher
consicderation by the FAA may be
obtained by written reguest. The

following 1list is not all-inclusive
and otyer GA finoings may also be
disoualifying. See Item 40 for
oetails concerning giabetes and Item
58 fcr other Information related to
the examination of the urine.

A. Urinary System

1. Calculus: renal,
ureteral, or vesical (see H below).

2. Hydronephrosis with
*mpaired renal function,

3. Nephrectomy, if asso-
ciateo with Iypertension, uremia,

infection of the remaining kidney, or
other evidence of reguced remal func-
tion in the remaining kicney.

4, Nephritis: acute or
chronic.

5. Nephrocalcinosis.

6. Nephrosis.

7. Polycystic kioney
disease.

8. Pyelitis or
pyelorephritis.

9. Pyonephrosis.

10.  Tumors or malignancies.

11.  Reral stones are ois-
qualifying for issuance of ¢ medical
certificate by the Examiner. The
Examiner stould eitrer deny or ocefer
issuance and forward the completed
report (FAA Form 8500-8) to the Aero-
medical Certification  Branch in

195

Olahoma City. Complete studies to
dgetermmine the possible etiology and
prognosis are essential to favorable
consideration, Determining  factors
include size and location of the
stones, complications such as compro-
mise in renal function, repeated bouts
of kidney infection, and nees for
therapy. Any underlying gisease would
be consicered. Of primary concern is
the likelihood of suoden incapacita-
ting symptoms,

12.  Congenital lesions of
the kidney are often berign and cer-

tification of applicants with ectopic
and horseshoe kidney, agenesis (uni-
lateral) and even hypoplasia and
dysplasia is possible.

13, Cystostomy and neuro-
ger ic_bladder reouire evaluation by a
spec1.list and odeferral of certifica-
tion to the peromedical Certification
Branch in Oklahoma City.

14, Glycisuria reaquires
special evaluation. See also Item 40
for glyccourie assoclated with
ojabetes.

15. Renal transplant is
cause for denial by the Examiner.

Certification by the FAA may be pos-
sible after complete recovery.

8.

1. use of oral contracep-
tives is not adiswelifying for medica
certification. If the applicant is
experiencing no adverse symptoms or
reacticns to cyclic hormores and is
otherwise qualified, the Examirer may
issue the gesired certificate.

Genital/Reproguctive System

2. Pregnarcy under normal
circumstances does not disauelify. It
is recommended that the applicant's
obstetrician be made aware of all
aviation activities so that he/she can
impose any restrictions. The Exsminer

’
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may wish to counsel applicants con-
cerning piloting afrcraft during the
third trimester, and the proper use of

lap belt and shoulder harness may
warrant discussion.
ITEMS 42-43, MUSCULOSKELETAL
NOR | CHECK EACH ITEM IN APPRGPRIATE N‘Oaﬁ NOTES
MAL | COLUMN /Enter AE 1if mot evaluateds MAL
42 Upper and lower sxtremities
Streng 1A renge of momon
L 41 Siare ot e sy wcwta J
1 FEDERAL AVIATION REGULATIONS
A. Ali Classes: FAR 67 13,
15, and .17 ()(2).
sssNog other organic, func-
ticnal, or structural disease, defect,
or limitation that tne Federcl Air

Surgeon finds --

Makes the applicant
unable to safely perfom the duties or
exercise the privileges of the aimman
certificate that he holds or for which
he 1s applying; or

May reasonably be
e.pected, within 2 years after the
finding, to make him unable to perform
those duties or exercise those
privileges,

and the findings are based on the case
nistory and appropriate, Qualified,
medical judgment rclating to the con-
diticn inv-lved.

II. EXAMINATION PROCEDURES

A Equipment
Ny speeial equipment is required

B. Examination Techniques

oo
g
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Standard examination procedures should
be used to make a gross evaluation o!

the integrity of the applicant's
musculoskeletal system, The Examiner
should note:

1. Pain -~ neuralgia,
myalgia, paresthesias, related circu-
latory and reurologi-al findings.

2. weakness - local o
gereralized, degree and amount of
functional loss.

3. Paralysis - atrophy,

contractures, and related dysfunctions.

4, Motion - coordinati.~
tremors, loss or restriction of Jolr.
mot ions, and performance degracation.

5. Deformity - extent and

cause.

6. Amputation -~
stump, healing, and phantom pain.

level,

7. Prosthetics -~ comfort

and ability to use effectively.

See Item 46 for the neurological
evaluation of antor functions.
111. OISPOSITION

The following conditions are disquali-
fying for issuance of a medical cer-

tificate by the Examiner. Further
consideration by the FAA may be
obtained through written request.

This 1list is not ail inclusive and
other bore/muscle/joint conditions may
also be disqualifying.

A, Item 42 - Upper and tower

Extremities.
1. Amputation of any
extremity or any portion thereof

sufficient to interfere with perfor-
mance of aimman duties.
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2. atrophy of muscles of
any par. which is progressive or is
sufficient to interfere w'th the per-
formance of airman duties.

3. Deformit ses, exther
congenital or arquired, 1if sufficient
to interfere with the performance uf
aiman duties.

4. Limitation of motion of
a major joint, if sufficient to inter-
fere with the performane of aimman
duties.

5. Neuralgia, chronic or
acute, particularly sciatica, 1if it
results in interference with function
or is likely to become incapacitating.

6.
chronic, with
fistula(e).

Osteomyelitis,
or without

acute cr
draining

7. Tremors, if of suffi~
cient degree to interfere with the
performance of airman duties.

B. Item 43 - Spine, Other
Musculoskeletal

1. Active disease of tones
and joints, Including arthritis.

2. Curvature, ankylosis, or
other marked deformity of the spinal
column sufficient to interfere with
the performance of alman duties.

3. Herniation inter-
vertebral disc.

of

4, Other disturbances of
musculoskeletal function, congenital
or acqguired, sufficient to interfere
with the perfomance of aimman duties
or likely to progress to that degree,

such as:

a. Musculoskeletal
effects of cerebral palsy
b. Myasthenia gravis.

Aruitoxt provided by Eic:
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C. Yuccu.er
or other myopathies.

dystrophy

S. Amputations, with or
without prosthesis, are considered to
be static defects anJ best evaluated
by neans of a special medical flight
test. The Examiner should defer
issuance. If otherwise qualified, the
Examiner will 1Issue a certificate
bearing the limitatiaon '"valid for
Student Pilot Purposes Only." This
certificate will permit the applicant
to proceed with flight training until
he/she is ready for a private pilot
flight test. At that time, at the
applicant's request, the FAA (usually
the AReromedical Certification Branch,
AAC-130) will authorize the student
pilot to take a meu.cal fl.ght test in
conjunction with the regular flight
test. The medical flight test and
regular private pilot flight test are
conducted by an FAA Inspector. This
affords the student an oppo-tunity to
demonstrate ability to control the
aircraft despite the handicep. The
FAR  inspector prepares a written
report and indicates whether there is
a safety problem. A medical certifi-
cate and Statement of Oemonstrated
Ability, without the student limita-
tior, may be provided to the inspector
for issuvance to the applicant or the
Inspector may be reguired to send the
report to the FAR medical officer who
authorized the test.

when prostheses are used or additional
control devices Installed in an air-
craft to assist the amputee, those
found qualified by special certifica-
tion procedures may have their cer-
tificates limited to require that the
devices (and even the specific air-
craft) must always be used when exer-
cising the privileges of the almman
certificate.

6. Arthritis, when sympto-
matic or requiring medicaticn, is dis-
qualifying unless the applicant holds
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a letter from the FAA specifically
authorizing the Exsminer to issue the
certificate when the applicant is
found otherwise auelified.

Although the yse of many medications
on a continuing besis ordinerily con-
traindicates the perfomance of pilot
duties, under certain circumstances,
certification is possible for an
epplicent who is teking espirin,
ibuprofen (Mmotrin), naproxen
(Naprosyn), or other similar agents.
Further considerstion for m.dical
certification is mede by the FAA (not
the Examiner] if the aspplicant pre-
sents evidence oncumenting that the
underlying condition for which the
medicine is being taken is ot in
itself disqualifying, and that the
spplicant hes been on therspy long
enough to heve established tolerance
or absence of sdverse side effects.

The Examiner should advise an appli-
cant who plans to reoguest further
consiceration that, if certified by
the FAA, limitations may be placec un
the medical certificate and followup
evaluations may be reauired.

7. A history of interverte-
bral gisc surgery is not aisausli-
fylng. 1f the opplicant is asympto-
matic, has completely recovered from
surgery, is taking no medication, and
there is no neurological odericit, the
Examiner shoutd confirm these facts by
a brief statement under Item 61 of the
FAA  Form 8500-8 or by @8 letter
attached to the epplication. The
Examiner is then authorized to issue
any class of medical certificate,
assuming the individusl meets all the
medicsl standards for thet class.

8. The parsplegic, when
paralysis is not oue to a progressive
cisease process, is considered in much
the ssme manner as an amputee. The
Examiner should defer issuance and
sdvise the applicant that he/she may

2(J

request further consileration from the
FAA.  The applicent is suthorized to
take a medical flight test along with
the check-ride. If successful, the
limitation "valid for Student Pilot
Purposes Only" is removed from the
medical certificate but operational
1imitstions mey be adced. A Statement
of Demonstrated Ability is issued.

9. Other neuromuyscular con-
ditions are covered in more detail
under Item 46 ( eurologic).

ITEMS 44-05. SKIN/LYMPHATICS

NOR | CHECK EACH ITEM IN APPROPIATE
MAL | COLUMN Gnter NE f aot rvaluated)

AB- | NOTES
NOR-
MAL

44 ldeniiying bedy merks scers, LTioes ;

48 Skin arul ymohatice V4

1. FEDERAL AVIATION RFGULATTONS

A. All Classes: FAR 67.13,
15, and .17 (£)(2).

*#¥No other organic, func-
tional, or structural disease, defect,
or limitstion that the Fegeral Air
Surgeun finds —-

Makes the applicent
urable to safely oerform the outies or
exercise the privileges of the airman
certificate that he holds or for which
he is spplying; or

May reasonably  be
expected, within 2 years after the
finding, to meke him uneble to perform
those duties or exercise those
privileges;

and the findings are based on the case
history and appropriate, aualified,
medical juogment relating to the con-
dition involved.
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11, EXAMINATION PROCEDURES

A. Equipment
Non> reaquired.

8. Examination Techniques

A careful e.amination o the skin and
lymphatics may reveal underlying
systemic disorders of clinical impor-
tance. Needle marks that suggest drug
abuse should be noted and body marks
and scars should be correlated with
known history. Further history should
be nbtained as needed to explain
findings. Tattoos should be recorded
since they may be useful for identifi-
cation purposes in case of accidert.
I11. OISPOSITION

The following is a partial 1list of
conditions that warrant denial or
deferral to the Aeromedical Certifica-
tion Branch, AAC-130:

A, Item 44 - Identifying Body
Marks, Scars, and Tattoos

Scars_and Tattoos

Scar or scar tissue which involves the
loss of function sufficient to inter-
fere with the safe performance of ajr-
man dutaies.

8. Item 45 - Skin, Lymphatics

1. Adenopethy secondary to
systemic disease or metastasis.

2. Hodgkin's disease,
phoma, lymphosarcoma.

lym-

3. Malignant melanoma or,
if surgically removed, evidence of
metastasis.

4, Neuiofibromatosis with

centrat nervous system involvement.

5. Lymphecema

O
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ITEM 46. NEUROLOGIC

NOR A | NOTES

MAL

CHECK EACH ITEM IN APPROI RIATE

COLUMN (Enter NE if not sveluated MAL

46 Newolog: (Tendon rvfleses
ovesbbnum senses, conrdi iomen oic)

1. FEDERAL AVIATION REGI' ,(IONS

A. All Classes:
.15, and .17
Neurologic:

FAR 67.13,
(d)(2)

medical
of

***No  established
history or clinical diagnosis
either of the following:

a. Epilepsy

b. A disturbance of
consciousness without  satisfactory
medical explanaticn of the cause.

*##No other convulsive dis-
order, disturbance of consclousness,
or neurologic condition that the
Federal Air Surgeon finds -~

Makes the applicant
unable to safely perform the duties or
exercise the privileges of the airman
certificate that he holds or for which
he is applying; or

May re.sonably be
expected, within 2 years after the
finding, to make him unable to performm
those duties or exercise those
privileges;

and the fincings are based on the case
history and appropriate, ualified,
mediral judgment relating to the con-
ditfon involved.

I1. EXAMINATION PROCEDURES
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A. History

A ~eurolngic evaluation should consist
of a thorough review of the apoli-
cant’s history prior to the neurnlogi-
szl sxamination. In addition to those
items of the medical history contained
in Item 21, specific inquiry con-
cerning & history of weru2ss  or
paralysis, disturbance of sensatien,
loss of coordinatfon, or loss of bowel
or bladder control should be made.
Also 3 revious history of certain
labore*ory procecures such as X-rays
of tte head or spine, electroencepha-
lograms, or spinal taps may elicit a
remote problem in the applicant's
medical history. Conditions identi-
‘ied should be noted under “Remarks"
with facts such as dJates, frequency
and severity of occurrernce

B. Examination Techniques

The basic neurrlogical examinatic.
consists of an examination of the 12
cranial nerve.,, molpr strength, super-
ficial reflexes, deep iendon reflexes,
sensation, coordimetion, ard mental
status. The Examiner should be aware
of any asymmetry in responses between
the two sides of tne body since mild
or early abnomalities may be elicited
in this way. Particuiar e phasis also
may be given to the gross visual fleld
by direct confrontation (Item 54), the
Babinski reflex, tne Romberg sign, and
the ablominal reflexes. These tests
invelve long and multiple pathways
within the brain and/or spinal cord.

IIT. DISPLLITION
A, An established histoy of
either of the following condlticns is
disqualifying for medicel certifica-
tior:
1. Epilepsy
2. A disturbance of con-

sclousness without satisfactury expla-
nation of the cause.
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The only mesningful eppesl for an
applicant with such a history is to
petition for a grant of exemption from
the mediral standards of the Federal

Aviation Regulations. A petition for
exemption is rev. wed by FPA medical
consultants, and a recommendation con-
cerning an applicant's eligibility for
medical certificatior is made to the
Federal Air Surgeon. Infrequently,
exemptions have been granted when @
history of a seizure Jisorder has
occurred in childhood end the indi-
viduai has been seizure-free for @
prolonged interval of years. Factor:
which would be considered in deter-
mining eligibility in such ceses would
be age st onset, nature and frequency
of seizures, precipitating causes, and
duration of stability without medica-
tion. Followup eveluations ere
usually ne~essary to affiom continued
stability ¢ an individual's conditlon
if an exemption is granted.

B. A history or presence of any
neurological condition or dJdicease
which potentially may incapacitate an
individual should be regarded as
initially oisqualifying. Issuance of
a medical certificate to an applicant
in such cases should be deniezd or
deferred pending further evaluation.
Also, a waiting period following 111~
ness or injury may be advisable to
permit adequate stabilization of ean
individual's condition and to reduce
the risk of an adverse event. Appli-
cations by indivicduals with poten-
tially disqualifying conditions should
be forwarded to the FAA, Prucessing
such applications can be expedited by
including hospital 12cords, consulta-
tion reports, and appropriate lsbore-
tory studies if availsble. Symptoms
or disturbsnces secondary to the
underlying condition which may be
acutely incapacitating include pain,
weakness, vertino or incoordination,
seizures or a disturbance of con-
sciousness, visual disturbence, or
mental confusion. Chronic conditions
may be Iincompatible with safety in
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aircraft operation ove tc long-term
urpredictanility, severe neurologic
deficit, or psychological impairment.

A nistory os preseice of any of the
following conditions should preclude
issuance of & medicsl certificate by
the Examiner:

1. Heac trsuma associsted

with:

a. Unconsciousness  or
disorientation of more th. 1 bhour
foliowing injury.

b. Focal neurologic

deficit.

( Skull fracture.

a. Post~traumatic
headache.

e, Subdural or epidural
hematoma.

Cumplete neurological evaluation with
appropriate laborstory studies will be
reauired to determmine sn 8pplicent's
eligibility. A period of stabiliza-
tion of no less than & months will
usually be reouired to confirm ade-
auate recovery from any of the above
conditions prior to crnsideration For
medical certification.

2. Headache
a. Migraine
b. Migraine eouivalent
c. Cluster headache
d. Chronic tension

headache

Conversion headache
Trigen’nal Neuralgia
Atypical facial pain

(= N

pain, in some conditions, may be
acutely incapacitating. Chronic
recurring headaches or pain syndromes
often reauire medications for relief
or prophylaxis, and, in most
instances, use of sush medications is
disouslifying due to their inter-
ference with a pilot's alertness and
reflex ‘unctioning.
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3. vertigo or diseouilibrium

a. Benign positional
vertigo

b. Meniere's disesse
and acute peraphersl v stibulopsthy

c. Alternobaric vertioo

d. Hypervent ilation
syndrome
e. Orthostatic
hypotension
Nonfunctioning
labyrinths

. vascular or neo-
plastic brain stem or temporsl lobe
involvement

Numerous conditions may affect eaqui-
librium resulting in scute incapacite-
tion or varying oOegrees of chronic
recurring spatisl disorientation of a
pilot. Use of medications prophylac-
tircally also may affect oilot perfor-
wance. In most instances, further
neurological  evaluation will  be
reauired to determine ellgibility for
medical certification; therefore,
issusnce of 8 medical certificate
should be deferred.

4. Cerebrovasculsr disesse

8. Transient ischemic
attack (TIA).

b. Cerebral infarction,
thrombotic or e -holic.

c. Transient giobal
amnesia (TGA).

d. Intracerebral or
subarachnoid hemorrhage.

e. Intracranial
aneurysm or arteriovenous malformation.

Complete neurological evaluations
supplemented witr appropriste labora-
tory studies are reouired of eppli-
cants with the above conoitions,
Complete cerebral arteriography is
necessary for review in cases of
subarachnoid hemorrhage.

5. Intracranial tumor
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a. A veriety of intra-
crenial tumors, both malignent and
benign, are cepable of causing
incapacitation of an  individusl
directly by neurologic oceficit or
ir¢irectly through recurrent symptome-
tology. Potential neurologic deficits
include weskness, loss of sensation,
ataxis, wvisual Jdeficit, or mental
impairment. Recurrent symptometology
moy interfere with flight performence

through mechenisms such as selzure,
headaches, vertigo, visual odistur-
bences, ¢ confusion. Ff history or

dlagnosis of an intracranial tumor
necessitates 8 complete neurological
evaluation with sppropriate laborstory
studies before cetemmination of eligi-
bility for medicsl certification can
be established. individusls with 8
history of certsin benign supraten-
torisl tumcrs may be considered
favorsbly for medical certification by
the FAA and returned to flying status
after a minimum satisfactory conveles-
cence of 1 yesr.

b.  Pseydotumor cerebri
(benign intracranial  byperte sion).
Although the ulitmate prognosis of
this foiopethic condition ususlly 1is
good, issuance of 8 medical certifi-
cate should be deferred and medical
records forwarded to the Aeromedical
Certification Branch, AAC-130, for
evalustion,

6. Hydrocephalus and shunts

8. Hydrocephalus secon-
dary to & known Injury or oisease
process.

b. Normal
hydrocephalus.

»ressure

Individusls with a history or olag-
nosis of hydrocephalus or a corrective
shunt should be deferred issusnce of s
medical certificete pending further
neurclogic evaluation,

RIC
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7. Spasticity, weskness, or
paralysis of the extremities.

Conditions which are stsble and non-
progressive may be considered for
medicel certification. Informetion
necessary for determining eligiblity
for medical certification include the

medical history, etiology of the
neurologicel condition, degree of
involvement, period of stsbility,

hospitsl records, and total current
health snd neurological status of the
individual. Neutological consultstion
will be required including sppropriate
laboratory studies. Issuance of a
medicel certificate should be deferred
by the Examiner, and all records
referred to the Aeromedicel Certifica-
tion Branch, AAC-130.

8 Demyelinating and

autolemune disease.

8. Multiple sclerosis.

b. Acute optic neuritis.

c. Myssthenis gravis.

d. Lencry-Guillain-
Barre syndrome.

e Allergic

encephalomyelitis,
f. Collagen Jisease.

(1) Lupus
erythematosus.

(2) Periarteritis
nodosa.

(3) Acute
polymyositis.,

(4) Dermatomyositis

Due to the varisblity snd unpredict-
ability of involvement and course of
thre sbove conoitions, esch applirsat's
case must be consicered indivicually
by the FAA to det ‘rmine eligiblity for
medical certificetion. Factors used
in  determining eligibility will
inciude the medicel history, neuro-
logicel finvolvement and persisting
deficit, period of stability with.
symptoms, type and dosaye of medics-
tions used, sand genersl heslth, A




E

O

neurglogical and/or medical consulta-
tion ~ will be necessary in most
instances. Issuance of a medical cer-
tificate should be dererred and all
medical records sent to the Aeromedi-
cal Certification Branch, AAC-130.

9, Extrapyramidasl, heredi-

tary, and degenerative diseases of thc

nervous system.

a. Parkinson's disease.
b. Essential tremor.

c. Huntington's disease.
0

e

b

. Wilson's disease.

. Dystonia musculorum
deformans.

f. Gilles de la
Tourette syndrome.

g. Athetosis.

h. Creutzfeldt-3Jakob
disease.

i. Presenile and senile
dement ia.

Considerable variability exists in the
severity of involvement, rate of pro-
gress'on, and treatment of the above
cenditions, A complete neurological
evaluation with appropriate laboratory
studies including information
specifically on the above factors will
be necessary for determination of
eligiblity for medical certification.
Conditions which have a poor prognosis
will likely be denied. The applicant
should not be encouraged to pursuve
medical certification.

10. Infections of the

nervous system.

a. Meningitis

b. Brain abscess

c. Acute viral encepha-
litis

d. Neurosyphilis

Many different types of infection of
the nervous system exist, and post-
infectious comdlications and degree of
recovery mey differ widely. The most
significant factors to be considered
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include the possibility of a seizure

disorder or mental impairment. A
complete neurological evaluation with
appropriat: laboratory studies will be
required to determine eligiblity fo-
medical certification. Issuance of a
medical certificate shculd be deferred
and all redical records forwarded to
the Aeromedical Certification Branch,
ARC-130.

11. 9ther neurological
conditions.
Mary other neurological conditions

exist which may be disqualifyiny for
airmen medical certification. The
above-listed conditions represent only
some of the major disqualifying
problems.

Iv. REFERENCES

A major reference source for detailed
considerstions of neurological and
neurosurgical conditions as ielated to
aviation safety is "Neurclrnical and
Neurosurgical Conditions Associated
with Aviation Safety,” Archives of
Neurology, November 16, 1979, volume
36, Number 12.

ITEM 47. PSYCHIATRIC

NOR | CHECK EACH iTEM W appmOsmATE | AB | MOTES
MAL | COLUMN (Bnter NE f not svaisated) MAL

47 Paychisux Mpecify any pervencity
davistion)

I. FEDERAL AVIATION REGULATIONS

A. All Classes: FA! €7.13,
.15, and .17 (d)(i) iental:

**#No  established medical
history or clinical diagr~sis of any
of the following:

A personality disorder
that is severe enough to have
repeatedly manifested itself by overt
acts.

R03




A psychosis.

Alcoholism. As used in
this section, "aslcoholism" means a
condstion in which a person's intake
of alconol is great enough to damage
his physical bhealth or personal or
social functioning, or when alconol
has become a prerequisite to bhis
normal functioning.

Drug dependence. As
used in tnis section, "drug depen-
dence” means a condition in which a
person is addicted to, or dependent
on, drugs other than alcohol, tobacco,
or ordinary caf feine-contalning
beverages, as evidenced by habitual
use or a clear sense of need for the
drug.

48Ny other personality
disorder, neurosls, or mental condi-
tion t-3t the Federal Air Surgeon
fings -~

Makes the applicant
unable to safely perform the duties or
exercise the privileges of the airman
certificate that he holds or for which
he is applyinQ; or .

May reasonab!v  be
expected, within 2 years after the
finding, to make him unable to perform
those duties or exercise those
privileges;

and the findings are based on the case
history ano appropriate, aualified,
medical Jjuogment relatime to the con-
dition involved.

II. EXAMINATION PROCEDURES

A. Eguipment

No osychological tests or other
special  software or hardware is
routinely reauired for the psychiatric
evalustion in completing FAA Form
8500-8.

ERI!

Aruitoxt provided by Eic:

8. Examination Techniaues

The FAA dovs not expect the Examiner
to perform & psychiatric Interview.
Howeve , the ~“xaminer should fom a
general {impres:ion of the emotional
stability or nrental state of the
applicant.

Evaluation of the applicant's history
as provided on the application form
may alert the Examiner to gather
further important factual informa-
tion. A great deal of information
about the Inoividusl may be found in
items related to age, pilot time, and
class of certificate applied for.
Information about the length of
present occupation and employer also
may be important. If any psychotropic
drugs are being used, followup aues-
tions are sppropriate. Previous medi-
cal oenlals or aircraft accldents may
be relatud to psychiatric problems.

Psychiatric information can be derived
from the inoividual fitems in medicsl
history (Item 21). Any affirmative
answers to nervous trouble of any sort
or an attempted suicide are signifi-
cant. Any admission of alchol or
trug Problems decerves followwp. A
record of traffic wviolations mey
reflect certain personelity problems
or ingicate an alcohol problem.
Aff.-mative answers relates to rejec-
tion ‘rom military service or mecical
discharge reauires elaboration. ODften
applicants are Incosrect as to thelr
previous diagnoses, either Dbecause
they ocon't know or because they choose
tc minimize past difficulties. If
there was an admission to hospital for
any emotionslly-related problem, it
will be necessary to obtain the entire
record. Reporting symptoms like head-
aches or dizziness or even heart or
stomach trouble may reflect a history
of anxiety ratrer than a primary medi-
cal preblem in these areas.
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acaitional 1ntormation can be derived

from the casusl conversation that
oceurs ouring the physical examina-
tion. Some of this conversation will

reveal information about the family,
the job, and special interests. Even
some personal troubles may be revealed
at this time The Examiner’s ques-
tions should not be stilted or follow
8 regular pattern. These should be a
natural exiension of the Examiner's

curjosity about the oerson being
examined. Information  about the
motivation for medical certification
and interest in flying may be
revealing. A formal Mental Status
Examination is  unnecessary. For
example, it is not necessary to ask

about time, place, or person to dis-
cover whether the  examinee is
oriented. The infomation about thbe
flow of associations, mood, and
memory, are generally available from
the wusual Interactions during the
examinat.on.

Elements of observations during this
part of the medical examination should
be recorded in Item 61 of the applica-
tion form. If there are any signifi-
cant problems identified, the Examiner
should defer Issuance of the medical
certificate and report the suspicions
to the FAA. This could be
accomnpl ished by contacting the
Regional Flight Surgeon or the Ae.

medical Certification Branch, AAC-130.

1I1. DISPOSITION

A, General Considerations

It must be pointed out that considera-
tions for safety, which { the
"mental” area are related to a compro-
mise of judament and emotional control
or to diminished mental capacity with
loss of behavioral control, are not
the same as concerns for emotional
health in everyday life. There are
some considerations thet may have only
slignt impact on the overall capaci-
ties of an individual and the ouality
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of his/her life, but nevertheless have
great impact on safety. Conversely,
there are many emotional problems that
are of therapeutic and clinical con-
cerr bt have no impact on safety.

The fac. ..at an applicant has seen a
mental health professional needs to be
followed up, but may be found not to
have significance for medical certifi-
cation. For instance, growth and
adjustment problems reaquiring psycho-
therapy are usually not considered
significant for safety when there are
no vocational disruptions and medica-

tions are not wused. This might
include marital counseling, or psycho-
therapy for identity problems or

issues of growth and personal fulfill-
ment. A history of brief situational
problems secondary to such life events
as marital oisruption, business prob-
ems, and the oeath of loved ones may
likewise not be significant. Also,
sexual behavior that does not reflect
won overall judgment and self control
are not concerns for safety.

8. Mandatory Denials

The FAR has concluded that certain
psychiatric conditions are such that
their presence or a past history of
their presence jis sufficient to sug-
gest a potential threat to safety. It
is, therefore, jincumbent upon the
Examiner to be awsre of any indica-
tions of these conditions currently,
or in the past, and to deny or defer
issuance of the medical certificate to
an individual who has a history of
these conditions. Persons who have a
current diagnosis or history of these
conditions may petition the FAA for an
exemption and, based upon individual
considerations, exemptions may be
granted.

1. The category of per-
sonality disorder severe enough to
havit repeatedly manifested itself by
overt scts, refers to those diagnosed
personality disorders that involve

2 i)
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what is called, "acting out”
behavior. These personality proolems
relate to poor socisl Judgment, impul-
sivity, ang disregard or ntagonism
towera authority, esoecislly rules and
requlations. History of longstanging
benhavioral problems, whether major
(crimirel), or relatively mlror
(truancy, military misbehavior, petty
criminal and civil Indiscretions, and
social instability), is necessary for
a dlagnosis. Certsinly, driving
infractions and previous failures to
follow aviation regulations are prime
examples of these acts.

2. Tre category of psycho-
sis includes the schizophrenias and
th2 manic depressive illnesses along
with some other rarer conditions.
Since these invariably lead to hospi-
talization anc severe disrdption of
1ife pattems, any such Indications
from the history form will be help-
ful. Any indication of  grossly
unusual or bizarre behavior on exami-
nation is noteworthy.

3. Alcoholism is & condi-
tion where the loss Of control over
alcohol consumption is accompanied by
various deleterious effects on physi-
cal health as well as personal or
social functioning. One of the pri-
mery oeleterious effects of alcoholism
is in the ares of safety, both per-
sonsl and opublic. There are many
other strong inoicators of the
presence of alcoholism in the history
and phtysical examination. A history
of trestment for alcohol-relsted prob-
lems, a history of arrests, Including
charges of driving under the influence
of alcohol and @ “istory of vocational
and marital disruption related to
alcohol consumption are important
indicetors. Alcohol on the breath at
the time of routine physical examina-
tion should arouse a bhigh Index of
suspicion. Consumption of alcohoi
sufficient to cause liver damage is an
indicetion of the presence of
alcc.olism.

oo
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4. Drug dependence refers
to the use of drugs of dependence
which include seustive tranauilizers
and soporifics, narcotic druas, and
smphetamines. (The use of hallucino-
gens s not considered under this
category.) A history of Oependence is
difficult to demonstrate without
documentary evidence, usually founa
through followup of information in the
nistory.

C. Nonmandstory Denials

with respect to findings by the
federal Alr Surgeon of personality
disorders, neuroses, and mental condi-
tions that make &n applicant unable to
safely perform the duties of an alr-
~3n, we are concerned with conditions
. limited oduration sana/or widely
varying severities. Under this non-
mandatory cenial category we are con-
cerned with significent depressive
episodes reauiring trestment, even Iif
orly outpatient therapy. If severe
enough to cause some disruption of
vocational or educational activity, if
requiring medication or if Involving
suicidal ideation, these episodes are
disaualifying.

Though they may be rare In occurrence,
severe neurotic problems, especlially
severe anxiety and phobias assocliated
with some aspect of flying are con-
sidered significant.

oraanic brain diseases, even when con-
sidered as nonpsychotic in nature, are
considered 2isaualifying whether they
are ouve to traum, toxic exposure, or
arteriosclerotic or other degenerative
changes. The use of any Ppsychotropic
Arugs mey be consicered disauslifying
if they are taken regularly, or, as in
the case of some hallucinogens, the
use is associatec with long-term
recurrent effects. This includes all
sedative, major tranauilizers, and
antidepressant drugs. The uyse of
lithium angd homeopathic doses of some
anticepressants taken prophylactically
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may be considered ty the FAA to be
safe under certain circumstances, if
the underlying conditjon is not dis-
qualifying. The Examiner should not
issue a certificate in those circum-
stances but shoulo defer issuance and
forward the meogical records to the
Aeromedical Certification Brach,
AAC-130.

Some personality disorders and situa-
tional reactions may be considered
temporarily disqualifying. These
include such conditions as gross
immaturity in a young applicant, and
personality discorders without overt
acts.

ITEM 48. GENERAL SYSTEMIC

CHECK EACH ITEM ¥ APPROPMATE noTES

COLUMN Easer NE of not soaiuated

3

AB-
WOR-
MAL

48 Genersl syseema:

I. FEDERAL AVIATION REGULATIONS

A, All Classes: FAR 67.13,
15, and .17 (F)(2).

**sNy other organic func-
tional or structural defect, Jdisease,
or limitation tnhat the Federal Air
Surgeon finds --

Makes the applicant
unable to safe’y perform the duties or
exercise the privileges of the airman
certificate that he holds or for which
he is applying; or

May  reasonably be
expected, within 2 years after the
finding, to make him unable to perform
those duties or exercise thowe
privileges;

snd the findings are based on the case
history and appropriate, gualified,
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medical judgment relating to the con-
dition involved.

I1I. EXAMINATION PROCEDURES

A. Equipment
No special equipment is required.

B. Examination Techniques

While no special procedures are recom-
mended for Item 48, this last item of
the section requiring the physicisn's
personal attention should be a con-
venie~t reminder to perform an over-
view >r general systemic appraisal of
all positive or abnomal findings.
Acditioral wmedical history may be
indicated by these findings. value
Judgments should be made for each
finding as to its significance to per-
formance decrement and aviation safety.

111, DISPOSITION

The following findings are disquali-
fying for Examiner issuance of a medi-
cal certificate. Further considera-
tion may be obtained by written
appeal. Other general cystemic condi-
tions may also disqualify.

A. Item 48 - Genersl Systemic

1. Body build: any con-
genital or acquired defect which would

adversely affect flying safely or
endanger the individual's well-being
if permitted to fly.

Note - height and weight recorded by
the applicant must be checked by the
Examiner in the ccurse of the
examination.

While obesity in itself is not dis-
qualifying, related concitions or
diseases may be.

2. Allergies: mild
seasonal allergies are not disquali-

fying but federal regulations require
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that the applicant not fly during
those times when symptoms are acute or
medications 2ie requ.red.

Densensatization injections are not
disqualifying if the applicant is
otherwis~ qualified and is
experiencing no residual symptoms or
adverse reactions. For example, a
pilot with allergic rhinitis who is
experiencing only focal reactions from
densensitization and who requires ro
antihistamines or decongestant medica-
tion could be issued a medical cer-
tificate of any class if hes/she is
otherwise qualified and any residual
symotoms of the allergy (i.e., nasal
stuffiness) are transitory and mild.
The Examiner should record in Item &1
of the s3pplication the neriod and
duration of any allergic symptoms.

3. Mmalignancies disqualify
until completely eradicated. Surgery
for camcer is not Jdisaqualifying
per se, unless a radical procedure is
required that results in sigrificant
loss in functions or processes neces-
sary to aviation safety.

when sufficient time has elapsed for
recovery from the adverse effects of
the eradication procedure, the appli-
cant may receive consideration by the
FAA upon written recquest. A report
from the treating physician should be
submitted along with all medical and
surgical records. When found quali-
fied, the FAA will jssye a medical
certificatc. Followup reports mey be
requlired at specified intervals
depending upon the site of the malig-
nancy, post-operative progress, prog-
nos1s, metastasec, lapse of time since
surcery or related symptoms, use of
medication, and other pertinent his-
torical data.

13
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CHAPTER & -

Examination Technioues & Criteria for Qualification
Items 49-64 of FAA Form 8500-8

This chapter provides guidance for completion of (tems 49-64 of the Anplica-
tion fo, Airman Medical Certificate or Airman Medicul Student Pilot Certifi-
cate. ‘he condutt of the examirations reouired for the completion of Items
49-60 may be delegsted to a ocuslified physician's assistent, nurse, side, or
laboratory assistant. Regardless of who performs the tests, the Examiner is
responsidble for the acturacy of the findings. This responsipility mey not be
redelegateo.

After all rcutine evaluations and tests are completed, the Examiner should
make a complete review of the FAA Form 8500-8 (front snd beck). 17 ccmplete
and accurate, finel comments shosld be aoded, ouslificstion gecision
statements should be made, and the Exsminer should sign the declarstion. The
front of the FAQ Form 8500-5 is to be in the hendwriting of and signed by the
policant. The reverse is to be signed by the Examiner. The reverse side of
the form to be sent to the FAA should be typed so thst the oata may be easily
converted for computer oprocessing and to avoid problems in interpreting
hendwriting.

8. Second-Class: FAR 67.15
ITEM 49. Hearing
essahility to hear the whis-
pered voice at 8 feet with each esr
separately.

49 MEARNG NGt EAR UEFTEAR
VWEEPERED VOCL

C. Third-Class: FAR 67.17

OMTANT (AR OLOSEDY 1000 { 2000 ls000f 800 | 10001 2000} 4000
2 UDOMETER
Decibet Los

*esibility to hesr the whis-
pered voice at 3 feet.

II. EXAMINATION PROCEDURES

I. FEQERAL AVIATION REGULATIONS

A. Whispered voice

A. First-Class: FAR 67.13
*seanility to:

**ttear the whispered
voice at a distance of at least 20
feet with each ear separately; or

***0emonstrate a hearing
scuity of at least S0& of nomsl in
each ear throughout the effective
speech and radio range as shown by a
standard audiometer.

For first-class certification, the
applicant must be stationea 20 fe~’
from the Exsminer with the ear bv. j
tested turned toward the Exsminer.
The other ear is covered. Using the
brealh wnich remains after a nommsl
expiration, the Exaeminer whispers
words OI random rumbers such as 66,
18, 23, etc. 1he Examiner should nrot
use only sibllants (S-sounding test
materials). The distance, in feet, at
which the applicant is able {0 repeat
correctly the test numbers or words is

ERIC
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noted and Tecorded on  FAA  Fom
8500-8. For secong- and third-class
certification, the same procedure Iis
useg except that the second-class
applicant shall be examined at & dis-
tance of B8 feet snd a third-class
applicant at 3 feet.

Table 1

TLASS STANOARDS, In feef

1 EACH EAR 20
2 EACH EAR 8
3 EITHER EAR 3

The opposite ear is tested in the same
manner, A third-class applicant who
can hear the whispered wvoice test
material at 3 feel with either ear i.
oualified in respect to hearing.

8. Audiometric
1. ga’mam

An applicant for’ first-class certifi-
cation may be examined by either the
whispereo voice test or by audio-
metry. The FAR reguirements expressed
as audiometric standsrds, (Interna-
tional Stanvards Organization (1S0)
calibration) are as foliows:

Table II

CLASS/EAR 500

1 EITHER 40

If the first-class applicant fails the
whispered voice test, the auciometric
test should be administered. If the
applicant falls the audiometric test
and the whispered voice test had not
been aoministered, that test should be
performed to detemine if the standard
applicable to tnat test can be met.
For secong- and third-class certifica-
tion, the FAR goes not provide for
audiometric testing.  Therefore, the

whispered voice test must be conducted
to deteminz whether the applicant is
qualified. Audiometry may be per-
formed as a service to the epplicant,
but may not be used as a criterion for
oualification.

2. Eouipment

a. Ppproval. The FAA
coes not approve or designste specific
audiometric eauijpment for (e Dby
Examiners. Eouipment ysed for FAA
testing must accurately and reliably
cover the necessary freauencies (500,
1,000, ang 2,000 HZ) and have acdeauste
step features.

Since every audiometer msnufactured in
the USA for screening and diagnostic
purposes is built to meet appropriate
standards, most audiometers shoula be
accepteble as long as they are main-
tained in proper calibration and used
Tn an acequately ouiet place.

b. Calibration, It is
critical that any auciometer be
periodically calibrated to assure its
continued accuracy. Annual calibrs-
tion is recommended. Also recommended
is the further safeguard of an occa-
sional audiogram on a "known" subject
or staff member between calibrstions
and especially at any time that a test
result unexpectedly varies signifi-
cantly from those hesring levels
clinically expected. This provides an
approximste "at threshoid" calibration.

c. ASA/150. Olger
s.0iometers were offen calibrated to
neet the standards specified by the
USA  Standards Intitute  (USASI),
formerly the American Standards Asso-
ciation (ASA). These standards were
base¢ uwon a U.S. Public Health
Service survey. Newer audiometers are
calibrates so that the zero hearing
thresholo level Is nuw based wpon
laboratory measurements rather than
the survey. These mcolurements led to
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the 1964 Internationsl  Stsnderds
Organization  (1SO)  specifications.
Audiometers built to this standard

have calipers or dials that resd in
1SO values. For these ressons it is
very important for every sucfogram
submitted (or values 1ted under
Ttem 49 on fAR Torm 8500—(1? to_heve
not. indicating whether it is ASA

or
I50. y then can the FAA standards
be sppropristely applied.

ASA or USASI values can be converted

to ISO by adding corrections as
follows:

Freguerncy (HZ) - SO0, 1,000, 2,000
Decibels Added - 14 10 8.5

I11. DOISPOSITION

A. Specisl Issuances

Aoplicants who do not meet the sudi-
tory standards may be found eligible
for a special issusnce and s Statement
of Demonstrated Ability. Applicants
seeking 8 special issuance must make
the request 1n writing to the Aero-
medical Certification Branch,
ARC-130. A determinstion of cuslifi-
cations will be made on the basis of a
special medical examinacion, a medicel
flignt test, or operstionsl experience.

1. Unilstersl Deafness

In congenitel or acoulired complete
unilatersl deafress, an applicent may
be considered for specisl issuance,
particulerly if there is good hearing
in the remsining ear. These indi-
viduals may be ablc to demonstrate
their ability to operste in the system
sofely with 8 mirimum of restrictions
or limitetions.

NOTE:  Third—class applicents neeg
only hear with one ear in order to
meet the standard.
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2. Bllaters) Deafress

It is possible for a totally oesf
person to ouslify for s private pilot
certificate. On initisl applicstion
for medical certificstion, if the
spplicent is otherwise ouslified, the
Aeromedicsl Certificetion  Brench,
ARC-130, mey issye a combination
medical/student pilot certificste with
the 1imitstion - "valid for Student
Pilot Pumoses Only" as well as the
limitstion "Not valid for Control
Zones or Aress Where Radio Communics-
tion 1s Reouired.” This will eneble
the applicant to proceed with training
to the point of nis,ber privete pilot
checkride.

When the student pilot’s instructor
confirms the student’s eligibility for
8 private pilot checkride, the sppli-
cant should submit a8 written request
to the Aeromedicsl Certificstion
Branch, AAC-130, for an suthorization
for 8 medicsl flight test. This test
will be given in conjunction with the
checkride by an FAA inspector. Upon
successful completion of the test, »
third-class meoicel certificate and
Statement of Demonstrated Ability will
be issued. Pilot activities will be
restricted to sreas where radio
communication §s not required.

3. Hesring Aids

Under come circumstances, the use of
hearing eids may be acceptable. The
applicent will be required to auslify

for @ Statewent of Demonstrated
Ablility. In examining an applicent
previously "weivered,” the Examiner

should persona'ly review the Statement

of Demonstrateu or other docu-
ments that spe the extent of
hearing loss presv cleared by the

FAA,

2lu
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Some pilots who normally wear hearing
sios to assist in communicating while
on the ground report that they elect
not to wear them while flying. They
prefer to use the volume amplification
of the radio headphone. Some use the
headphone on one eafr for radio commu-
nication and the hearing aid in the
other ear for cockpit communications.

4. St £ om

A nistory of stepedectomy Is not
necessarily disaualifying for medical
certification. Each case is evaluated
by the FAA on an indivioual Dasis
following review of the otologist's
report of surgery. The type of pros-
thesis used, the applicant's adapta-
bility and progress following surgery,
and the extent of hearing acuity
attained are all mejor factors to be
considered. The Examiner Is asked to
defer {issuance to an applicant pre-
senting a history of stapedectomy for
the first time, sending the completed
Report of Medical Examination, with
all availsble supplementary informa-
tion, to the Chief, Aeromedical Cer-
tification Branch, ARC-130.

ITeM 50. Distant vision

SO DISTANT VISION (Standard test types only

RIGHT EYE_| 20/  CORRECTED YO 20/
[erreve |20/ comsecteo 10 20/
£TN EYES | 20/ COMRECTED TD 20/

I. FEDERAL AVIATION REGULAT IONS

A. First- and Secongd-Class; FAR
67.13, .15(b)(1)

###Distant visual acuity of
20/20 or better in each eye sepa-
rately, without correction; or of at
least 20/100 In each eye separately
correctzd to 20/20 or Dbetter with
corrective lenses (glasses of contact

lenses) in which case the epplicant
mey be oualified only on the congition
that he wears those corrective lenses
while exercising the privileges of
his/her airman certificate.

B. Third-Class; FAR 67.17(b)(1)

Distant visual acuity of 20/50 or
better in each eye separately, without
correction; or if the vision in either
or both eyes is poorer than 20/50 and
is corrected to 20/30 or better in
each eye with corrective lenses
(glasses or contact lenses), the
applicant may be ouslified on the con-
dition that he/she wesrs those correc-
tive lenses while exercising the
privileges of his/her airman cer*ifi-
cate.

II. EXAMINATION PROCEDURES

A. Eauipment
1. Snellen 20-foot eye
chart.

2. Acceptable substitutes:
Projector with screen; Keystone Ortho-
scope; Bausch & {omb Orthorator; AOC
Site-Screener; Titmus Optical vision
Tester; Keystone Teledbinoculsr.

B. Exsmination Techniaues

1. Each eye will be tested
separately, and both eyes together.

2. Snellen eye charts may
be used as follows:

a. The Snellen chart
should be {lluminated by a 100-watt
incandescent lamp placed 4 feet in
front of and slightly above the chart.

b. The chart or screen
is placed 20 feet from the eyes of the
applicant and the 20/20 line is placed
5 feet, 4 inches above the floor.
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- c. A metal, opaque
plastic, or cardboard occluder should
be used to cover the eye not being
examined.

d. The examining room
should be darkened with the exception
of the illumineted chart or screen.

e. If corrective lenses
are worn, the wuncorrected acuity
should be determined first, followed
by a determinstion of acuity with
lenses in place. If contact lenses
are worn, see the recommendations in
paragraph H of this item.

f. Common errors:

Failure to shield
the applicant's eyes from extraneous
light.

Permitting the
applicant to view the chart with both
eyes.

Failure to
the applicant's face to
squinting.

observe
detect

Incorrect sizing of
projected chart letters for a 20-foot
distance.

Failure to focus the
projector sharply.

Failure to obtain
the corrected acuity when the appli-
cart wears glasses.

Fajilure to note and
to require the removal of contact

lenses.

3. oOirections furnished by
the manufacturer or distributor will
be followed when wusing substitute
devices for the above testing.
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1II. OISPOSITION

A. when correcting lenses are
required to meet the standards, an
appropriate limitation will be placed
on the medical certificate. For
example, when lenses are needed for
distant vision only:

"Holder shall wear correc-
ting lenses while exercising the
privileges of his/her airman certifi-
cate.”

For combined defective distant and
near visual acuity, the appropriation
limitation is:

"Holder shall wear lenses
that correct for distant vision and
possess glasses that correct for near
vision while exercising the privileges
of his/her airman certificate.® See
also Item 51, Near Vision.

B. Applicants who fail to meet
these standards and have no Statement
of Demonstrated Ability (“waiver")
that covers the extent of visual
acuity defect found on examination,
may obtain further consideration by
the FAA for certification by submit-
ting a report of an eye evaluation.
The Examiner can help to expedite the
review procedure by attaching *o the
application form (FAA Forn 8500-8) a
copy of FAA Form 8500-7, Report of Eye
Evaluation, after its completion by an
eye specialist. If submission of the
examination report (FAA Form B8500-8)
to Oklahoma City will be delayed .>r
14 days or more in order to attach the
Report of Eye Evaluation, it is recom-
mended that the two forms be mailed to
the FAA separately.

C. FAA form 8500-7, Report of
Eye Evaluation is not stocked by
physicians other than Aviation Medical
Examiners. The form is for special
use, and is not routinely required for
applicants, Applicants with visual
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acuity problems may be referred to
either an optometrist or ophthalmol~-
gist. Applicants with eye disease
should be referred only to an ophthal-
mologist (e.g., glaucoma).

0. Amblyogia

In amblyopia =x anopsia, there is 2
decrease in visual acuity of one eye
in the absence of organic eye disease,
usually due to strabismus or anisome-
tropia in childhood. In awblyopia ex
anopsia the visual acuity loss is
simply recorded under Item 50 of the
FAA Form £500-8, and vicual standard:.
are applied as usual. Wwhere the stan-
dards are not met, a Report of Eye
Evaluation, FAA Form 8500-7, siould be
submitted with the Report of FAA Medi-
cal Examination.

E. Aphakia

Since there is no limit fo~ the uncor-
rected vision of a third-class appli-
cant, the Examiner may Isswe a medicel
certificate to an aphakic third-class
applicant, if:

1. Fully recovered post-
operatavely and stable.

2. Trere is no  other
pa*thology of the eye.

3. The visual standard of
20730 is achieved in the aphakic
eye(s) with use of corrective contact
lens(es), and near vision corrects
adequately with spectacles.

First- and second-Class applicants who
have had cataract ‘surgery should be
deferred issuance of a certificate and
all reports submitted to Oklahoma City
for further consideration.

F. Contact Lenses

Experience has indicated no signifi-
cant risk to aviation safety in Lhe

21y
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use of contact lenses for aistant
vision correction. A: a consequence,
o special evaluation is Toutinely
required before use is authorized and
no Statement of Demonstrated Ability
("waiver") is required or issuved to
the contact lens wearer who has no
complicatfons. However. contact
lenses that correct near visual acuity
only or that are bifocal are generally
not considered acceptabie for aviation
duties.

rareful <-ajuation of the eye by the
Examiner continues to be of major
importance. Issuance should bf
deferred if the Examiner finds evi-
dence of lens irritation or a tinted
lens that causes significant OJiminu-
tion of transmitted light. It is
recommended thut the Examiner's recep-
tionist ask new & icants if they us:
contact lenses and, if so, to advise
them to remove the lens for 24 hours
before appearing for examination if at
all possible. This procedure serves
to overcome the Oifficulty in deter-
mining uncorrected visua) acuity that
would have been altersd by corneal
molding from wearing cf the contact
lenses, When there has been a recent
examination by an eye specialist, the
E<aminer may wish to contact that
specialist for pertinent information.
The Examiner shoulo indicate on the
report of FARA phvsical examination
(FAA form 8500-8) h¢ . the uncor-ected
distant visual acuity value’ were
obtained, and the length of time ispse
between removal of the lenses anc
testing.

G. Moncsularity

Detailed procedures have long existed
to allow the one-eyed pilot to demon-
strate his/her ability to compensate

for the loss and to pe ~a almman
duties witiwut threat to aviation
safety. The Examiner may not issue a

medical certificate of any class to a
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monocular applicant unless he/she pre-
sents written evicence of prior clear-
snce by the FAA for the monocularity.
The Examiner may sssist the applicant
in the initisl steps towara obtaining
such cleasrance by submitting s Report
of Eye Examinstion, FAA Form 8500-7,
slong with the application, FAA fForm
8500-8, and any other availsble infor-
mation from the applicent’s tresting
ophthalmologist. An aimmen is con-
sidered to have monocular vision if
the best corrected centrsl visuel
acuity in an eye is 20/200 or worse.

If the loss of the eye occurred within
the past 6 months, the applicent with
monocular vislon should be advised to
pastpone his/her efforts to ouslify
for medicsl certification. A waiting
period of at least 6 months is recom-
mended to ussure .cabllity and to per-
mit an adequete adjustment period for
developing the ability to compensate
for monocular vision. (See Depth
Perception, paragraph G of Item 55.)

Depending upon the vi aculi’ of
the good eye (uncorrected distant
visual ecuity must not be worse thocn
20/200 and refractive error should not
be greater than 33.5 diopters, spheri-
cal eauivalent), the spplicant who is
otherwise oualified msy be issued 8
medical certificate by the FAA with a
limitetion "valid for Student Pilot
Purposes Only." When the applicant
meets the flight experience reauire-
ments for the pilot certificate, a
medicsl flinht test will be authorized
by the FA4.  This test msy be con-
ducted along -‘'th the regular flight
check for a pilot's license. When the
student's instructor believes thet
he/she is about ready for testing, the
student should reouest, in. writing,
the authorization for the flight test
from the Aeromedical Certification
Branch, AAC-130. The student should
indicate the Genersl Aviation District
Office he/she wishes to use (may be an
Alr Carrier District Office for first-
class applicants).

eSS

215

If the sapplicant is shle to demon—
strate adequate  compe..sation . for
monocularity, & Statement of Demon-
stratea Ability ("waiver") and the
appropriste medical certificate will
be issued without the student pilot
limitation.

The one-eyed pilot is not restricted
to private pilot status. with flight
experience the airmsn may aualify fo:
soditional pilot certificates and
ratings. Appropriate medical f’ight
tests may be given, ususlly in com-
Junction with the corresponding check-
ride.

H. Nystagmus

Nystagmus of recent onset is cause to
deny or defer certificate issuance.
Any recent neurologicsl or other
evalustions availsble to the Examiner
should be submitted to Oklshome City
along with the Report of FAA Medicsl
Examination, FAA Form 8500-8. Where
nystagmus has buven present for »
number of years and has not recently
worsened, it is usually necessery to
consider only the impact that the
nystagmus has upon visusl acuity. The
Examiner should be awsrc of how
nystagmus may be aggraveted by the
forces of  acceleration  commonly
encountered in avisticn and by poor
slluminetion. The aodition of related
history on FAA form 8500-8, Item 60,
is most bhelpful to the Aeromedicsl
Certification Branch, AAC-130.
I. S..glasses

Airmen should be encoursged to use
sunglasses in bright dsylight but must
also be cautioned that, under conai-
tions of low iliuminstion, they may
compromise vision, Sunglasses are not
acceptable as the only means of cor-
rection to meet visusl standsrds, but
mgy be used for backup purposes if
they provioe the necessary correction.

2o
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J. Intraocular Lens Implants

Lens implants are cause for the Exami-
ner to deny or defer medical certiti-
cate issuance unless the applicant has
a Statement of Demonstrated Ability
("waiver") or other written evidence
t)l"\af he/she has been cleared by the
FRA.

An applicant with an implant not pre-
viously reportec may be considered by
Oklahoma City for possible issuance
won receipt of the results of a com-
plete ophthalmoloaical evaluation.

ITEM 51. Near Vision

51 NEAR VISION (Use bnoar valuen)

20/ CORRECTED YO 20/
20/ CORRECTED TO 20/
20/ CORRECTED TO 20/

1. FEDERAL AVIATION REGULATIONS

A. rFiist-Class: FAR 67.13(b)(2)

*+#*Neay vision of at least
v=1,00 at 18 inches with each eye
separately, with or without corrective
glasses.

B. Second-Class: FAR 67.15(b)(2)

**+tnough accommodation to

pass a test prescribed by the Adminis-

trator based primarily on ability to
read official aeronautical maps.

C. Third-Class: FAR 67.17(b)(2)

*+#No serious rathology of
the eye.

II. EXAMINATION PROCEDURES

A. Equipment

1. FAA Form 8500-1, Near
vision Aculty Test Card.
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2. Acceptable substitutes:

Keystone Orthoscope

ADC Site-Screener

Bausch & Lomb Orthorator

Titmus Optical vision
Tester

Keystone Telebinocular

8. Examination Techniques

1. Near wvisual acuity is
determined for each eye separately and
for both eyes together. Test values
are recorded both with and without
correcting glasses when glasses are
worn or required to meet the stan-
dards. Bifocal contact lenses or
contact lenses that correct for near
visual acuity only are not considered
acceptable.

2. FAA Form B8500-1, Near
vision Acuity Test Card should be used
as follows:

a. The examination is
conducted in a well-lighted room with
the source of lioht behind the appli-
cant.

b. The applicant holds
the card 16 inches from the eyes in
such a position as to provide uniform
illumination. To assure the card is
held at exactly 16 inches from the
eyes, it is suggested that a string of
that length be attached to the card.
The print size of the FAA test card,
held at 16 inches, provides an equiva-
lent test to that prescribed for
first-class applicants at 18 inches in
FAR 67.13(b)(2).

c. Each eye is tested
separately, with the otner eye
covered. Both eyes are then tested
together.

d. The smallest type
correctly read with each eye sepa-
~ately and both eyes together is
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recorPed in linear value. In per-
forming the st using FAA  Form
8500-1, the level of visual acuity
will be recorded 8s the line of
smallest type the applicant resds most
accurstely. The applicant should be
sllowed no more than two misread
letters on any line.

e. Common errors:
(1) Inaceouate
i1lumination of the test card.
(2) Failure to brld

card specified distance from the eye.

(3) Failure of the
Examiner to assure thst the untested
eye is covered.

(8) Failure to
determine uncorrected and corrected
acuity when the spplicant wears
glesses.

f. Practical Test. At

the bottom of FAA Form 8500-1 there is
a section for Aerorsutical Chart
Reading. Letter types and charts are
reproduced from aeronautical charts in
thelr sctuel size. This may be uti-
lized whe~ a borderline cordition
exists at the certifiable limits of an
aoplicent’s vision. If successfull~
completed, & favorable ce.tifica*ion
action may be taken.

3. Acceptable  substitute
instruments may be used, following the
disections accompanying the instru-
ments.
III. OISPDSITION

A. Eauivalent Standards

1. First- and second—class
certification: applicent mu.t demon-
strate at least 20/40 with eal: eye
separately, with or without correction.
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2. ihAird-class: applicant
must demonstrate at least 20/60 with
each eye separstely with or without
correction.

B. Lenses snd Limitations

when correcting glasses are required
to meet the near vision standsrds, sn
appropriate limitstion will be placed
on the medical certificste. Contact
lenses that correct only for neer
visual scuity ere not considered
acceptzble for sviation guties.

In a borderline situstion such as »
third-class eLolicant with 20/60 nesr
vision, corrected to 20/20 with re-
scription glasses alresdy ir hand, it
is reconmended thst tbe Exeminer enter
the linitation for near vision correc-
tive glasses on the medical certifi-
cate. Tf the uncorrected nesr vision
is worse than 20/60, then the third-
class applicent must have glasses thet
correct to at least 20/60 and the near
vision limitation must appear on the
certificate.

For 811 clisses, the eppropriste
wording for the near vision limitation
is "Holder shall possess correcting
glasses for near vision while exer-
cising ihe privileges of nhis/her air-
man certiticete."” Possession only is
reouired since it would be hazardous
to heve distant vision obscureo by the
continuous wearing of resding glasses.

For combired defective distant and
near visual acuity, the apprepriate
limitation is:

"Holder shall wear lenses that correct
for distant vision and possess glasses
tha® correct foar near vision while
exercising the privileges of his/her
airman certificate.”




ITEM 52. Intraccular iension

52 INTRAOCULAR TENSION Tan ~etry requirsd
for A Traffic Contrel Speciahsy
TACTRE RYGHT EYE LEFT EYE
TONOMETRIC

1. FEDERAL AVIATION REGULATIONS

A. First-Class: FAR 67.13(b)(5)

**#No  acute or chronic
pathological conditlon of either eye
or adenexae that miqht finterfere with
its proper function, might progress to
that degree, or might be aggravated oy
flying.

B. Second-Class: FAR 67.15(b)(4)
*+#No pathology of the eye.
C. Third-Class: FAR 67.17(b)(2)

**#No  serious pathology of
the eye.

I1I. EXAMINATION PROCEDURES

The digital method for assessing
Intraocular tension is recognized as
being Inaccurate. Because of
Increased ocular disease inciderce, it
Is recommonded that applicants who are
40 years of age or older be examined
by tonometry.

I11. OQISFOSITION

A, If an intraccular tension of
24 mm Hg is recordeo or if there is a
difference of 5 mm Hg or greater
between the two eyes, the applicant
should be referred to an ophthalmolo-
gist. FAA Form 8500-14, Ophthalmo-
logical Evaluation for  Glaucoma,
should be provided for completion by
the ophthalmologist.
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The Examiner should deny or defer
Issuance of a medical certificate to
an applicant for any class certificate
who Is found to have an elevated
Intraocular pressure or who presents
with a history of glaucoma.

B. Special Issuance

Special issuvance by the FAA is made on
an Individual basis. Since secondary
laucoma is due to known pathology
such as uveitls or traume, eligibility
must largely depend  uwpon  that
pathology. Secondary glaucoma f{s
often unilateral and if the cause or
dise.se process is no longer active
and the other eye remains nomal, cer-
tification is likely.

In primary glaucoma, those with closed
angle, narrow angle, or angle closure
are usually denled because of the pos-
sibilities of unanticipated acute rise
iIn pressure, severe pain, nausea,
transitory loss of accommodative
power, blurred vision, halos,
epiphora, or iridoparesis. Central
venous ocClusion can occur with cata-
strophic loss of vision. However,
when surgery such as iridectomy or
Iridenclelisis Is performed satisfac-
torily over 3 months prior to applica-
tion, the likelihood of difficulties
Is considerably more remote and some
of these individuals have been
favorably considered.

ine  applicant with unilateral or
bilateral open angle glaucoma may be
certified by t%e FAA (with followwp
required) when a current ophthalmo-
logical report substantiates that
pressures are under gdequate control,
there Is 1ittie or no visual field
loss or other complications, and the
applicant tolerates small to moderate
doses of allowable medicatfons. A few
applicants have been certified
following demonstration of adequate
control with orel medication
(Ofamox).  Neither the miotics or
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mydriatics are medically disquali-
’ying.  However, miotics such as
pilocarpine do cause pupillary con-
striction and could conceivably inter-
fere with night vision. While the FAA
no longer routinely prohibits these
individuals from flying at night, it
may be worthwhile for the Examiner to
discuss this aspect of the use of
miotics with applicants. where con-
siderable disturbance in night vision
is docunented, the FAA may 1limit the
medical certificate: "NOT VALID FOR
NIGHT FLYING.®
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2. Acceptable substitutes:

Eldridge-Green Color
Perception Lantern

Farnsworth Lantern

Keystone Orthoscope

Keystone Telebinocular

SAMCTT (School of Avia-
tion Medgicine Color Threshold Tester)

Titmus Optical vision
Tester

B. JYechniques
1. The plates to be demon-

1ieM 53. Color Vision strated for each of the approved
pseudoisochromatic tests are:
$3 “OLOR VIBION (Toet wiod number of plates mussed) Jest edition Plates
AOC Revised 1-18
Ovorine 2d 1-15
Ishihara 16-Plate 1-8
» Ishihara 24-Plate 1-15
1. FEDERAL AVIATION REGULATIONS Ishihara 38-Plate 1-21
i AOC-HRR 2nd 1-6%

4
A. First-Class: FAR 67.13(b)(3)
*seNormal color vision.
B. Second-Class: FAR 67.15(b)(5)
sse0bility to distinguish
aviation signal red, aviation signal
green, and white,
C Third-Class: FAR 67.17(b)(3)
eeebility to distinguish
aviation signal red, aviation signel
green, and white.

II.  EXAMINATION PROCEOURES

A. Equipment

1. Pseudoi sochromat ic
plates. (Dvorine, 2nd edition; AOC,
revised edition or AOC-HRR; Ishihara,
16-, 24-, or 38-place editions.)

RIC

= ||m Provided by ERIC

*If any error, show 12-1a

2. The following conditions
should be assured when testing with
pseudoisochromatic plates:

a. Test book at 30
inches from applicant.

b. Iluminat ion of
plates by at least 20-foot candles.
(1f artificial light is used it must
be "daylight,"” fluorescent, or 100-
watt blue daylight bulb.)

c. Three seconds
allowed for applicant to interpret and
respond to a given plate.

3. Testing procedures for
the Famnsworth and Eldridge-Green
lanterns and for the SAMCTT, Keystone,
and Titmus testers accompany the
Instruments.

4. The test wused end
results (pass or fail) are recorded.
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11 . DISPOSITION

An applicant is cgetermined not to meet
color vision standards if testing
reveals:

A, Class I

1. Four or more errors in
American Optical Company pseudoiso-
chromatic plates (revised edition, 18
plates).

2. Three or more errors in
plates 1-15 of Dvorine pseudoisochro-
matic plates (second edition, 15
plates).

3. Two or more errors on
plates 1-8 of the 16-plate edition of
Isnihars pseudoisochromstic  plates.
Three or more errors on plates 1-15 of
the 24-plate edition of Ishihara
pseudolisochroratic plates. Four or
more errors on plates 1-21 of the
38-plate edition of Ishihara pseudo-
isochromatic plates.

4. Farnsworth Lantern
test: an average of more than one
error per series of nine color pairs.

5. Score of 49 or less on
SAMCTT (School of Aviation Medicine
Color Threshold Tester).

6. Any errors in plates 1-6
of American Optical-HRR test (second
edition, 20 Plates).

7. Any errors, Tests A, 8,
and C, of Eldrioge-Green Color Fe cep-
tion Lantern. (See instruction book-
let.)

6. Any errors, six test
plates of the Titmus vision Tester,
any errors Keystone Orthoscope or
Keystone Telebinocular. (See instr.c-
tion booklets.)

RIC

Aruitoxt provided by Eic:
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B. Classes II and III

1. Tnirteen or more errors
in American Optical Company pseudoiso-
chromatic rlates (revised edition, 18
plates).

2. Twelve or more errors on
plates 1-15 of ODvorine pseudoisochro-
matic plates (second edition, 15
plates).

3. +Four or more errors on
plates 1-8 of tre 16-plate edition of
Ishihara pseudoisochromatic plates.
Seven or more errors on plates 1-15 of
the 24-plate edition of Ishihers
pseudoisochromatic plates. Nire or
more errors on plates 1-21 of the
38-plate nseudoisochromatii. piu.es.

4, Farnsworth Lantern
test: An average of more thaen one
error per series of nine color pairs.

5. Score of 49 or less on
SAMCTT (School of Aviation Medicine
Color Threshold Tester).

6. AG-HRR (second edition,
20 plates): Any error in plates 12-1&.

7. Any error, Test A,
Eldrioge-Green Lantern. (See instruc-
tion booklet.)

8. Any  errors, Titmus
vision Tester or Keystone ODrthoscope
or Keystone Te.ebinoculer. (See
instruction booklets.)

C. Certificate Limitation

If an applicant fails to meet the
color vision standard as interpreted
above but is otherwise auslified, a
medical certificate may be Itsued
bearing the limitation: "Not wvalid
for night flying or by color signel
control.”



0. Special Issuance

An applicant who holds a8 medical cer-
tificate bearing a color vision limi-
tation may request reevaluation or
special issuance. This should be in
writing and may be directed to the
Aeromedical Certification Branch,
ARC-130. Upon demonstration of
aoility to perform the color vision
tasks, a medical certificate without
limitation is issued with a Statement
of Demonstrated Ability (SODA,
"waiver”).

Demonstration of ability to perfom
color vision tasks appropriate to the
certificate applied for may entail a
medical flight test or a signal light
test. where a signal light test or
medical flight test is required, an
authorization for the test will be
provided by the FAA. The signal light
test may be given at any time during
flight training. The medical flight
test is usually given in conjunction
with the required flight test for a
pilot certificate, when the pilot hes
accumulated the necessary  flight
experience. The medical flight test
is most often required when an airman
with borderline color vision wishes
consideration for upgrading his/her
certificate.

E. X-Chrom Lens
This lens is not acceptable to the FaA
as a means for correctirg color
deficiencies of pilots.

F. Yarn Test
Yarn tests are nct acceptable methods

of testing for the FAA medical cer-
tificate.

\l}C* 54-782 O - 86 - B

ERI

Aruitoxt provided by Eic:
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ITEM 54. rield of vision

§4 FIELD OF VISION
MGHT EYE LEFTEYE

I. FEDERAL AVIATION REGULATIONS

A. First-Class: FAR 67.13(b,(4)
Normal fields of vision.

8. Second-Class: FAR 67.15(b)(3)
Normal fields of vision.

D. Jhird-Class: FAR 67.17(b)(2)
No serious pathology of the eye.
II. EXMINATION PROCEDURES

A. Equipment

1. Frifty-inch square black

matte surface wall target with center

white fixation point; 2 mm white test
objaects on black-handled holder.

2. Acceptable substitute:
Standard perimeter.
8. Techniques

1. wall target

a. Applicant will be
seated 40 inches from the target.

b. Flace an occluder
over the right eye.

c. Instruct ar -licant
to keep left eye focused or ) ixa-
tion point.

d. Move the white test
object from the cutside border of the
wall target toward the point of fixa-
tion on each of the eight 45 degree
radials.
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e. The result will be
recorded cn a worksheet as the number
of inches from the fixation point at
which the white target is first
identified by the applicant on each
radial.

f. Repeat the test with
the seft eye occluded and the rignt
eye focusing on the fixatien point.

2. Alternative Procedure

A standard perimeter may be used in
place of the above procedure. with
this method, any significant deviation
from nemmal field configuration will
require evaluation by an ophthal-
mologist.

ITI. DISPOSITION
A. Opnthalmological
Lonsultations

If an applicant fails to identify the
target in any presentation at a dis-
tance of at least 23 inches from the
fixation point, evaluation by an
ophthalmologist must be requested.
This is a requirement for all classes
of certification. FAA fForm 8500-14,
Ophthalmological Evaluation for
Glaucoma, should be proviced by the
Evaminer to the applicant for use by

the - oprthalmologist if glaucoma is
suspected.

If the applicant refuses further
evaiuation, the Examiner should enter
"abnormal" in Item 54 of FAR Form
8500-8, defer jssuance of the certifi-
cate, and forward the application with
an explanation to the Aeromedical Cer-
tification Branch, AAC-130.

B. Glaucoma

Note ary current use of medication
(Item 15), medical history (Item 21),
medical treatment (Item 22), visual
acuity loss (Items 50 and 51), and
intraocular hypertension (Item 52) for

227
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further evidence which may indfcate
the presence of glaucoma or other
disorders which may be associated with
a loss of visual fielo. The disposi-
tion of those applicants with con-
firmed or suspected glaucoma is given
ir detail under Item 52, Intraoculsr
Tension, of this chapter.

ITEM 55, Heterophoria Diopters

55 HETEROPHORA DIOPTERS (Not required for Clase Thest

DISTANCE |!SOH‘O~A1!_IOH_W ]mm ] Junu

I. FEDERAL_ AVIATION REGULATIONS

A. First- and Second-Class: FAR
67.13 and .15 3

#se8ifoveal fixation and
vergence-phoria relationship suffi-
cient to prevent a break in fusion
under conditions that may reasonably
occur in performing airman duties.

Tests for the fsctors nemed in this
paragraph are not required er-ept for
applicants found to have more than one
prism diopter of hyperphoris, six
prism diopters of esophoria, or six
prism diopters of exophoria. If these
values are exceeded, the Federal Air
Surgeon may require the applicant to
be examined by a qualified eye
specialist to determine if there is
bifoveal fixation and adequate
vergencephoria relationship. However,
if the applicant is otherwise quali-
fied, he/she is entitled to a medical
certificate pending the results of the
examinat ion,

C. Inird-Class:

**#No standards.
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22, EXAMINAFION PROCEDURES

A.  Equipment
1. Red Maddox rod with
harzle.
2. Horizontal oprism bar

wit~ graduated prisms beginning with
one-prism diopter and Increasing in
power to at least eight-prism diopters.
3. Acceptable substitutes:
Maddox rod and Risley
rotary prism
Maddox rod and
vidual prisms
Keystone Orthoscope
Bausch & Lomb Orthorator
AOC Site-Screener

indi-

Titmus Optical Visior
Tester
Keystone Telebinocular
B. Techniques

Test procedures to be used accompany
the instruments. If specific instruc-
tions for use of the horizontal prism
bar and red Maddox rod are required by
the Examiner, these may be obtained
from the Regional Flight Surgeon.

II11. OISRJSITION

MaxIma, in diopters

Ciass Eso Exo0 __ Hyperphoria
First [ [ 1
Second 6 [ 1
Third Testing Not Required

A, Third-Class

These applicants are not required to
undergo heterophoria testing. How-
ever, if there is strabismus or a
history of diplopis, the issuance of a

certificate should oe deferred and the
application forwarded to the Aeromedi-
cal Certification Bramch, AAC-130. If
the applicant wishes further con-
sideration, the Examirer can help
expedite review by the FAA by pro-
viding the applicant with a copy of
FAA Form B8500-7, Report of Eye Evalua-
tion. FAA Form 8500-8 may be held by
the Examiner pending receipt of the
eye report, Form 8500-7, if a delay of
no more than 14 days 1s expected.
Otherwise, Form 8500-8 should be
forwarded immediately to the Aeromedi-
cal Certification Branch with a nota-
tion that a speclalty report will
follow.

B. First- and Second-Class

w.en the hete ophorla standards are
exceeded but there is ‘.o serious eye
pathology and all other aspects of
examination are favorable, the Exami-
ner should not withhold the medical
certificate. Rather, the applicaent
should be advised that the FAA may
require further examination by a
qualified eye specialist.

C. Oiplopia

Any applicant with a history of dip-
lopia should be denied or deferred
unless written evidence Is provided
that the FAA has previously considered
the individual and determined that
his/her special circumstance 1s not
adverse to flight safety.

ITEM 56, Blood Pressure

56 BLOOD PRESSURE

RECUMBENT OIASTOLIC

MM MERCUAY

3YSTOUC

I. FEDERAL AVIATION REGULATIONS
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A. First-Class: FAR 67.13(e)(4)

***Unless the adjusted maxi-
mum readings apply, the applicant's
reclining blood pressure may not be
more than the maximum reading for
r.ls/her age group in the following
table

Masimun rendings * diusted mezinms

{roskining bised mu.
o | i "uﬂ'

Sysielis | Disstolie { Symolis | Dinstallc
20-29 140 ) - -
09 15 ” 153 9%
049 153 9 165 100
50 and
over 190 o8 170 100
' For oo spplienat ot lanst 30 yware of age wiens reslining

B. Second- and Third-Class:
Sections 67.15 2) and
67.17

***No other organic, func-
tional, or structural disease, defect,
or limitation that the Federal Air
Surgeon finds --

Makes the applicant
unable tc safely perform the duties or
exercise the privileges of the aiman
certificate that he nolds or for which
he is applying; or

May reasonebly be
expected within 2 years after the
finding, to make him unable to perform
those duties or exercise those privi-
leges;

and the findings are based on the case
history and appropriate, qualified,
medical judgment relating to the con-
ditvion involved.

22y

veasurement of blood pressure is an
essential part of the FAA medical cer-
tifiration examination. Minimel stan-
darcs have lorg been established for
second- and thini-class applicants at
170 mm mercuty systolic anrd 100 mm
mercury diastolic maximum pressure.
These are resting values and it is
presumed that the applicant has not
taken any antinypertensive agents for
at least 20 days.

II. EXAMINATION PROCEDURES

Blond pressure should be taken with
the applicant in the seated position.
Any conditions that may adversely
affect the validity of the blood pres-
sure reading should be noted.

III. DISPOSITION

A. Examining Options

1 The applicant whose
pressures are within the above limits,
who have not used antihypertensives
for 30 days, and who are otherwise
qualified shall be jssued a medical
certificate by the Examiner.

2. The applicant whose
blood pressure is slightly elevated
beyond the FAA specified 1imits, may,
at the discretion of the Exa~ -~er,
have pressures repeated (A.M. &r B
readings on 3 consecutive day s
recommended). If the possibility of
hypertension remains, even if mild or
intermittent, certification should be
deferred and the application mailed to
the Reromedical Certification Branch,
AAC-130, with a note of explanation.

3. The applicant whose
pressure is within limits but who is
on antihypertensive medication (or has
taken it within the past 30 days)
should be denied or deferred and
reports forwarded to Oklahoma City.
If the applicant was previously
cleared by the FAA, the Examiner is




familiar witn the applicant's hyper-
tensive history and there have been no
adverse changes, the Examiner may
issue the certificate, unless isssance
has been reserved to the Aeromedical
Certificaticn Branch.

4, All other applicants,
such as thuse with abnormal pressures
with or without use of antihyperten-
sion agents, should bec denied or
deferred and the report sent to the
Aeromedical Certification Branch.

8. Special Vssuance

If an applicant desires further con-
sideration by the FAA, a request
should be made in writing. Upon
review by the FAR of Form 8500-8, the
applicant will be asked to provide a
report of a cardiovascular evaluation.

Available medical records indicating
previous evaluations and treatment are
essential on initial workup for the

FAR, Also on initial review, a
thorough current examination is
required to rule out end oOrgan
disease. Specifications for the

cardiovascular evaluation will be pro-
vided by the FAA,

C. Followup Reports

Followmp reports required by the FAA
may only consist of a statement or
periodic report from the treating
physician. However, applicants with
high levels of typertension or high
risk factors may be requested by the
FAA to submit an annual examination
report, progress report, ECG, and
other studies as individually indi-
cated.

D. Medication

Oluretics are permmissable for control
of hypertension if the special cardio-
vascular evaluation required by the
FAA reveals no end organ disease. Low

doses of approved beta-adrenergic
blecking agents are also acceptable.
Other antihypertensive medications are
not permitted because of the likeli-
hood for complications or side effects.

ITEM 57. Pulse

S$7 PULSE Wrat)

2 MINUTES AFTER
EXERCISE

TESTING AFTER EXERCISE

The Federal Aviation Regulations do
not specify pulse rates which, per se,
are disqualifying for medical certifi-
cation, These tests are necessary,
however, to determine the status and
responsiveness of the cardiovascular

system. If abnormal, pulse rates may
be reason to conduct additional
evaluations of the cardiovascular

system.

II. EXAMINATION PROCEOURES

A. The initial or resting pulie
rate is determined with the individual
relaxed in a sitting position.

B, The applicant is directed to
hop 20 times on 1 foot within 20
seconds. The Examiner may vary this,
allowing for age, structural defects,
or general physical condition. The
alternative procedure and reason for
its use should be reported on the
application form (FAA Form 8500-8).

C. The pulse rate will be taken
immediately after exercise and again
after 2 minutes of rest.

0. Bradycardia of less than 50
beats per minute, any episode of
tachycardia during the course of the
examination, and any other irregulari-
ties of pulse other than an occasional
ectopic beat or sinus arrhythmia must
be noted and reported.
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III. OISPOSITION

Pulse Rates Max’' na*

At Rest 100
Immediate 120
2-Minute Resting Rate + 10
*For all classes of medical
certification

A, If the pulse rates exceed
the maximum levels, if there is brady-
cardia or tachycardis, or if there is
a significant pulse irreqularity,
deferral of certificatinn is required.

B. A cardiac evaluation may be
needed to determine the applicant's
qualifications. Temporary stresses or
fever may, at times, result in abnor-
mal results from these tests. If the
Examiner believes this to be the case,
the applicant should be given a few
days to recover and then be iztested.
If this is not possible, the auplica-

tion should be deferred, pending
further evaluation.
I7€M 58, Urinalysis
58 URINALYSIS
ALBUMIN SUGAR

I. FEDERAL AVIATION REGULAT IONS

A. First-, Second-, and
thrd-EIass: ﬁ 67.13,
.15, and .10 (f)

***No  established medical
history or clinical diajnosis of
diabetes mellitus that requires insu-
lin or any other hypoglycemic drug for
control;

231
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***No other organic, func~
tional, or structural disease, defect,
or limitation that the Federal Air
Surgeon finds --

Makes the applicant
unable to safely perform the duties or
exercise the privileges of the airman
certificate that he holds or for which
he is applying; or

May reasonably be
expected, within 2 years after the
finding, to make him ¢ iable to perform
tnose duties or exercise those privi-
leges;

and the findings are based on the case
history and appropriate, qualified,
medical Judgment relating to the con-
dition involved.

II. EXAMINATION PROCEDURES

Any standard laboratory procedures are
acceptable for these tests.

111, DISPOSITION

A, The urine test in itself is
not a cause for de.jal. However, when
an  abnormality occurs, subsequent
evaluations may lead to denial or
deferral, depending upon the under-
lying condition and/or need for treat-
ment. For example, glycosuria or
proteinuria is cause for deferral of
medical certificate issuance until
additional studies determine the
status of the endocrine and/or urinary
systems,

8. Additional urinary tests may
be requested by the Examiner when
indicated by history or examination.
These should be reported on FAA Form
8500-8 or attached to the form as an
addendum.

C. See also Item 21 (Medical
History) and Item 41 (GU System) for
related information.




E

O

ITEM 59. ECG

$9 €CG (Datel

I. FEDERAL AVIATION REGULATIONS

A. First-Class:
Cardiovascular

FAR 67.13(e),

##+1f the applicant has
passed his 35th birthday but not his
40th, he must, on the first examina-
tien after his 35th birthday, show an
absence of myocardial {infarction on
elect rocardiographic (ECG) examination.

###]f the applicant has
passed his 4Dth birthday, he must
annually show an absence of myocardial
infarction on ECG examination.

An electrocardiogram, made accordiny
to acceptable standa.ds and techniques
within the 90 days before an examina-
tion for 2 first-class certificate, is
accepted at the time of the physical
examination as meeting the require-
ments for the electrocardiogram.

B. All Applicants

fpplicants for second- ana third-class

certification are not routinely
required to provide electrocardio-
grams. When fndicated by history or

physical examination, however, any
applicant may be required to submit an
ECG under the provisions of FAR €7.31,
Medical Records.

1I.  EXAMINATION PROCEDURES

A. Date

The date of the most recent ECG shall
be entered in Item 59 of FAA Form
8500-8 for all first-class applicants.

RIC
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1. 1f 8 second- or third-
class applicant ¢ives a history of
having had ECG studies, a date may be
entered in Item 59 if a specific cate
Is  known. More importantly, the
Examirer should indicate on the FAA
Form 8500-8 the history and its
significance, if any.

2. If a first-class aprli-
cant is not required to have a
periodic ECG with the present examina-
tion, the date of the preceding ECG
should be recorded in Item 59.

3. If a periodic ECG for a
first-class applicant is due, the
Examiner obtains 8 current tracing
according to established procedures
(see D below), attaches the original
to the FAA Form 8500-8, and enters the
date of the tracing in Item 59.
However, some applicants (such as
airline transport plilots who are
employed by air carriers with medical
departments) mey have their company
send a current ECG directly to the
FAAR. The Examiner need not require
such an applicant to undergo another
ECG examination and 1f the applicant
is otherwise qualificd, a medical
certificate may be {issued. The
Examiner should attach & statement to
the FAA Form 8500-8 to verify that a
tracing has been sent from another
source. The date of that ECG should
be entered in Item 59.

4, If ro statement is pro-
vided by the applicant, and bhe/she
refuses to have 8 current ECG sub-
mitted by the Examiner, the Examiner
should defer issuance of the medical
certificate. when an ECG is due but
not submitted, the applicant's eligi-
bility for medical certification will
not be affirmed by the FAA until the
requested tracing has been received
and interpreted as being within normal
limits. Failure to respond to FAA
requests for a required current ECG
will result in denial of certification.

23¢<

s




= |

E

B. Currenc

1. In order to meet regula-
tory requirements, the periodic ECG
for a first-class applicant must have
been mede within 90 days prior to the
date of the first-cless application
(FARR Form 8500-8). Currency of all
periodic ECGs is verified by the Aero-
medical Certification Branch, AAC-130.

2, There is no provision
for issuance of a first-class medical
certificate based upon a promise that
an electrocardiog. m will be obtained
at a ruture date. In such circum-
stanc*s, .he Examiner should defer
Issuarce and mall the completed 8500-8
to the Aeromedical Certification
Branch, AAC-130.

C. Interpretaticn

1. All ECGs required t
establish eligibikity for medica.
certificat ion--whether a periodic
requirement or nots-are to be for-
warded for Interpretation to the
Chief, Reromedical Certification
1ranch, Oklahoma City. This dees mot
L-eclude submission of an interpreta-
tion by or through the Examiner if
he/she wistes to do so.

2. Interpretation is accom-
plished by staff and consultant car-
diologists at the Civil Aeromedical
Institute in Oklahoma City. Abnor-
malities are investigated to determine
their significance, if any.

0. Technique and Reporting

Format

1. See FAAR Form 806.-1,
Rppendix 2, nstructions for Prepara-
tion and Submission of Electrocsrdio-
aram. This form prescribes the pre-
ferred procedutes and format. The FAA
will, however, also accept 3-channel
or 12-charnel strips uncut or mounted
on standard mounting paper. The
following steps are essential to expe-
dient proces<ing of these tracings:

O
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a. All leads must be
properly idantified.

b. Applicant and Exemi-
ner lidentification must be complete
and the tracing dated.

2. ECGe for all first-class
applicants are microfilmed for per-
manent retention in the Aeromedical
Certification Branch, AAC-130. Only
tracings chat can be microfilmed are
acceptable. Therefore, Examiners are
requested to forward only original ECG
tracings to the FAR. ODuplicates are
rot acceptable anc will be returned to
the Examiner with a request for the
originals. Original tracings will be
returned to the cIxaminer or other
originator when requested.

3. Tracings must be staplea
to the ECG report form tu assure that
all leads are appropriately coded and
interpreted.

111. DISPOSITION

whi_s disposition based upon the E£CG
Is mede by the FAA subsequent to
Interpretation at the Aeromedical Cer-
tification Branch, AAC-130, the Exami-
ner should defer or deny any applicant
known to have or have had:

KR Arrhythmias, except sinus

arrhythmia and occasionel atrial o1
ventricular ectopic beats.

B. Conduction defects such as:

1. Secend degree or com-
olete heart block.

2. left bundle branch block.
3. Right bundle hranch

block.

&, f-Parkinson-white
syndrome, wi’ #ithout a history of
parcxysmal a' tachycardia.
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C. Other
such as. uneauivocal
graphic evigence of:

significant fingings
electrocardio-
1. Myocarsial infarction.

2. Coronary heart oisease.
3. Vventriculer strain.

4, ventricular hypertrophy.

ITEM 60. Other Tests
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60 OTHER TESTS

1. FEDERAL AVIATION REGULATIONS

All Classes: FAR 67.31
*#¥yhenever the Administrator
finds that adoitional medical informa-
tion or history is necessary to odeter-
mine whether an applicant for or the
holoer of a meoical certificate meets
the medical stancards for it, he
requests that person to furnish that
information or authorize any clinic,
hospital, coctor, or other person to
release to the Administrator any
avail 2 information or records con-
cerning that history. If the appli-
cant, or holder, refuses to provige
the reaquesteg medical information or
history or to authorize the relecase so
requestet, the Administrator may sus-
pend, mooify, or revoke any meOical
certificate thit bhe holds or may, in
the case of an applicant, refuse to
issue a medical certificate to him.

I1. EXAMINATION FROCEDURES

Additional medical information may be
furnisheod through additional history
takine, through  further clinical
examination procedures, and through
supplemental laboratory procedures.

Aruitoxt provided by Eic:

On raie occasions even surgical pro-
cedures such as biopsies may be
inJicated

As a oesignee of the Administrator of
the FAA, the Examiner bhas limited
authority to apply FAR 67.31 in ,ro-
cessing applications for meoical cer-
tification. When an Examiner deter-
mines that there is a need for a0oi-
tional meoical information, baseo upon
history and findings, the Examiner is
authorized to request prior hospital
ano out-patient records and to reauest
supplementary examinations to include
laboratory testing and examinations by
appropriate nedical specialists. The
Examiner shoulo oiscuss the need with
the applicant. The applicant shoulo
be advised corcerning the types of
additional examinations reaquireo and
the type of medical specialist to be
consulted. Responsibility for
assuring the forwarding of these
examinations and for payment of any
charges or fees will rest with the
applicant. All reports should be
forwarded to the Aeromedical Certifi-
cation Branch, AAC-130, unless other-
wise oirected (such as by a Regionsl
Flight Surgeon).

whenever, in the opinion of the Exami-
ner, medical records sre necessary to
evaluate the meoical fitness of the
applicant, the Examiner shall reauest
that the applicent sign an authoriza-
tion for release of medical informa-
tion (FAA Form 8500-21, see Appen-
dix 2). 7This authorization will then
be forwardeg to the custodian of the
applicant's records so that the infor-
mation containeg in the rec,ro may be
obtained for attachment to the report
of medical examination.

I1I. QISPDSITION

A. Refusal by Applicant
when adviseo by an Examiner that
further examination ano/or meoical

records are needed, the applicant may
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elect not to proceed. The Examiner
should note this upon FAA Form
8500-8. No certificate should be
issuved, °nd it is important that the
Examine. forward the application form
to the Aeromedical Certification
Branch, AAC-130. This is true even if
the applicstion is considered to be
incomplete.

B. Anticipated Delay

When the Examiner anticipates a delay
of over 14 days In obtaining recoros
or reports concerning additional
examinstions, the completed FAR Fom
8500-8 should be sent to the Aeromedi-
cel Certification Branch, AAC-130,
with ¢ note stating that agditional
informetion will follow. No medical
certificate should he issued.

C. Issuence

When the Examiner receives 8ll the
supplemental Information requested and
finds that the applicant fully meets
all the FAA meoical standards for the
class sought, a medical certific-te
may be issued by the Examiner.

0. Deferral

If upon receipt of the information
reauested, the Examiner finds there is
need for even more infomation or
there is goubt as to the significance
of the findings certification should
be defermed, co: ns should be noted
on the FAA Form J-8, and the appli-
cation should be sent to the Aeromedi-
cal Certification Branch, AAC-130, for
further consideration. If the appli~
cant decides at this polnt to abandon
the s.plicstion for a medical certifi-
cate (for all classes), the Examiner
should also note this on the FAAR Form
8500-8 before mailing it to the FAA,

E. Denial

When the Examiner concluges that the
applicent is clearly ineligible for
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certification, the applicant should be
denied,
Ropenaix 2).
provide the applicant with the reason

using FAA Form 8500-2 (see
Use of this form will

for the denial and with appeal rights

ano procedures.

ITEM 61. Comments on History and
Findings; Recommendations

81 COMMENTS ON HIGTORY AND FINLNGS RECOMMENOATIONS
(Attach ol consuitasion reperts, KCGs, Xrays, otc. to this report
before mailing)

This fiter provides the Ex-miner with

an opportunity to report observations
ano/or finadings that are not asked for

in other items on the application
form. Concern over behavior of the

applicent, abnormal situations arising
during

conduct of tests, unususl
findings, u~- Jorted history and other
information {.. -~ht germane to avis-
tion safetv . be reported uncer
Item 61 o1 on a sepsrate steet of
paper.

If possible, all ancillary reports
such as consultations, ECGs, X-ray
release forms, and hospital or other
treatment records should be attacheo.
If delay for attachment would exceed
14 gays, it is recommended that all

available data be forwardea to the
Aeromedical

Certification Branch,

AAC-130, with a note specifying the

adoitionsl information being prepared

for sutmission at a later gate.

Poplicant's Name

ITEM 62,

[#7 AFcanTs name ]

I. The applicant's nsme should be

typed.
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I T.e proper beox must be cnecrec
to :ndicate 1f the white Medical Cer-
tificate FAS Form 8%00-9 or yellow
¥edical Certificate and Student Pilot
Certificate, FAA Form B8420-2 hds been
1ssued.

1I1. If neither form has been issued,
ceferral or denial must be indicateo
by a check 1n one of the two Jlower
boxes. If denied, a copy of Exami-
ner's Jetter of denial (FAA Fform
8500-2) should be attached to the
report sent .o the Aeromedical Cer-
tification Branch, AAC-130.

1TEM 63. Disoualifying Defects

83 D1SQUALIFYING DEFECTS (Lust by ite. - ao)

Any disgualify.ng defecte, diagnoses,
or conditions must be listed by item
number. Comments or discussion of
specific observations or findings may
be reported under Item 61 or submitted
on a separate sheet of paper.

-

)

-

(]

cC.
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ITEM 64. Medical Examiners Declaration

4 MEDICAL ZYAMINER'S DECLARATION

I hereby certity that 1 sersonally exemined the ap-
Pplicant named on this medical examination report,
and thet this repert with eny atiachment embodies

my findings completely and correctly.
OATE O Amés AMES SIGNATURE
EXAMINATION NAME AN

ADORESS

Type or pnnts

Date of examination and the Examiner's
name and complete address must be
typed. The Examiner myst personally
sign the completed form. The signa-
ture authority of the Examiner may not
be delecated to any other person,
including other physicisns. The dele-
gation as an Examiner is mede by the
FAR to a specific individual and may
not be redelegated to a physician who
my be covering the practice of the
designee.

while the FAR does not require that
the Exami~er sign the Examiner copy of
FAR Fom 8500-8, it is recommended
that the Examiner at least personslly
initial this form.

ERIC
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Appendix 1

Medical Standards and Certification

Published September 1974

CHANGE 1, effective December 21, 1976
has been incorporated into Part 67.

Of Ty,
‘*‘-‘

DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION %‘
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Introductory Note

Part 67 is codified under Subchapter D, Airmen, of Title 14 of the Copz
or FeozaaL Recrramioxns.
This FAA publication of the basic Part 87, effective November 1, 1962,

incorporates Amendments 67-1 through 67-9 and any changes required by the
Department of Transportation transition amendment.

« 23J
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Adoption of Subchapter D

Adopted: August 6, 1962 Effective: November 1, 1962

This amendment sdds Subchapter D “Alrmen™ to Chapter 1 of Title 16 of the Oode
of Federa] Regulations. The amendment is a part of the program of the Federal A< stion
Agency to recodify its regulatory material into a nDew series of regulations called the
“Foderal Aviation Reguls:lons” to replace the preseat “Civil Alr Regulations” and “Regu-
lations of the Administrator”,

During the life of the recodiSication project, Chapter I of Title 14 may contain more
than one Part bearing the same samber. To differentiats betwesn the tws, the recodified
hru.m“mmhhhumm.wmhbm'wnl'. The label will of
mmhdnmdntmmmuumm”mdmmhmmum.

Subchapter D [New) was published as a motice of propossd rule mek'. g in the
Mcnllhﬂmnlu&lm(ﬂl.l.ﬂﬂ)ndubnnl‘lu-ﬂ-ﬂ.

mummummmmmmnmmum
reguletions. Although some of the recommendations might, upon furtber study, appesr
uumuammamu-dwu-unummammmm The
purposs of the program is simply to streamiine and clarify present regulatory language
and to delets obsolete or redundant provisions. To attemupt substantive changes in the
recodification of tbese regulations (otber than minor, relaxatory ones that are completely
honcontroversial) would delay the profect and would be contrary to the ground rules
specified for it in tbe Federa] Register on November 18, 1061 (2* F.R. 10808) and Draft
Releass 83-20. However, all comments of this nature will be _reserved and considered
InlnyIIQanbcuutlnnvlllonoltbOlﬂ'MM

Cartain changes, not cootsined fn Draft Release €3-20, reflect amendments, to the
Parts revised hereln, that became offective after tbe Draft Reloase was published. Bach
of these amendments, when published, contaited a statement that they would be included
in the final draft of the recodified Parts affected and, in addition, Draft Nelease 63-20,
stated that such amendments wocld be included In the final draft of the revised sub-
cbapter. BSee amendments 20-18, 20-16, 20-17, 21-8, 22-18, 22-14, 24-4, and 24-8.

Draft Release 62-14, dated April 2, 1063, proposed certain amendments to provi.
sions of Part 20 of the Civll Alr Regulations under which former military pilots may
obtain private and commercial pilot certificates on the basls of military competence.
The period for recelving comments on the proposal baving closed on June 7, 1062, and
bo adverse comments baving been received thereon, these amendinenta are incorporated
into § 61.31 of the revised subchapter,

Other minor changes of a techalica! clarifying sature or relaxatory nature have
been made. They are not substantive and do not imposs any burden on regulated
persons. For example, the unnecessary provision, contsined in CAR 2123, that an
airline transport pllot must present his pilot certifcate for inspection by any r.-:som,
has been deleted In the light of otber existing requirements that such m pilot must
present hts certificate for inspection upon the request of the Administrator, an author-
ised represectative of the CAB, any State or local law enforcement officer, or any
passenger.

Draft Release 62-27 dated June 8, 1062 (27 F.R. 5086) contalned a notice of the
revision of the procedura! rules of the Federa) Aviation Agency. The preambdle to the
release stated that the certification procedural rules in Part 408 of the Regulations of

21y
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the Administrator were being considered for transfer to the Parts to which they specif.
cally applied, insofar as they did not Juplicate provisions already in those Parts. For
this sson, a new Subpart B, relating to procedures for medical certificates, has besn
8dded to Part 67 “Medical Btandards and Osrtification” [New). The subpart is a
revision, without substantive changes, of medical certification provisions now in Part 406

Of the comments received on Draft Release 62-20, several suggested changes in style,
format, or technical wording. These cominents have been carefully considered and, where
consistent with the style, format, and terminology of the recodification Pproject, were
adopted.

The definitions, abbreviations, and rules of construction contsined In Part 1 [New)
of the Federal Aviation Regulstions apply to the new Subchapter D.

Interested persons have beer afforded an opportunity to participate in the making
of this regulation, and due consideration has been given to all relevant matter pressoted.
The Agency apprecistes the cooperative spirit in wbich the public’s comments were
scbmitted.

Io consideration of the foregoing Chapter I of Title 14 of tbe Code of Federa!
Regulations is amended, effective November 1, 1962, by deleting Parts 20, 21, 22, 24, 25, 9(,
37T, 29, 34, 53, §§ 43.40-43.42, 43.5243.63, 43.64(D), (c), and (d), 43.05, 43.08, and Speciul
Regulations 428 anc¢ 434, and by 1dding Subchapter D {New)®, reading as bsrsine’ar
set forth.

This amendment s made under the authority of sections 318(a), 814, 001, and 007
of the Federal Aviation Act of 1958 (49 U.8.C. 185¢(a), 1965, 1421, and 1427).

*Inclades Part $1—Certification - Pllots and Flight Tastructors [New]: Part 63—CartiScation
Fligdt Crewmembers Other Thad Pllots (Newl; Part 65—Airmes Other Thyo Flight Crewmembers
{New]; Part ¢7—Medica] Standards and CortiSeation [New].
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Amendment 67-1

Chearing on Tests and Other lrregularities

Adopted: February 11, 1965 Effective: March 20, 1965
Publiched In 30 PR 395 on Pebrvary 18, 1948)

The purpose of these amendwents Iz to prohibit chenting or certain other unauthor-
ised conduct In connection with FAA written almuan or ground instructor tfests:
freudulent or Intentionally false applications for airman, ground instructor, or medical
certificates or ratingn, or entries In loghooks, records, or reports required In connection
with these certificates or mtings; and alterution, or fraudulent reproduction of these
certificates or ratings. This action was proposed in Notice No. 64-20 (20 F.R. 4919)
fasued April 1, 1. A= proponsd, It appliex to not only the slrman resnintiona but aino
the regulations covering medical certification and ground instructors.

A number of comments wers rereived on Notice No. 64-20, most of them generally
favorable to the proposed amendmentn. Three commenta opgosed as too harsh the pro-
vision that the cominisaion of a prohibited act is a basis for suspending or revoking
an existing certificate or rating held by the violator. A major purpose for this provision
is the deterrent effect of the enunciation of a strong avallable penuity. To.s, the
provision is especially significant with respect to a permon who ansista another In the
violation, for example by taking a text for him. In such a case, ft 1o no deterrent to the
former (who usuafly ix obtalned because he airendy holda the certificate the latter i
sseking) merely to warn him that tbe principal penalty for taking a test in behalf of
avother person is that he will not be eligible, for a year thereafter, for any airman,
ground inatructor, or medionl certifiente or rating, as tbe case may ba.  The most effective
deterrent in this situation would be the pomihllity of lase of one or all of the certificates
he already possesses.

The one-yeur Ineligibiiity for a certifionte or mting is autowatic In the case
of cheating or other unauthorised conduct In connection with written tests. However,
as indicated by Notice No. 64-30, the fact that surpension and revocation of certificates
or ratings are made available in thess regulations doss Dot mean they must be imposed
in every case or automatically upon every violator. The same degres of dlacretion and
the same criteria for the Imposition of these manctions will be exercired by the Ageney
officlals responsible for taking enforcement action In this area as in all other areaa where
penaities are provided for violation of regulations. Furthermore, the sarctions made
avallable by these amendmenta 8o mot preciude the Imposition, in case of viclation, of
civil penaities under Section 501 of the Federal Aviatico Act of 1058 (49 U.AC 147,
elther alone or in conjonction with these sanctions.

Comments also were received urtng that acts to be prohibited by these amendments
should be done ‘knowingly,” or “wilifully,” or “kmowingly or willfully,® to iIncur the
sanctiona provided. It of course is not the design of these amendments to probibit acts
that might likely be committed inadvertently. Accordingly, tbese amendments make
clear that intentton is an element of thome probibited acts that otherwise might likely
be committed Inadvertently, namely, the removal of a written test, or a false statement
on an spylication for a certificate or rating or in a logbook, record, or required repart.
Also, responsive to several comments and reflecting the original intention as to reproduc
tiona of certificates or ratings, the prohibition s been restated to rafer to reproduction
for fraudulent purpose. Furthermore, the reference in Notice No. 84-20 to authortsation
by the Adminiatrator In thia connection has been dropped in these amendments, since
only raudulent reproductions are prohibited, and since new documents are issued where
sppropriate, thus obviating any need for autherising alterations.

Interested persons huve been afforded an opportunity te participata t{z the making
of these amendments, and due consideration has besn given to all matisr presented.

In considerstion of the foregoing, Part 07 of the Federal Aviation Regulations is
amended, effective March 20, 1965, as follows.

These amendments are made under the authority of sections, 518(a), 601, 602, and
00T of the Federal Aviation Act of 1958 (40 U.8.0. 1854, 1421, 1422, 1427),
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Amendment 67-2

Special Medical Flight or Practical Test or Medical Evaluation for
Special Issue of Medical Certificate

Adopted: September 14, 1965 Effective: October 21, 1965

(Published in 30 F.R. 12025. Seplember 21, 196351

The purpose of these amendments is to make clear that the Federal Alr Surgeon has
authority (1) to decide whether a special medical flight or practical test, or special med!-
cal evaluation, should be conducted or the appiicant's operational experience considered
under §67.19 of Part 67 of the Federal Aviation Regulations. and, if so, (2) to pre-
scribe which of these procedures shan!, be used, in the determination of whather 8
medical certificate should be issued to an applicant who does not meet the applicable
medical standards of that Part This action was proposed In Notice 65-10 (30 F.R. 6188)
ssued April 23, 1965.

Ten comments were received on Notice §3-10. 8ix were favorable and three un-
favorable to the proposed ainendments, and one waa nonresponsive. Two of the unfavor-
able comments expressed concern that the amended rule would vest too much increased
authority in the Federal Air Surgeon. The language contained in the proposal werely
clarified the provisions of the existing rules and did not vest any increased authority in
the Federai Air Surgeon. In this connection, one of these comments also ssserted there
would be nothing to ensure equal trestment of all applicants with the same defect. It
should be noted that the objective of § 67.19 is to.provide for the lssue of a medical cer-
tificate to an applicant who does not meet the medical standards as prescribed in Part 67.
In order to achieve that objective In the conaideration of the various types of medical
deficlencies involved, the Federal Air Surgeon must be given the discretion to conduct
the type of test or other procedure that he belleves appropriste to determine whether
the applicant can properly perforin his duties as an airman.

One of these two comments on the proposal further suggested that any rule finally
adopted should provide that if the medical defect is static the applicant should be en-
titled to an opportunity to take a special medical fiight-test. 1f adopted, this not only
would make mandatory resort to a speciel procedure in one type of situation, but it also
would prescribe the particular special procedure to be used. As stated in the preamble
of Notice 66-10, situations arise in which the Federal Air Surgeon may determine that the
applicant could not satisfactorlly show, by any of the avallable special procedures,
abflity to perform the duties of an airman certificate without endangering safety in air
commerce. In such & case, the resort to any of these procedures would not be purposeful,
and the Federal Air Surgeon should have authority under § 6710 to refuse their use.
Also as stated in that preamble, where the Federal Alr Surgeon does prescribe speclal
medical flight or practical testing or special medical evaluation under § 6719, the s
lection of the particular procedure to be used, of those named, essentiaily s an element
of his medical determination whether the applicant can properly perform his duties as
an airman despite his physical deficiency. This selection should repose in the Federal
Alr Surgeon because of his special qualifications and facilities available to him to obtain
and aseess medical information about an applicant’s total medical atatus. Avcordingly,
it would defeat the objective of § 67.19 to provide for automatic entitlement to a desig.
nated procedure in any particular type of situation.

One of the favorable commenta would make mandatory the consideration by the
Federal Air Surgeon of an applicant's operstional experience under § 67.19, Conversely,
another comment expressed the belief that the applicant’s operational experience s not
germane to the evaluation of an airman’s physicsl qualifications to hold a medical cer-
tificate. The medical requirements of the former Part 20 of the CARs were amended,
many years ago, to permit an evaluation of the applicaut's aeronautical experience re-
gardiess of the type of airroan certificate or rating sought or held by the applicant. The
Agency has pursued this Polics as applied by the Federal Alr Surgeon, and .be last
sentence of § 67.19(a) (1) of tHe proposal expressed the Antent of the Agency to continue
this policy. To Mmit the discretionary authority of the Federal Alr Burgeon In those
cases by prohidbiting any consideration by him of the applicant’s operational experience,
or making such conslderation mandatory in all cases, regardiess of the type of deficiency
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involved, would, llke the adoption of the suggestion on static defects, also dafeat the ob-
Joctive of § 61.30.

Interested persons have been afforded an opportunity to participata in the making of
these amendments to § 67.19, and due econsideration bas been given to all matter presented

These amendments also substitute the term *Federal Alr Surgeon™ for the terms
“Civil Alr SBurgeon™ throughout Part 67, to state the correct current title of this oficial
of the Agency. They also change the numbering of § 67.15(¢) to conform with the paral)-
16l provisions of §§ 67.13(a) and 67.17(a), In order to preciude the continuation of some
current confusion and technical mistakes in referring to thess provisions. Hince these
latter two changes are purely editorial in nature, notice and public procedure thereon
are unnecessary.

In considerstion of the foregoing, Part 67 of the Federal Aviation Regulatioos is
amended, effoctiva October 21, 1963, as follows.

These amendments are made under the authority of sections 313(a), 314, 801, and
002 of the Federal Aviation Act of 10568 (49 U.8.C. 1854, 1855, 1421, 1422).

Amendment 67-3
Distant Visual Acuity: First- and Second-Class Medical Certificates

Adopted: Noverrber 16, 1965 Effective: November 23, 1965
tPublished In 30 F.2. 14562, Nevember 23, 1965)

Tha purpose of these amendments is to change the distant visual acuity requirement
for an applicant for a first- or second-ctass medical certificate from at least 20/50 to
20/100 in each eye separately before correction. This action was proposed in Notlce
65-22 (30 F.R. 11752) issued September 7, 1085. All comments received oo the proposal
were favorable.

Tha present aiandard In §§87.18(b) (1) and 67.15(b) (1) of Part 67 of tha Federsl
Aviation Regulations requires an applicant for a first- or second-class medical certificate,
respectively, to have diatant visual aculty of at least 20/30 Ip each eye separately, befors
correction to 20/20 or better with corrective ‘glasses. As stated in the preamble of Notice
€5-22, this standard haa been In effect unchanged aince 1938, despita later significant
technological advances In design and performances of aircraft, and In the environment
in which they are operated. Also, as atated in that preamble, applicants with uacor-
Tected diatant viaual acuity less than specified In the present standard, except those with
gross myoplc conditions, genersily hava been allowed to show under § 67.19 whetber they
have been able to operate alrcraft without endangering safety In alr commerce despite the
disqualification. If they have not had otber major disturbances in visual functions, they
almost Invariably have been able to demonatrate ‘avorably, and they have receive”. =2
1ssue of medical certificates on an Individual baals. This process has required special
detalled evaluationa of all aspects of thelr vision, and haa been expensive t¢ applicants,
both In money expended for opbthalmological examinations, and In Issuanc: delay time,
and It glao haa entalied considerable time and affort on the part of the 4 gency.

Accordingly, the accompanying smen@ments accommodata the distant vieiai aculty
atandard for first- and second-class medical certificates to current conditiona, and dispense
with special testing that In the great majority of cases would result in the special ilssue
of a certificate anyway, without adverse affect upon safety.

Interested persona have been afforded an bpportunity to participate In the making of
these amendments, and due consideration haa been given to all matter presented.

Since these amendmenta are relaxatory In nature and Impose no burden upon any
person, good cause exiats for making them effectiva on less than 30 days published gotice.

In conalderation of the foregoing, Part 67 of the Federal Aviation Ragulations Is
amended, effective November 23, 1965, aa follows.

Thbese amendments are -,ade under tbe authority of section 318(a), 601, and 602 of
the Federal Aviation Act of 1958 (40 U.8.C. 1354, 1421, and 1422),
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Amendment 67-4

Special issue of Medical Cortificates for Air Traffic
Control Tower Operators

Adopted: March 25, 1966 Effective: March 31, 1966

Pubinbed In 31 £.0. 5190, Morch 31, 1944)

The purpose of this amendment is to remove the limitations contained iIn § 67.19¢d)
of the Federal Aviation Regulations, relating to special issuance of a medical certificate,
20 far as those 1iaftations relate to air trafic control tower operators.

Medical certification 18 now required of all airmen who perform their duties aloft,
such as piiots, navigators and flight enginders. Only one class of airmen that perform
duties on the ground are required to hold medical certificates—air traffic controllers.
Alr trafic controllers must hold a second class medical certificate, the same as required
of commercial pllots. Private and student pilots, fot example, hold only need a third
class medical certificate.

Obviously there are great differences in the ground and fiight environments in
which these different alrmen function. A pllot often is alone in the alr and must at all
times possess not only the technical, but aiso the physical capacity to act. Even In
multi-engine aircraft, where crewmembers perform more specialised dutles, the sudden
physical incapacity of one can affect the overall crew operation to the extent that afreraft
saisty is seriously endangered. In general, the air trafiic controller is under close
supervision with back-up personnel close at hand, capable of performing his functions
in the event be is physically disabled. Physical disabilities that may be vnder the
applicable medical standards of Part 67 dlaqualifying to a flight airman may be foler-
ated under controlled conditions, in a ground based airman. With these considerations
in mind, and with the Initlation of the new medical program described below, It Is now
possible for the Agency to establish a system for issuing waivers, under those controlled
conditions, for certain physicai defects In ground ajrmen.

The Federal Aviation Agency has established a health program for applicarts and
holders of FAA air trafic control specialist field facility positions oriented to the
particular job and functional requiremcnts of an air traffic control operator. The pro-
gram includes the vee of dlagnostic techniques not required for a second class medical
examination under this Part, and provides for professional referrals, consultations, and
follow-up examinations a3 necessary. The program provides that full regard shall be
given to the practical requirements of the position. If the employee ca.. be utilised
with eafety, apparently disquallfying defects or diseases may be waived.

Paragraph 61.19(d) removes from the scope of a special jesuance of &8 medical cer
tificate certain disordera and diseases that are disqualifying without further considera:
tion. In view of the thorough annual examination being required of each FAA alr
trafic control specialist by the Agency described above, and an evaluation of the phyaical
standards required for air traffic control positions occupled by FAA employees, the
Federal Alr Surgeon is In ¢ position to determine whether an employee’s disease or
defect would disqualify him for the position the emiployee applies for or holds. The
comprehensive health program and a more flexible standard for phyeical disqualification
will permit the Agency to utilise trained and experiencec employees with no derogation
of safety.

There are additionaliy a group of control tower operators, employed in militsry or
privately operated control towers, who muy benefit .;om ihe special jsguance of medical
certificates provided by this amendment. In view of the small number of persons in-
volved, the Federal Alr Burgeon can review the special lssuance of these control tower
operator medical certificates without an undue burden added.

Since this amendment is procedural In pature and results In providing all certifi-
cated air traffic control tower operators an additiomal benefit, notice and public pro-
cedure thereon are not required and this amendment may be made effective in loss than
80 days after publication.
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In conaideration of the foregoing, and effective March 31, 1008, section 67.10(4) s
amended to read aa followa:

This amendment 18 made ynder the authority of Sections 807, 813(a) and €02 of
the Federal Aviation Act of 19058 (49 UB.C. 1348, 1504, 1422).

Amendment 67-8

Delegations of Authority to Reconsider Certification Actions; Denials
by Representatives of the Federal Air Surgeon Within FAA; and
Failure to Fumish Additional Medical Information

Adopted: June 9, 1966 Effective: July 16, 1966
Pvblished In 31 1.8, §355, June 18, 1968)

The purpose of these amendments to Part 67 of the Federal Aviation Regulations
is (1) to provide authorization for certain representatives of the Foderal Alr Suzgecn
within the Agency (tbe Chief, Aeromedical Certification Branch, Civil Asronedica) Inatl-
tute, and Reglonal Flight Surgeons) to finally reconsider issuances and deutals of medical
ceititcates by aviation medical examiners, in certaln altuations; (2) to provide that a
weniL] by such a representstive In ary of those situations is considered to be a denial by |
the Administrator for the purpose of review by the Clvll Aeronautica Board; (8) to re- }
quire the surrender, upon request, of a medical certificate whose issue Is reversed, wholly |
or in part, upon reconsideration by the Federal Alr Surgeon or such a repressntative;
and (4) to atate In the regulations that if ap applicant for, or bolder of, a medical eor- |
tificate refuses to furnish additional medical information the Administrator may suspend, |
@odify, or revoke a certificate, or refuse to issue it. Except for the scope of the first and |
second Items mentioned, that Is now made narrower than originally contemplated, these
amendments were proposed in Notice 85-41 {ssued December 16, 1985 (30 F.R. 16084), for ‘
which the comment period was extended to March 23, 1008 by Notice 05-41A issued Feb
ruary 2, 1068 (31 F.R. 1812).
A number of the comments received oo Notice 8541 concurred {n the proposals made.
One of these comments (as well as several others that 418 not concur) displayed appre-
hension that delegation of authority to representstives of the Federal Alr Surgecn to
“Cnally reconalder™ actiona of aviation medical examiners would eliminate an epplicant's
recozrse to petition for exemption from the rules. This apprehension is not well grounded,
for Notice 6541 is not concerned with the exemption procedure in any respect, either
sxplicitly or implicitly. Both the Notice and thess amendments are concerned only with
the administration of the rules In Part 67, not with the grant or denlal of exemptions
lssued in accordance with rules specifically provided in the rule-making procedures of
Part 11.
Some comments presented strong objections to the proposed delegation of avthority
to representstives of the Federal Alr Burgeon within the Agency. One comment concurred
in the propnaal so far as It would apply to cases where the Federal Alr Surgeon does not
bave authority in any event to consider special lssue of medical certificates (cases e2-
tluded from §67.10). It waa asserted that the proposed amendments would improperly
tend to shift the Fedéral Alr Surgeon'a authority to make impnrtant docisions in the
medical certification area to Regional Flight Surgeons; abrogate the Jenlal authority
of the Federal Alr Surgeon: and result in a Jack of oniformity in the application of
medical standards. The first and second assertions display needliess apprebension, sinte
the proposals would not affect the general policy making responibility of the Federal Alr
Surgeon, and the delegation to his representstives would mot deprive him of his own
autbority in the area. .
The assertion that a lack of uniformity might result, in the application of medical
standards in the certification process, baa pointed out an item susceptible of controversy,
with strong arguments on each side. As stated in Not'ce 05-41, the proposal was in
keeping with the Agency's policy of decentralization, and would foster a lessening of the
delays Incident to geographic distances and neediess duplication of activity. However,
it 15 recognized that the assertion may have merit, In this highly specialised fleld of
medicine where various individuala may concelvably have different interpretations of &
-l-lnn st of medical facts.
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After car¢ft considerstion of all jssues Involved, the Agency bas concluded that,
in view of this argument against the proposed change. it is doudbtful that the action
would preserve the maintenance of aniformity in the application of medical standards.
and its adoption In full is inappropriate at (his time. Therefors, the Agency bas droppec
this proposed change 80 far as it partains to cases In which ths Federal Air Surgeon has
author!ty onder Part 67 to override a denial of 8 medica. certificate. However, in certain
areas listed in § 67.19(4), the regulations do not allow the Federal Alr Surgeon to isaue
maedical certificates specially to applicants with estahlished inability to meet the apnlicable
medical standards. In these aress the Federal Alr Surgeon has no alternative but to
corirm the denial action of his representatives, although he of course provides guide-lines
to aviation medical examiners for the application of the medical standarca In all cases.
The areas Invoive established medical history or clinical dlagnosis of: (1) myocardial
infarction, or angina pectoris or other evidence of coronary heart diesase that the Federal
Alr Surge>n finde wAY reasonably be expected to lead to myocardial infarction; (2) a
character or behavior disorder that Is severe enough to have repeatedly manifested itself
by overt acts, a peychotic disorder, chron’ - alecohclism. drug addiction, eplieps,, or 8 dis-
turbance of consclousness withou® sat!s:actory medical explanation of the cauwe’ -..0
(2° diabetes mellf.us that requires insi..sr. or any other hypog'ycemic dr g or control.
In Ous, app: viiistely 019 and In 1065 approximately 062 csser were ‘efarreq to the
Federal Al Buzeon for further review, Of these, 35 cases In 1964 and 316 cases In 1963,
or abotu one-talce: 4f w!) of the canes so referred. involved denials of medical certificates
in -ne arear fucribed, and the Federsl Alr Surgeon routinely afirmed the denials, as
wquired The delegation of final Agency denis] authority to represen’>(ives in these
cases will spare the applicants, as well as the government, great exp...se and usel’ss
effort. These amendments therefore adopt the proposal made in Notice 85-41, to the
extent indicated, and as a result greater and faster service will be pro='ded to applicants.
After an opportunity to evaluate operatirnal experier. ~ under this limited delegation
of duthority, the Administrator may later delegate full authority to his representative
at the Aeromedicul Oertification Rranch. Okiahoma City, to finally reconsider all iz
ances and denisls of medical certificates by avistion medical examiners.

It should de noted, In connection w.th this limited delegation of authority, that the
Federal Alr Surqeon and his representatives within the Agency n~t only retain author!'y
to finally reconsider denisls of medicsi certificates except In the situationa listed sbove,
but also kave authority ur- the’. swn Initiative to rec  “4er issuances of medical cer-
tificates by aviation medi:al exsiainers. In this manner, cases Involving novel or im-
portant features may be inquired into by the highest medical authority of the Agenry,
even where certificates have been lssued, as ontemplated by swbeection 814{b) of the
Federal Aviailon Act of 1958

One cominent ssseried that uny attempt by the Agency to reverse the lsgue of a
medical certificate by an aviation medical examiner, without compliance with section 800
of the Pederal Avistion Act of 1038, would be invalid, as well as undesirable. Seversl
other comments aly pointed out that the hurden of proof is the Administrator’s uncer
sction 000, whereas this burden Is the applicant's under section 602 of the Act. Sub-
section 514(b) of the Act empswers the Administrator to “reconslder” either the denfal
or fssuance of a medical certificate by an aviation medical examiner. It is the Agency's
position that when the Administrator exercises that power to correct an error committed
by & private person in the exercise of delexatcd authority (where the aviation medical
examiner shovld have taken a different course of action based upon the information avall-
able to bim when be fssued the medical certificate) the airman must rely upon his rights
unde. sction 002 of the Act If he is dissatisfied. In such a case, a8 “reexamination” under
ssction 600 of the \ct is Dot necessary. The position of the Agency is clarified In thess
amendments by ad.ing a proviaion In § 6T.25(h) that any action taken by the Federal Alr
Burgeoh or his autherised r presentative within the Agency under subsection 814(h) of
the Act that reverses, vholly or In part, the issue of a medical certificate by an sviation
medical examiner is t.  denial of a certificate by the Administrator under section 002
of the Act.

The proposal to require surrender, upon request, of a medical certificate whose lasue
i revernud or otherwise changed, upon reconsiderstion, was generally supported hy the
comments receivod. Two comments expressed concerr: that this would permit arbitrary
deprival of & certificats 'oqally . Jlowever, as stated in Notice 6541, the obligation
is Imposed with respect to a that has been founa to have been issued to an
applicant who In fact doss not meet the applicahls standards, and the Agency considers
this a reasonable requirement In order to protect against the use of the cx.tificate.
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Io each of these reconsideration provisions. the action taken by the Federal Afr
Burgeon or uis re nesentative within the Agency is described as one to “wholly or partly
reverse” the iasue of the medical certificate. This laugusge 1s ose In order to make
clear that the p.ovisions concern action taken that is adverse to the applicant. It would
be clearly unressonable to provide that action taken upon reconsideration that is advan-
tageous to the applicant i3 the denial of a medical certificate.

Mcat of the comments received <cere not oppoxed to the proposal to reqoire the appll-
cant or certificate holder to furnish additional medical iInformation. Some comments
asrerted this authority could be exercised improperly to delve Into frrele===- matters.
Howerer, ag is plain from the provision, the purpose is to obtain additional medical fofor-
mation needed (o determine whethcr an applicant ix eligible to hold a medical certificate.

Interested persons have been afforded an npportunity to participate in the making
of these amendments, and due consideration has been given to all relevant matter pre-
sented.

1o ~ousideration of the foregoing. and for the reasqns stated In Notice 65—41, Part 67
of the Federal Aciation Regulations ix amended effective July 16, 1068,

These amendments nre made under the authority of sections 803(d), 313(a). 814(D),

601, 602. and 600 of the Federnl Aviation Act of 1838 (49 U.8.C. 18344. 1834, 1855(b), 1421,
1422, 1429).

Amendment 67-6

Special Issue of Medicul Certificates by Chief, Aeromedical
Certificution Branch, and Regional Flight Surgeons

Adopted: June 17, 1968 Effective: June 22, 1958
(Published in 33 ER 9253, June 22, 1968)

The purpese of thic amendment tu art 67 of the Federal Aciation Regulai’....” Ia
to discloce for the guidance of the public the officinie making the determinations requirea
under §67.18 for the fxsne of u medical certiiunte to an applicant who does not meet
*he applicable medical standards.

Section G7.19 provides for the jcme of ;1 medica) certifiente of the appropriate clasx
to an applicant swho does uot meer the medienl standarils of Part 67 (other than ceritin
Jecified requirements). Under the providonx of that ssction the Federal Alr Surgeon
determines whether special medienl testing or svaluntion should be conducted to issue n
meq:cal certificnte with appronriate Hmitatiohx to an applicnnt.  This awendment shows
that the Chief. Aeromedicnl Certification Rranch. Cicil Aeromedical Institute. and
Regional Flight Susgeone will now hare the same authority.

Since th!s amendment ix procedural tn nature. notice and public procedure thereon
are not required and It nay be nuule effective ln les~ than 30 days after publieation.

In considerntion of the forezing. §67.19 f the Federal Avintion Regulations is
amended. effective June 22, 1Mi8. by hiserilug 5 pew fnrazraph (e).

This amendment 's junde under the authority of sections 303(d). 818¢n). M. and
GO2 of the Fede. 1l Aviation Act of 108 (40 U.S.°. 1844, 1854, 1421, 3422),

Amendment 67-7
Reconsideration of Certification Actions
Adopted: Janvary 2, 1569 Effeciive: February 8, 1969
(Published in 34 F.R. 248, Jenvery 8, 1969)

The pr -~ » of thix amendment to Part G7 of the Federal Aviation Terulations ix
to provide certain FAA official mny on their awn tnitlative veverse tae {xauance of
a medical certificnte by an uvintion wedienl examfuer, withisn G0 days afier rece!ving ad-
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ditional medical information establishing the noneligibllity of the holder of ti._t certifl-
cate, when that information waa requested within 6C daya of issuance.

Thia amendment waa proposed in Notice 85-14, and published in the Federal Register
on July 10, 1968 (38 F.R. 8003).

Four public commenta were received on the Notice, three of which concurred In the
proposal or ~ffered Do objections. One comment objected to th¢ proposal, asserting that
it would be unfair to keep the airman in a atate of suspense for any longer period of
time because of FAA “inefliciencies”. However, this comment falled to recognige that
in many cases the need for more time atems from delays of the airm<n In providing
peeded medical information to establish hia eligibility or noneligibllity for a medical
certificate. Aa stated In the Notice, £67.25(b), aa amended by Amendment 67-5, effective
July 16, 1080, contains & 60-day time limitation within which FAA officials may recon-
alder and reverse the issuance of 2 medical certificate by an aviation medical examinsr.
However, although the reconaideration may Indicate the need for additional medical
icformation to deteriwine whether an error was made by an aviation medical examiner,
the authority of the FAA official to fully reconsider the case and reverse the issuance of
the certificate, If necessary, could oe effectively defeated by the faflure (or delay) of the
holder of the medical certificate to respond to the request for additional medical informa-
tion within 00 days from the date the certificate waa ixsued. This could allow operation
of alrcraft by ajrmen wlose physical qualifications have not been fully determined. and.
if necessary, require resort to action, under section 608 ~f the Federal Aviation Act to
prevent the airman from further operation of an aircraft until a determination can be
made that he can do so safely.

Sinre the term “medical Infornintion” as used in §67.81—Aledical Records (under
which information is requeated) Includes the results of “medical testing”, the latter term
is not used In the amended rule aithough it was used in the Notice. Also, the amenda-
tory .anguage has been rearranged for the purpose of clarification. but without change
In meaning.

In consideration of the foregoing. the third gentence of paragraph (b) of $67.25 of
the Federal Arciation Regulationt is atricken out. and two new sentences are insorted in
place thereof, effective Fehruary 8. 1969

This amendment 1= {ssued under the authority of sections 808(d). 318(a), {.1. and
602 of the Federal Aviation Act of 1873 (49 U.87. 1844, 1354(a). 1421, 1422, and of
section 8(c) of the Department of Transportation Act (40 U.8.C. 1655(c)).

Amendment 67-8

Changes in Refe ances to FAA Regulations,
Position Title, and Certain Addresses

Adopted: August 27, 1970 Effective: September 4, 1970

(Published in 35 P.R. 14074, September 4, 1970)

The purpose of these amendments to Paitx 61, 08, 65 67, 141, and 143 of the
Federal Aviation Regulation~ Ix to reflect in Partr G5 and 141 appropriate references
t. Part 430 of the Regulationx of the National Transportation Safet, Roard: reflect in
Part 67 an orgunizationn! change In the title of the FAA Assistant Adm.nistrator to
FAA Regiona) Director. and npdate several references in the Regulations to the ad:
dresses to ‘fhich applications for replacement of lost or destroyed certificates und cer
tatn other commmnications with the FAA are sent. These amendments also correct an
inadvertent error made in a recent amendment to Part 65.

On April 1, 1807, the avintion safety functions of the Ciril Aeronautics Roard
under Titlex V] and VI1 of the Federal Aviation Act of 1858 were transferred to the
National Transportation Safcly Roard (40 U.8.C. 1851 et seq.). Thereafter the Board
issued Part 430 of ity Regulationx pertaining to aircraft accidents, incidents, overdue
alrcraft, anc safety juvestigations, effective November 10, 1900 (34 F.R. 15749). Theee
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amendments accordingly change the references in Parts 65 and 143 to Part 430 of the
Reeulntions of the National Transportr:ion Safety Board insten] of to Part 820 of the
Reg ations of the Civil Aeronautics Board.

The organizational title of FAA Assistant Adminiatrator has been changed to FAA
P yional Director, and thia change is reflected in the amendments to Part 7.

The addition of “Department f Transportation” and box numbers and zip codes
to addresses found In Parta 61, 63, 65, 67, and 143 serve to clarify and modernise mail-
ing addresses to which applications for loat or destroyed certificates and certain other
communications with the FAA are sent.

In Notice 70~12 (35 F.R. 4862) it wss proposed that an air trafic contro) operator
should not bhe authorized to lssue air traffic control clearances fc* IFR flight without
authorization from. the appropriate air route traffic control cent=r In Issuing /umend-
ment 65-(3 pursuant thereto (35 F.R. 12326) it was stated that a tower may be under
the Jurisdiction of some facility other than an air route traffic control center, and that
thereforc the general phrase of reference “facility exerclaing IFR control” would be
used. However, In the ame..ded §65.45(h) the phrase “air traffic control” was inad-
vertently used inatead of “IFR control.” These amendments correct that inadvertente
hy replacing “'air traffic control” with “IFR control.”

Notice and puhlic procedure hereon are not required aince these amendments merely
reflect changes of law and procedures as well aa the correction of an inadvertent clerical
error, and they may therefore he made effective in less than 30 days.

In considerstion of the foregoing, Parts 61, 63, 635, 67, 141 and 143 cf the Fe”sral
Aviation Reguistions are amended, effective September 4, 1970.

(Sectiona 313(a). G02, 008 of the Federal Aviation Act of 1958: 49 U.8.C. 1354(a),
1422. 142R.  Section 6(c) of the Derirtment of Transportation Act: 49 U.8.C. 1635(c)).

Notz: Corrections to pnsition title In Section 67.28(a) and (b) are incorporated
in the original printing of tLis bas!c volume.

Amendment 67-9

Revised Terminology and Separation of Disqualifying Mental and
Neurologic Conditions

Adopted: February 14, 1972 Effective: Agril 26, 1972

(Published in 37 P.R. 4071, Febrvery 24, 1972)

The purpose of these amendments to Part 67 of the Federal Aviation Regulationa
s (1) to revise the terminology used to denoie mental and neurologic conditions that
disqualify applicants for medical certificates, to conform with current nsage .n the
medical profession: and (2) to separate what have heen termed “nervoua system”
conditions intc mental and neurdlogic disorders aa two distinct groups ¢f disqua'ifying
conditions. .

Interested persons have heen afforded an opportunity to participate in the making
of these amendments hy a notice of proposed rule making (Notice 71-30) issued on
Septembe 28, 1971, and published in the Federal Register on October 5, 1971 (36 F.R.
19386). Due consideration h~s been given to all commenta presented in response to
that Notlice.

Two public conments were received in response to the Notice. Each was from an
aviation trade assoclation, and each concurred in the proposed amendments.

As stated in the Notice, a dispsrity han existed between the terminology used in
the standards involving mental disorders and currently accepted Dsychiatric te minology.
AR a result, difficulty haa existed in applying the latter terminology to these mental
disabilities although the basic defini‘lons have remained essentially nnchanged. To
avold the recurrence of these difficulties, particularly in enforcement actions, and to
update the regulations, these smendments revise the terminoloxy describing the mental
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requirements. as propose” n the Notice. tn conforin with the terminalogy generally used
byx specialists in that hranch of medicine as contained In the Manual published hy the
American Psychiatric Associntion. “Diagnoxtic and Rtatisticn]l Manual of Mental Dis-
orders (second edition 10R) * It ix intended that uxe of that terminology will reduce
confusion and amhigui*y in the uxe and application of pexchiatric terms by enunierating
and defining disqualifying mental dixorders in conformity with the terminology used in
the current practice of peychintry

The proporcd changes were reviewed and approved hy a committee of the American
Paychiatric Association. and that committee Indicated that the changes may he con-
sidered emmentially semantic

Additionally. as propomed. these amendments wepnrate “mental condition™ and
“neurologic condition” under the approprinte mectionx of Part 67 to clarify the applicahle
standards. Ax well a« to recopnize & division in profesxional spe -ialization in disorders of
a mentnl or neurologic nature 1t ix anticij.ated that thix separation will alsn facilitate
the gathering and Analysix of statistical information relating to airman Applicants who
have heen ixsued or denied medical certificatex where r.ental or neurologic histories or
conditions are con~erned Ax the neuralogic terminalogy previouely used in acceptable.
no change is made in the enumeration of dirqualifying nearalogic dizorders.

In consideration of the foregoing. 'art 67 of the Federal Aviation Regulations is
amended. effective April 2G, 1072

(Rections 313(a). 001. and 002 of the Federal Aviation Act of 185%: 49 U.8.C.
1854(a). 1421, 1422 Section 6(c) of the Department of Transportation Act: 40 U.8~7.
1855(c) ).

Amendment 67-10

Visual Acuity Requirements for Medical Certificates;
Use of Contact Lenses

Adopt xd: October 12, 1976 Effective: December 21, 1976

(Published in 41 F.R. 46432, October 21, 1976)

The purpose of thiz ainendment to Part 67 of the Federas] Aviation Regulations is to
permit the use of contact lenses (8x well ax eve xlasses) to satisfy the distant visual
acuity requirement of Part 67.

Intereated persons have leel, afforded an opportunity to participate in the making
of this amendment Iy & Notice of Proposed Rulemaking (Notice No. 75-88) fssued on
September 2, 1975, and published in the Federal Register on September 10, 1975, (40 F.R.
42024). Du~ ~onsideration hax heen given to all comments ~ecelred In response to that
Notice,

Notice No. 73-38 war iasued In response to a petition for rulemaking suhmitted
by the Aircraft Owners and Pilots Associatior (AOFPA) by lette dated March 8, 1074,
AOPA petitioned for amendment of the medical standards of Part 67, specifically to
authorize the use of contact lenses for meeting visual requirements for all clases of
airman medicai certificater. In support of ita petition, AOPA contented that experience
shows that the use of contact lenaes produces no sudden unpredictahle hazards to filght,
and that once In place, & contact lens is not easily dialodged. AOPA alno pointed out
that In some situationa contact lenaes are superior to glaseen hecause they do not ohetruct
the peripheral visual field as do spectacle frames, and further that contact-lena use Is
more compatihle with the wesring of certain protective equipment.

The FAA has recomnised the Increasing popularity and use of contact lenses In the
United States, and certain advantagen of these lenses over mpectaclen. While the medical
standards of Part 67 of the Federal Aviation Regulations specifically provide that ac-
ceptahle vision correction shall he achieved through the use of glasen, Rtatements o’
Demonstrated Ahllity (special insuances) have heen Imsued tc applicanta pursuant to
§67.19 of the Federal Aviation Regulationn, permitting the use of contact lenses to .o




247

rect distant visual aculty. “‘ontact lenses that correct near visual acuity have not been
cunldered acevptable for aviation duties. To date, these special issuances have been
granted only upon gubmission »f detalled reporta hy eye specialists and after review of
thowe reports by FAA medical persounel. Thia administrative procedure has frequently
deluyed the initial medical certification of applcants who wish to wear contact lenses to
mevt dintant +isual aculty standarca.

Ax pointed out In Notice 75-88, FAA experience indicates that, these evaluation
reports hiave had Hmited value n uncovering aignificant pathology or evidence of com-
plicationx that would eontraindicate the ume of contact lensex in the performance of
aviation dutles. In addition, the agency Is unaware of any accidanta or incidenta In
which the use of contact lenses hy airmen was a contrihuting factor.

One hundred thirty-seven comimenta were received in response to thia proposal.
Most of the comments received were favorahie, five expressed no opinion, and one opponed
the proposed amendment. The comment n oppoaition to the proposal stated that the
posaibiiity of dislndgement of lensen might adversely affect mafety.

fevera. commentators suggested that contact lens wegrern he reguired to carry
“hackup” glassex te repiace thelr contact lenmes in the event the letinen are dislodged
Anrinz operation of an alreraft.

In developing Notlce No 75-88 the FAA considered requiring contact iens wearers
to carty an extra pafr of contact fenser or glasser while performing alrman dutiex. The
FAA enncluded. however, that the fikelthaod of losing one or hoth lenser during fight
was ot of sufficlent magnitnde to warrant such a requirement. Morveover, it was notec
that should an individual lose one fens and attempt to improve vialon with “backup”
glasses, he would most likely have to remove the remaining lenn and that under an)
circumstances. enrneal molding from the lena would not permt't full interchanze of
lenwes nnd glasses.  Furthermore, if »  _.a war lost during a critical phase of ht,
there wonld be nn opportinity to repiace the fena with a “hackup” contact Jena and the
alrman ndght he hetter off under t™one clreumstancen with only one lena in place,

The FAA has determined that the Quention of whether the alrman should routinely
€arry A spare wet of lensex (contact lennes or glasars), may he Jeft to the Individual
withort adverselv affecting aviption mafety. It ahould be noted that pressnit remilationn
do not reqiire “hackup™ glasses when klansex are needed to meet the visual acuity stand-
Ards. even though glassen niav he mirplaced or dropped, Just as with contact lennes,
Ther: hae wen no indication that the ahsence of mich a requirement has In any way
eompromised safety,

Additionally. sevoral commentators stated that offects of corncal molding from
Wearing contact lensex may create diffienities In Arseraing an applicant’s uncorrected din-
tant visnal aculty at the time of sxamination. The commentators pointed out that mich
clr nmetanoes enuld interfere with the appropriate application of exinting viml acnity
standards that require applicants for firet- and second-clase medical certificates to have
dirtant visual acuity of at least 207100 in each eye separstely, without correction.

The FAA helleven that this potential problem doer nnt reanire regulatory action nt
thix time  Desiziated Aviation Medical Examiners will he provided muidelines for the
evalnation and testing of applicants who wear oontact lensen,

An applicant whose uncorreeted visnal Acuity is substantislly affocted by recent use
of contaet Jennen will he advised 0ot to wear the lenen for a period of time and then
will he re-examined.

Tue FAA believen that the 1me of contact lenmen to arrect distant visual aenity will
not adverselv affect safety, and that the administrative delay experienced by applicanta
In ohtaining specinl Insnances nnder § 87.19 wild he avolded hy amending Part 67 to permit
the nse of (ontact lennes as well an eye glasnen,

These anicndmenta are made nnder the anthority of acctiona 818(a), 6N and M2
of the Federal Aviation Act of 1088 (4D T".R.C. 18%4, 1421, and 1422) and section 6(c)
of the Nepartment of Transportation Act (40 U.R.C. 1008(cH).

In conalderation of the foregoing, §8 67.18(h) (1), GT.A8(h) (1) and 67.17(h) (1) of
PArt 67 of the Federal Aviation Regulations are amended effective December 21, 1976,
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Part 67—Medical Standards and Certification

Subpart A—General

§ 67.1  Applicability.

This subpart prescribes the medical stand-
ards for issuing medical certificates for air-
men.

$67.11 lssve.

An applicant who meeta the medical stand-
ards prescribed in this Part, based on medical
examination and evaluation of his history and
condition is entitled to an apnropriate medical
certifi ate.

$67.13 First-closs medical certificate.

{a) To be eligible for 8 first-class medical
certificate, an applicant must meet the require-
ments of paragraphs (b) through (f) of this
section.

[(h) Eye:

[(1) Distant visual acnity of 20/20 or het-
ter in each eve sepnrately. without cor-
rection; or of at least 20/100 in esch eye
separately corrected to 20/20 or better with
corrective lenses (glasses or contact lennes)
1n which case the applicant m~y he qualified
only on the condition that he wears those
corrective lenses while exercising the privi-
lege« of hic airman certificate.]

(2) Near vision of au least v=1.00 at 18
inches with each eye separately, with or
without coi rective glasses.

(3) Normal color vision.
(4) Normal fields of vision.

(5) No acute or chronic pathological con-
dition of either eye or adenexae that might
interfere with its proper function, might
progress to that degree, or might be aggra-
vated by flying

Ch * (Amdr 67-10, BN 12/21/78

(6) Bifoveal fixation and vergencephoria
relationship sufficient to prevent a break in
fusion under conditions that may reasonably
occur in performing airman duties.

Tests for the factors named in subparagraph
(6) of this paragraph are not required except
for applicants found to Lave more than one
prism diopter of hyperphoris, six prism diop-
lers of esophoria, or six prism diopters of
sxophoria. If these values are exceeded, the
Feders] Air Surgeon may require the applicant
to be examined by a qualified eye specialist to
determine if there is bifoveal fixation and ade-
quate vergencephoria relationship. However,
if the applicant is otherwise qualified, he is
entitled to a medical certificate pending the
results of the examination.

(c) Ear, nose. throat, and equilibrium:
(1) Ability to—

(i) Hear the whispered voice at a dis-
tance of at least 20 feet with esch ear sepa-
rately: or

(ii) Demonstrate a hearing acuity of at
least 50 percent of normal in each ear
throughout the effective speech and radio
range as shown by & standard audiometer.

(2} No acute or chronic disease of the
middle or internal ear.

(3) No disease of the mastoid.

(4) No unhealed (urclosed) perforation
of the eardrum.

(5) No disense or malformation of the
noee or throat that might interfere with, or
be aggravated by, flving.

(6) No disturbance in equilibrium.

(d) Mental and neurologic:

(1) Mental.

(i) No established medical history or
clinical dingmosis of any of the following:

1
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MEDICAL 8TANDARDS AND CERTIFICATION PART ¢7

fa) A personality disorder that 1s
severe enough to have repeatedly mam-
fested itself by overt acts.

(b) A psychosis.

(e} Alcoholism. As used in this
section, “alcoholism™ means a condition
in which a person’s intake of alcohol is
great enough to damage his physical
health or personal or socia] functioning,
or when alcoliol has become a pre-
requisite to lns normal functioning,

(d) Drug dependence. As used in
this section, “drug dependence” means
a condition n which a person is ad-
dicted to or dependent on drugs other
than alcohol, tobacco, or ordinary
cafleine-containing beverages, as evi-
denced by habitual use or a clear sense
of need for the drug.

(n) No other personality disorder.
nsurosis, or mental condition that the
Federal Air Surgeon finds—

(a) Makes the applicant unable to
safely perform the duties or exercise the
privileges of the airman certificate that
he holds or for which he is applying: or

b) May reasonably be expected,
within two venrs after the finaing. to
make him unable to perform those
duties or exercise those privileges;

and the findings are based on the cnse his-

tory and appropriate, qualified, medical
judgment relating to the condition involved

(2) Neurologic.

(i) No established medical history or
chnical diagnosis of either of the follow-
ing:

(a) Epilepsy.

(5) A disturbance of consciousness
without satisfactory medical explana-
tion of the cause.

(ii) No other convulsive disorder,
disturbance of consciousness, or neurologic
condition that the Federal Air Surgeon
finds—

(a) Makes the applicant unable to
safely perform the duties or gxercise the
privileges of the ai. man certificate that
he holds or for which he is applying; or

L) May reasonally be expected,
within two years after the finding, to
make liim unable to perform tlioss
duties or exercise tiiose privileges;

and the findings sre based on the case his-
tory and appropriate, qualified, medical
judgment’ relating to the condition -
volied.
(e) Cardiwrascular:
(1) No established medical history or
chinieal diagnosis of —
(1) Myocardial infarction. or
(11) Angina pectoria or other evidence
of coronary heart disease that the Federal
Air Surgeon finds mny reasonably be ex-
pected to lead to myocardisl in‘arction,

(2) If the applicant haa passed his thirty.
fifth birthday but not his fortieth, he must,
on the first examination after his thirty-fifth
birthday, show an absence of myocardial in.
farction on electrocardiographic examina.
tion,

(3) If the applicant has passed hia for-
tieth birthday, he must annually show an
absence of myocardial infarction on electro-
cardiographic examination.

(4) Unless the adjusted maximum read-
ings apply, tho applicant’s reclining blood
pressure may not be more than the maxi-
mum reading for hia age group in the fol-
lowing table:

f

Meximum readings | A0/0a1od mavimum

Are readings {recliining
(reciining hi-nd
[ Group presayre In mm blend preseure

’ Inmm)!

Arstotic | Diastalic [ Kystadic | Dinstaits

20-29 140 8

20-39 143 2 158 L]
049 133 [ 18 100
50 and

over l 100 o8 170 100

'Munﬂmﬂnl-u”mndmvnu
reclining blosd prossurs is mere than the maximem
reading for Mo age STeup and whee eardiac and

hidney after
ezamingtion, ara (ound 1o be Normal

(8) If the applicant is at least 40 years of
age, he must show a degres of circulatory
efficiency that ia compatible with the safe
operation of aixcraft at high altitudes.
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An  electrocardiogram, made according to
acceptable standards and techniques within
the 90 dnys before an examuination for a first-
class cert:ficate, 1s accepted at the time of the
phasical examiration As meeting the require
ments of subparagraphs (2) and (3) of this
paragraph.

(£} General medical condition:

(1) No established medical history or
chnical diagnosis of diabetes mellitus that
requires msulin or any other hypoglycemic
drug for control.

(2) No other organic, functional, or struc-
tural disease, defect, or hmitation that the
Federal Air Surgeon finds—

(i) Makes the applicant unable to safely
perform the duties or exercise the privileges
of the nirman certificate that he holds or for
which he is applying: or

(i1) May reasonably be expected, within
two years after the inding, to make him un-
able to perform those duties or exercise
those privileges:

and the findings are based on the case history
and appropriate, qualified, medical judgment
relating to the condition involved.

§$67.15 Second-closs medical certificate.

(a) To be eligible for a second-class medical
certificate, an applicant must meet the reauire-
ments of paragraphs (b} through (f) of this
section

L Eyr.

[(1) ictant visual acmt;. of 20/20 or het-
ter 10 each eye wparntely. withont correc-
fion: or of at lenst 20/100 in each e)e
wparately colrected to 20/20 or hetter with
cotrective lences (glasses or contact lenses).
10 which case the applieant may be qualified
only on the condition that l.e wears those
corrective lences while evercicing the privi-
legzes of his airmsn certificate J

(2) Enough accommodation to pass a test
prescrihed hy the Administrator based pri-
marily on ability to read official aeronauti-
cal maps.

(3) Normal fields of vision.

(4) No pathology of the eye.

' (Amdr R7-10. B 12/21/7R)
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(5) Ability to distinguish aviation signal
red, aviation signal green, and white.

(6) Bifoveal fixation and vergencephoria
relationship suficient to prevent a break in
fusion under conditions that may reasonably
occur in performing airmau duties.

Tests for the factors named in subpars-
graph (6) of this paragraph are not required
except for applicants found to have more than
one prism diopter of hyperphoris, six prism
diopters of esophoria, or six prism diopters of
exophorin. If these values are exceeded, the
Federal Air Surgeon may require the appli-
cant to be examined by a qualified eye specialist
to determine if there is bifoves] fixation and
adequate vergencephoria relationship. How-
ever, if the applicant is otherwise qualified, he
is entitled to & medical certificate pending the
results of the examination.
(c) Ear. nose, throat, and equilibrium:

(1) Ability to hear the whispered voice at
8 feet with each ear separately.

(2) No acute or chronic disexse of the
middle or internal ear.

(3) No disease of the mastoid.

(4) No unhealed (unclosed) perforation
of the eardrum.

(5) No disease or malformation of the
nose or throat that might interfere t:ilh, or
be aggrevated by, flying.

(6) No disturbance in equilibrium.

(d) Mental and neurologic:
(1) Mental.
(i) No established medical history or
clinical diagmosis of any of the following:
7a) A personality disorder that is
severe enongh to have repeatedly mani-
fested itself by overt acts.

(b) A psychosis.

(c) Alcoholism. As used in this
saction, “alcoholism” means a condition
1 which a person's intake of aleohol is
great enough to damage his physical
health or personal or social functioning,
or when alcohol has become a pre-
requisite to his normal functioning.
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(9) Drg dependence. As used 1n
this section, “drug dependence” means
8 condition in wlich u person is ad-
dicted to or dependent on drugs other
than alcohol, tobacco, or ordinary
cafleine-contmining  beverages, o5 evi-
denced by labitunl vise or a clear sense
of need for the drug.

(1) No  other personalit disorder,
neurosis. or mental condition that the
Federal Aur Surpeon finds—

ra) Makes the appheant unable to
safely perform the duties or exercise the
Privileges of the mirman certificate that
he holds or for which he is apphung: or

b) May reasonably be expected.
within two yvears after the Snding. to
rake him unshle to perform those
duties or exercise those privileges:

and the findings are baged on the cnse his-

tory and appropriate. quahfied. medical

judgment relating to the condition involved.
(2) Neurologic

(1) No established medical history or
ehinical dingmoms of either of the follow-
ng-

fa) Epilepsy,

rk) A disturbance of conscionsness
without satisfactors medical explana.
tion of the cause.

(ii) No other convulsive disorder.
disturbance of conscionsness. or nenrolognc
condition that the Federnl Air Surgeon
finds—

() Makes the applicant unahle to
safely perform the duties or exervise the
privileges of the airman certificate that
he holda or for which he ia applyng: or

rb) May reasonably be expected,
within two vears after the finding, to
make him unable to perform those
duties or exercise those privileges;

and the findings are based on the <08 hia-
tory and appropriate, qualified, medical
judgment relating to the condition in-
volved.
(a) Cardiovascular

(1) No established medical

history or
chnical diagnosia of—

PART 07

(1) Myocardinl infarction; or

()} Angma pectoria or other evidence
of coronary heart disense that the Federal
Air Surgeon finds niay rensonably be ex-
pected to lcud to myocardinl mfaretion,

(f) General medical condition :

(1) No est-iished medical history or
chnical dingnosis of dinbetes melhtus that
requires insulin or any other hypoglyvcemic
drug for control.

(2) No other organic, functional, or struc-
tural disense, defect. or limitation that the
Federnl Air Surgeon finda—

(i) Makes the applicant unable to safely
perform the dutiea or exercise the priv-
ileges of the airman certificate that he
holds or for which he ia applying: or

(ii) May reasonsbly be expected, within
2 years after the finding to make him
unable to perform those duties or exercise
those privileges:

and the findings are based on the case history
and appropriste, qualified, medica) judgment
relating to the condition involved.

§067.17  Third-clasa modice! corificate.

(n) To he ehgible for n thind-clase medical
certificate. an applicaut minst meet the require.
ments of parngraphs 1) throngh (f) of this
section.

L) Eye:

£(1) Diaant vieal acinty of 20 30 or bet-
ter 1n each eye separately. without correc-
tion; or if the vision in either or both exes
1+ paorer than 20 750 and is corrected to 20 %0
or lictter in each exe with corrective loneos
(glares 01 contact lenses). the appheant
may be qualified on the condition that he
wears those corrective lenmes while exercis.
ing the privileges of hia airman certificare.]

(2) No sericus patholoy of the aye.

(3) Ability to distinguish aviation signal
red, avistion aignal green, and white.
(c) Ears. nose. throat. and equilibrium :

(1) Ability to hear the whispered voice at
3 foet.

(2) No acute or chroaic dissase of the
internal ear.

Ch ) tAmdt 67-10, I 12/01/7¢)
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(8) No disease or malformation of the
nose or throat that might interfere with, or
be aggrnyated by, flying.

(4) No disturbance in equlibrium.

(d) Mental and neurologic :

(1) Mental.

(i) No established :1edical history or
clinical diagnosis of any of the following:

fa) A persomnlity disorder that is
severe enongh to have repeatedly mani-
fested itself by overt acts.

(b) A psychosis.

(c) Alcoholism. As used in this
section, “alcoholism™ means a condition
in which a person’s intake of aicohol is
great enough to damape his physical
health or personal or social functioning,
or wher. alcohol has become a pre.
requisite to his normal functioning.

¢d) Drg dependence. As nsed in

this section, “drug dependence” means
a condition in which a person is ad-
dicted to or dependent on drugs other
than alcohol, tobacco, or ordinary
cafleine-containing beverages, ar evi-
denced by habitnal use or a clear sense
of need for the drug.

(ii) No other personality disorder.
neurosis, or mental condition that the
Federal Air Surgeon finds—

(a) Makes the applicant nnable to
safely perform the duties or exercise the
privileges of the airman certificate that
he holds or for ~hich he is applying; or

(%) May reasonably be expected,
within two years after the finding, to
make him unable to perform those
duties or exercise those privileges;

and the findings are based on the case his-
tory and appropriate, qualified, medical
judgment. relating to the condition involved.

(2) Neurologic.

(i) No estsblished medical history or

f:]inicnl diagnosis of either of the follow-

(a) Epilepsy.

(4) A disturbance of consciousness
without satisfactory medical explans-
tion of the gause.

Q
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(ii) No other convulsive disorder,
disturbance of wunsciousness, or neurologic
condition that the Federal Air Surge .
finde—

(a) Makes the applicant unable to
safely perform the duties or exercise
the privileges of thi, airman certificate
that he holds or for which he is
spplying; or

(5) May reasonably be expected,
within two years ufter the finding, to
make him unable to perform thoee
duties or exercise those privileges;

and the findings are based on the case
history and sppropriate. qualified, medical
judgment relating to the condition in.
volved.
(e) Cardivrascular:

{1) No established medical history or
clinien] diagnosis of—

(1) Myocardial infraction; or

(ii) Anginn pectoris or other evidence
of coronary heart disense that the Fed-
eral Air Surgeon finds may rensonably
be expected to lead to myocardial infarc-
tion.

(f) Beneral medical condition:

(1) No established medical history or
clinical disgnosis of diabetes mellitus that
requires insulin or any other hypoglycemic
drug for control;

(2) No other orgnnic, functional or strue-
tura]l disease, defect, or limitation that the
Federal Air Surgeon finds—

(i) Makes the applicant unable to safely
perform the duties or exercise the priv-
ileges of the airman certificate that he
holds or for which he is applying; or

(ii) May reasonably be expected, within
2 years after the inding, to maks him
unable to perform those duties or exercise
those privileges;

and the findings are based on the case history
and sppropriste, qualified, medical judgment
relating to the condition involved.

§67.19  Special Issva: aperotiena! limitat
(a) A medical certificate of the appropriate
olass may be issued to an applicant who does
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not meet the medical standards of this Pert,
under the following procedures:

(1) The Federal Air Su:geon may n his
discretion find that a specia] medical fight
or practical test, or special medioal evalua-
tion, should be conducted to determine
whether the applicant can perform his duties
under the airman certificate he holds, or for
which he is applying, in & manner that will
not endanger safety m air commerce during
the period the certificate would be 1n force.
Upon such a finding, the Federal Air Sur-
geon authorizes the conduct of that test or
evaluation The Federal Air Surgeon may
also consider the applicant’s operations! ex-
perience fc. this parpose

(2) 1f the Federal Air Surgeon author-
1zes & procedure under subparagraph (1)
of this paragraph, the apphicant must show
to the satisfaction of the Federal Air Sur.
geon, by the prescribed procedure, that he
can perform those duties in the manner re-
ferred to in subparagraph (1) Upon such
s showing, the Federal Air Surgeon issues
to the applicant a medicsl certificate of the
appropriate class,

b) Any operational limitation on, or himit
o the duration of, a certificate issued under
this section that the Federal Air Surgeon
determines 15 needed for safety shall be speci-
fied on the airman or medical certificate held
by, or 1ssued to, the applicant.

(¢) An apphicant who has taken & practical
or fligh. test for s medical certificate under
this section, and who hcs had & medical certifi-
cate 1ssued to Jum under this section as a re-
sult of that test, need not take the test again
during later physical examinations unless the
Federal Air Surgeon determines that “is
physical deficiency hias become enough more
pronounced to require such an additional test.

(d) Except for air trafiz control tower
operators, this section does not apply to an
sppheant who fails to meet the requirements
of §§67.13(d)(1)(i), (d)(®)(i), (e)(1),
or (f)(1), 67.15(d)(1)(i), (d)(®)(i), (e),
or (f)(1), or 67.17(d)(1)(i), (d)(2)(i),
(e), or (£)(1). A medical certificate isgued
to an sir traffic control tower operator who

} El{l‘ic‘54’782 O - 86 -~ 9
\
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does not meet the requirements of any of those
sections 18 1alid only for performing an traffic
control tower operator duties.

(¢) The authority exercised by the Federal
Air Surgeon under paragraphs (a), (b), and
(c) of this section is also exercised by the
Chief, Aeromedical Certification Branch, Civil
Aeromedical Institute, and each Regional
Flight Surgeon.

§67.20 Applicetions, cortificates, logbeeks,
perts, and recerds: fuls!fication, re-
preduction, or elterati
(a) No person may make or cause to be
made—

(1) Any fraudulent or intentionally false

statenient on any application for a medical
certificate under this Part;

(2) Any fraudulent or intentionally false
entry in an) logbook, record, or report
that 18 required to be kept, made, or used,
to show comphiance with any requirement
for any medical certificate under this Part;

(8) Any reproduction, for fraudulent pur-
pose, of any medical certificate under this
Part; or

(4) Any alteration of any medical cer-
tificate under this Part.

(b) The commission by any person of au
act prohibited under paragraph (s) of this
section is s bams for suspending or revoking
any sirman, ground instructor, or medical
certificate or rating held by that person.

Subport B—Certification Procedures
§67.21  Applicability.

This subpart prescribes the general proce-
dures that apply to the issue of medical cer-
tificates for airmen.

§ 6723 Medical examinations: whe may give.

(n) First class. Any aviation medical ex-
sminer who is specifically designated for the
purpose may give the examination for the
first class certificate. Any interested person
may obtain s list of these aviation medical
examiners, in any ares, from the FAA Re.
gional Director of the region in which the
area is Jocated.
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(b) Second class and third class. Any avi-
ation medical examiner mny give the examina-
tion for the second or third class certificate.
Any interesied person may chtain & list of
aviation medical examincrs, in any ares, from
the FAA Regional Director of the region in
which the area is located.

§ 67.25 Delegation of authority.

(a) The authoricy of the Administrator,
under section 602 of the Federal Aviation «ct
of 10~ (40 T".8 C. 1422), to issue or deny
medical certificates is delegated to the Federal
Air $_.geon, to the extent Decessary to—

(1) Examine applicants for and holders
of medical certificates for compliance with
applicable niedical standards; and

(2) Tscue, renew, or deny medical certifi-
cates to applicants and holders based upon
compliance or noncompliance with appli-
cable medical stard1rs

Subject to limitations m this chapter, the
authority delegated in subparagraphs (1) and
(2) of this paragraph ia also delegated to
aviation medical examiners and to authorized
representatives of the Federal Air Surgeon
within the FAA.

(b) The authority of the Administrator.
under subsection 314(b) of the Federal Avi:
ation Act of 1058 (40 U.S.C. 1855(b)), to
reconsider the action of an avintion medical
examiner is delegnted to the Federal Air Sur-
geon. the Chief. Aeromedical Certification
Branch. Civil Aeromedical Institute. and each
Regional Flight Surgeon. Except where the
applicant does not meet the standards of
RRGTAB(MN (1)), (AN(2)(i), (e)(1), or
(N (1), 67.15(d) (1) (), (d)(2)(i), (e), or
(f) (1), or 67.17(d) (1) (i), (d)(2)(i), (e),
or (f)(1), an¥ nction taken under this para.
graph other than by the Federal Air Surgeon
is subject to reconsideration Ly the Federal
Air Surgeon.

A certificate issued by an aviation medical
examiner is considered to Le nffirmed as issued
unless an FAA officinl named in this para-
graph on his onn initintive reverses that issu-
ance within 60 days nfter the date of issuance.
Hovwever, if within 80 days after the dnte of

Q

RIC

MEDICAL STAXDARDS AND CERTIFICATION 7

issuance that official requests the certificate
hiolder to submit additional medical informa-
tion, he may on his own initiative reverse the
issuance withiu 60 days after he receives the
requested information.

(c) The authority of the Administrator,
under section 609 of the Federal Aviation Act
of 1958 (49 U.S.C. 1429), to re-examine any
civil airman, to the extent necessary to deter-
mine an airman’s qualification to continue to
hold an airman medical certificate, is delegated
to the Federal Air Surgeon and his authorized
representetives within the FAA.

§67.27 Denlal of medical coriificate.

(a) Any person who is denied a medical
certificate by an aviation medical examiner
may. within 30 days after the date of the
denial. apply in writing and in duplicate te
the Federal Air Surgeon. Attention: Chief,
Aero nedical Certification Branch, Civil Aero-
med gl Institute, Federal Avintion Admin-
istration, P.O. Box 26080, Oklahoma City,
Okla. 78125, for rzcomideution of that denial.
If he does not apply for reconsideration during
the 30 day period after the date of the denial,
he is considered to haye withdrawn his appli-
cation for a medical certificate.

(b) The denial of & medical certificate—

(1) By an aviation medical examiner is
not a denial by the Administrator under
section 602 of the Federal Aviation Act of
1958 (49 U.S.C. 1422);

(2) By the Federal Air Surgeon is con-
sidered to be a denial by the Administrator
under that section of the Act; and

(8) By the Chief. Aeromedical Certifi-
cation Branch, Cavil Aeromedical I~ stitute,
or a Regional Flight Surgeon - vonsidered
to be a denial by the Administrator under
that section of the Act where the applicant
does not meet the standards of §§67.18
(d)(N) (i)s (d)(2) (i), (e)(1), or (f)(1),
67.15(d) (1) (i), (d)(2) (i), (e), or (f)(1),
or 67.17(d)(1)(i), (d)(2)(i), (e), or
().

Any action taken under § 67.25(b) that wholly
or partly reverses the issue of a medical cer-
tificat by an viation medical examiner is the
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denial of 2 medical certificate under this pars.
graph (b).

(¢} If the issue of a medical certaficate 15
wholly or partly reversed upon reconsideration
by the Federal Air Surgeon. the Chief, Aero-
medical Certification Branch, Civil Aeromedi-
cal Institute. or a Regional Flight Surgeon,
the person holding that certificate ghall sur-
render 1t. upon request of the FAA.

$67.29 Medicol certificates by aenior fight
surgeons of Armed Ferces.

(8) The FAA has designated genior flight
aurgeons of the Armed Forces on specified
military posts, stations, and facilities, as avi-
ation medical examiners

{b) Anaviation medical examiner described
in paragraph (8) of this mection may give
Physical examinations to applicants for FAA
medical certificates who are on active duty or
who are, ynder Department of Defense medi-
cal programs, eligible for FAA medical cer-
tification as civil airmen. In addition, auch
N examiner ma) 1ssue or deny an appropriate
FAA medical certificate 1n accordance with the

regulations of this chapter and the policies of
the FAA

Aruitoxt provided by Eic:
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(¢) Any interested person may obtair a list
of the military posts, stations and facilities at
which a senior flight surgeon has been desig-
natad as an =viaticn medical sxaminer, from
the Surgeon General of the Armed Force con-
cerned or from the Chief, Aeromedical Cer-
tification Branch, AC-130, Department of
Transportation, Federal Aviation Administra.
tion, Civil Aeromedical Institute, P. O. Box
25082, Oklahoma City, Oklahoma 78125.

§67.31  Medicel records.

Whenever the Administrator iinds that ad-
ditional medical informtion or history is neces-
sary to determine whether ar applicant for or
the holder of a medical certificate mests the
medical standards for it, he requests that per-
son to furnish tha. information or authorize
any clinic, hospital, doctor, or other person to
release to the Administrator any available in-
formation or records concerning that history.
11 the applicant. or holder, refuses to provide
the requested medical inforrstion or history
or to .uthorize the release so requested, the
Administrator may suspend, modify, or rovoke
any medical certificate that he holds or may,
In the case of an applicant. refuse to issue a
medical certificate to him.

TUS GOVIRNMINT MEWNTING OFCT 9978 248.313.. 2000
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INSTRUCTIONS FOR PREPARATION AND SURMITTAL OF ELECTROCARDIOGRAM
Submt only original ECG tracing> Photostats are not acceptable.

. ECG must be . _xen within 90 days prior to FAA physical examination.

. C.. telectrode placement as follows.

V-1-—-At the 4th right interspace at the sternal border.
V-2-At the 45 !=ft interspace at the sternal border.
V-3-Halfwiuy betweer. leads V-2 and V-4.
V-4—-At the 5th left iaterspace on the midclavicular hine.
V-5—Halfway between V-4 and V-6.
V-6-0a a line dropped perpendicularly from V-4 to the midaxillary iine.

. Show standardization on . ads I and V-1.
. Cut leada 1, 11, and 11 six nchr: long, leads AVR, AVL, AVF, and all V leads two

inches long. (Guide provided abnve for measurements.)

. Arrange lead: in the order shown i, line 3 above; mark lead number in u ner left

hand corner ~n the front of each seyment

7. Print applicant's name on the FRONT of the lead * 1 artion of tracing.

8. Staple all tracings to identificaion card below at point indicated; tear off identifica-
tion card along perforat'un; attach to Form FAA-8500-¢, and mail to:
FEDERAL AVIATION ADMINISTRATION
Aeromedical Certification Branch
P.O. Box 25082
Oklatioma City, Oklahoma 73125
TYPE OR PRIMT ALL IDENTIFYING INFORMATION REQUIRED BELOW
PROT S s sl (Last Pust Muddie) MO S CERTVICATE NO OATE (3 JIETH
MEDICAL EXAM DATE OFf ICG I EXAMINER § NAME AND SERIAL NO
| Tt USE ONLY
M. 1D NO
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DENIAL LETTER

rfonsideration of your application for airman medical certification and
the medical examination completed on
discloses that you do not meet the standards prescribed in section{(s)

of the Federal Aviation Regulations (FAR) because of the following
conditions:

Therefore, pursuant to the authority delegated to me by the Administrator
0 the Federal Aviation Administration (FAA), your application for
issuance of an airman medical certificate is hereby denied.

This denial does not constitute an action rf the Administrator under
section 602 of the Federal Aviation Act and is suvject to reconsideration
by the Federal Air Surgeon or his/her authorized representative. A
request for such reconsideration may be made Pursuant to section 67.27,
Part 67 of the FAR, by submitting a written request to:

Federal Air Surgeon

Attn: Chief, Aeromedical Certification Branch, AAC-130
Federal Aviation Admnistration

P. O. Box 26080

Oklahoma City, Oklahoma 73125

In the event that a request for reconsideration is not made within 30
days of this action, we will assume that you have withdrawn your
application for an airman medical certificate.

You are advised that it nlawful under c:¢he FAR for you to exercise
airman Privileges u less you hold an appropriate medical certificate.
Further, it is unlawful for the holder of a medical certificate to
exercise such Privileges if he/she has a known medical history or
condition which makes him/her unable to meet the physical requirements
for that ce.tificate.

Sincerely,

FAA Form 8500-2(6-81)
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DEPARTMENT OF TRANSPORTATION
Pedaral Aviation Mainiatration

INFORMATION POR APPLICANTS DENIED AIRMAN MEDICAL CERTIFICATES

You have been danied the issuance of an sirman madicel certificets for the
reasons otated in ths cover Jattar. The decision constitutas 8 danisl by the
Muiniatrator of the Pedarsl Aviation Mministration (FAA} undar Section 67.27
of thas Pedaral Aviastion Rejulations and Baction 602(b) of the Pedarsl Avistion
Act of 19%8 (49 USC 1422). ‘Tharsfors, you sey:

8. MAccept the Yacision that you do pot Beast ti ' medicel atandards under
Part 67 of ths Pedarsl Avistion Regulations, ... vhich cess no further
action ia required on your part. This does not jeopardize your right
to submit 8 futurs application.

b. Petition tha FPAA for an axesption from the sppliceble reguirsments of
rort 67 of tha Fedaral Avistion Regulationa. In conaidering asuch »
petition, the Pedarsl Air Burgeon will obtain opinions of consultant
medical specislista as conaidared appropriaste and will “atarmine
whethar ths grant of an axamption in your particular cetre would be in
the public intarsst, despite o previous finding that you 40 not meat
prascribed reguletory atandarda. You Bay be requaated to provide
additional informstion to detarmine your gualificationa for an axamp-
tion. A petition for sxamption may be submitted in the fors of »
lettar in duplicets addrsasad to:

Department of Transportation
Fedarsl Avistion Adsinistretion
Actention: AAM-200

800 Indapendenca Avanue, 8.W.
Masnington, D.C. 20591

c. Petition the National Transportation Sefety Board (WTSB) within 60
days aftar this danisl for s raviswv of tna Adainistrator’s action., ss
provided in Saction 602 of the Pedaral Avistion Act. The WNISB Rulasas
of rractice raquires that aucb a petition contain a atatement of the
facts On which the petitioner‘s cess rests. The WTSD may hold »
formal hearing, at whizh time the Mainistrator, by legsl counsel,

-~ would present documentary avidance and orsl teastimony by medicel
speciciiotes aupporting che decision that you do not meet the require-
sente of Part €7 of the Pedarsl Avistion Regule*ions. Ths petilioner
is given » asimiler opportunity to prassnt avidenca and tastimony at
the hearing. Tha Adainistrator's desnial of your applicetion is based
upon the recorda which you have made availabla to the FAA. If you
odtain additionsl medicel avalustions or records, yuu ahould submit
copise to the FAA prior to any hearing befors the NTSB.

A petition for WrSP raviev may be subritted in the form of 8 latter
addraassed to:

Wational Transportation Safety Board
300 *ndepandance Avanue, 8.W.
Washington, D.C. 20394

It ahould be noted that while you have the right to petition the WISB within
60 days following the AAministretor's danisl under Part 67, no aimiler appesl
to the NTSD may be sads o the basis of o denisl of an exemption. Tnarafors,
if you desirs to petition tha YAA for an exeaption, but aleso viah tO pursus
your prasent right for raview by the NTSB, YOu may asubmit both petitions and
sLy request the NT8B tc hold fts action in abeysnce pending outcowe of your
roguest for an exemption., A unfevorsble decision concerning s petition for
exewption will pot be prajudicisl in action befors the NTSB. In & sisilar
sanner, & decision by the WTSP that a petitioner dosa not meet the medircal
atandards of Part 67 will not advarssly sffact considarstion of s petition for
sxemption.

FAA Form 8500-4.1
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Ferm Approved Budger Burraw nn 004 ROISY

DEPARTMENT OF TRANSPORTATION - FEDERAL AVIATION ADMINISTRATION T oaTe

REPORT OF EYE EVALUATION

2a MAME OF AIRMANM |l| DATE OF RIRTN I sk

3 ADORESS OF AiRMAM

4 HISTORT-Rucerd pustinsnt histery pust and prasent concurning gonorel heolth and visuel probloms

S METEROPHORIA-Rucerd phories n prism diuptees, with snd withoy? best fens ¢ etion in plece (L se Waddos Red)

{1} AT 20 PEEY (D AT 10 INCHES

A WITHOUY CORRECTION o 1“9 uYPER o €30 NYPER
1) AT 0 FREY (D AT 18 IHCHE

S. WITH CORRECTION (If say;  |EXO o l-vnu It-o It"o *[-nu

& FUSION-Estimers fuscon obility urnd stute motheds vied in sueminetion (Red lens aic )

T PUPILS-Stsiement of ralstive sise ond reuction of the pupiTs 1o sceomedmr 1+ ond Tight, direer ond consonsue]

0 VISUAL FIELOS~Recrid cosviis ond typs of rest purfermed (4tiach field char's 1f vsed)

9 OPHYHALMUSCOPIC-Osrcebs sny veustions fram nermel in s.thet sye on funduscep ¢ sxsminstion

10 SLIYT LAMP-Recerd teavits ol 30t lump sxuminetion ol o8ch ope whors indicornd

1 INTRAOCULAR PRESSURE-Recerd reaylts ond mothed vsud

A WETHOD USED LX) X}

12 VISUAL ACUITY (Snellen haear 1alves) LENSES USED CORRECTED VISUAL ACUITY
TEST METHOO UNCORRECTED oo ) ou

A NEAR VISION b oF ou COMTACT LENSES ONLY

GLALSES ONLY

sALirlil

GLASSES wITh CONTACTS

re waed, corrected nesr visuel scuwty should be determined while thees Jenses ark womn, Indicote if
were btiocs]
TESY METHOO UNCORRECTED LENSES USED CORRECTED VISUAL ACUITY
oo os ou oo il ou
COMTACT LENSES
I CLASSES

NOTE- I contact leases
the contace Jen

& DISTANT VISIO« ¢

recerd sfior fout to oin hunre wesr ond thes with glsssee immedistely oftar removel of contacts
ndiceie Jength of time (wethin reaspn) before vislon rorarns 1o best
.

NOTE - If contuct lsmuss sre see
scoily is 8ot the seme us for contsct Jes
sbiainsble with glesses

C KERATOMEYER REAOINGS

FAA Form 8500-7 12-11 supeniEots paEvious LoITION
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11 PRESENT PR’ SCRIPTION (Sphere cylindes axis)
A CONTACT LENSES 8 _GLASSES
o0 o oo os

t CONTACT EFNSES ARF NOT LSED (0 ITEWS 1419

e

DATE OF FITTING OF SRESENT CONTZCT L ENSES (NOTE Adapirve poriod 1 ) menthe required]

15

DESCRIPTION OF CONTACT LENSES UTILIZED

A MANUFACTURER

TYRE OF LENSES 'C wrno®i aclord! Mnticular smle cur bilecal [0nc nonoi81od spes of shapt oic

© COLOR ANO GRAOE OF TiNTING IF aNY ANO REASON FOR TINTING ‘Casmetrc light sonsitein erc )

Y
8 BACKUP SET-Is o bochup ser of eve.Teble for d vse?

17

EXAMINATION FREQUENCY -Ind cote irequency of period ¢ fsllowup exemination

18 SYMPTOMS OR ABNORMAL CONDITIONS-Note any lecrimarion photephobie, less ef lens er ev.dence of comeal in
lury or edems etc tment end ot interivptian of contect lans wosring Stete sesults of sht lemp or bio-
micrescopic seam 18iion of cornsa

19 TOLERANCE rernias o/ Mour

A DaAYS CONTACT LENSES WORN DURING wATT MOMTH B Dar Y WEARING TIME t% “OURS

20 PROFESSIONAL EVALUATION-Indicoto your ptefessionsl opinien end any sther comment or sdd:tione| shservetiens

21a TYPEO NAME 4n0 ADORESS OF EvE SPECIALIST $14 SIGNMATURE OF EvE $PECIALIST

® u S GOVIRNNENT PRINTING OFFICE: PV 1 g75,038
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€OPY OF £an 10w 03803 WEDICAL CERTH AA 7 t .(
i . IMMAN WEMICAL AS2
ST ARTSA1804 Namicanon ron D] ST
MEDICAL CERTIFICATE CLASS 1 AL MAME (L. for mubdie] PAM CONTROT

ANO STUDENT MLOT CERTIFICATE

34 ADORESS (Ae Swee, Cory, Swove, 2P Ao} 26 30CIALBECIH s me

|

THS CERTIFIES THAY (Full mame ond oddram)

(County
2C MACE OF BINTH {Smdent plot apphcants oaly)

Phoase pront thove iopes

3 DATE OF litTH 4 HEGHT 15 WEGH! |4 COLOR OF]7 COtOROF[8
e an yemt Vhartemy Pometas HAK EYES
[HA EYes e
A ClaSS OF 99 TYPE OF AlluAN CERTFICATES) NELD
MEDICAL
Bot met the medun' sundards prosceibod in P 1 87 Fodorel CERFICATE ALINE TRANSPORT SUGHT INSTRUCIOR
Arwhen Raguicions los this clacs of Modoam! Cortraste APPLIED FOR COmMMERCIAL MvarE
Farst ATC SPECIALST T= STVOENT
SECOND FUGHT ENGINEER NONE
N0 FUGHT NAVIGATOR OTHER
10 OCCUPATION (If ATC Specialut, spocy pontion and focibty)

15 EXTENOED ACTIVE DUTY mEMBER OF “Ji? emova
JOATE OF Examing OM EXAMINERS § ERIAL NO A FORCE 4 COABY Guatp
. s amuy o AN OuAED l" WG OF Twt
N PRESENT
$IG NATURE  MAVT/MASegS " NOM Al
L— MRANALY JRIVICE MO 14 PRIVARY TYPE OF FLVING
D AL Jousiness T Jmeasemt

[ammans 13 CURRENTLY USE ANT MEDICATION (Tarkudug eye drape)

Tis | TYPE AN FORORE

BHEN ISSUED AS A NEHCAL ghf HL?I mﬂw&

NO!
vouulolnul vi Wal an Faa aANMAN M| MAVE TOU a3 & PUOT MAD AN 20 DAT 1A3] fan

CERTFICATE EVER SEEN DEN'ED AMCRAST ACCIOENT WIHIN THE PHYSICAL DiAM
17 1avT & MOS SUSPENDED OF REVOXED PaST 3 VEARS {lf mone, stose s0}

o Date ves Date
“Jno | O

21 MEDICZ . MISTORY - HAVE TOU EVER MAD OR HAVE TOU NGW ANY OF THE POLILOWING (For anch “you™ checked, doncribe condion in REMARKS)

[vosfue Consmn Yoo o] Condniga [resfme] Condavon froe] e Condiion
o tamesm o sevses hooterhon 8 Homn woibie o Harrars trovble of ovy sort IR e iakkd
& Ourinen v toraing soots e — -wumm
7 Uncamcsveanes for o0y rossen i Soomarh woviie o Admusor to houphat
4 Ero vovkls wecopt gloermn | Sedmwy  20e o7 ook in orine v Dosord of ol spavumons
o Moy Fater L Sepes Bymin in yrine & Melon webao repviring $rope w Sourd of sther soavighons
| Aty | totapey or fo t Mlnaty o odras! fuorhargs + Othor Basnsen
REMARKS (I 20 rhanges mace last repert, 00 siate) -ml'vto:\;!:w“c.oou
23 HAVE TOU EVED SEEN NO PHYSICAL DEFECTS NOTED ON STATEMENT OF WaIVER SERIAL NO
n&su!nn:“;:sv'(m:; e 4_6_:":1:'4 i TED AMLTY (WAIVER| ] l ]' Il I
ABITY (WaIvER)
23 MFDICAL TREATMENT WITHIN PAST S TEARS
DATE WaME AND ADDAESS OF PHTSICIAN CONSULTED [T
-~ NOTICE - " Armum $ DECLARATION
N A L Jomly o e st o eyt by g b oty
e R e S K Cn e e Bl Vol 14 I ot ‘P...
i::""" ......‘.:'._.;_.‘.’;-:.: fh A ucunmu or A"IKAN' ﬂ- k) mu
e -r'-'m..-. ” "“; lent riate J
| = bek lﬁl-l' nh [

T FOIM §3083 10 TH) Torm Apgra-od OMD mp Lo 19089
013 P2EvIOUS IOMDN
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REPORT OF MEDICAL EXAMINATION

MOR | CHECK EACH ITEM N & PPROPRIATE o NOMS  Dascribe t0cy sbnormelity in dosenl onter opphcablt Hom nvmber bols:d
MAL | COLUMN (Easr NE f ast evuhasted) AL Soch commtnt Urt adéaonn} shoats § necossery snd omach e thie lorm

25 Mead foxt mech ond seip

26 Neso

T Smwier

M Eror gunersl (Yumt sy vabr mome 9 8 55)
32 Opheimenopic

33 Pupih  Mqntiey ant wwrmemt

34 Ocvins metity Lt pondes e
35 Longt ond hort Saety bet

36 Moort (Mo dha dython anedet

3 VYemvie: syshom

30 Abdomen ond wircere Sustutuy b

P Anws - o U mantet s, e
€3 Gndecrine wyviem

4t G-V syviewm

42 Upper ond lower aubromition et
43 Spne sthor muscolosholon!

44 Wonifying bedy marle seats Mheor

43 $hen ond lymphencs
& Wevotegie {ff o e, oo

A7 PoydioN s Bpeets o prematir douiton) TOR FAA USE PATOLOGY CODE NOS
M Gonorcl syviemic
4% HEANG MGHT Ear [ LEFT Ean ]u DISTANT VISION (Sumnderd test rypes only ) 5) NEAR VISION  (Us kinear wedper)
PG R » CORICND 10 10, » COMICIID 10 2%,
BATANY A8 CLOHO ) COMICIID 10 10 » COHIICTED 10 70
(Ductel 2w CORICTID 10 20° 0 coamcien 10 M
32 INTRAOCULAR TENSION (Tomemetry required 53 COLOR VILION  (Test mard, mumiver of pintes amserd)
Air Troffic Contral Sponinliot}
Tracine Ce .
[ronomernc
34_HIELD OF VISION 33 HEBOPHORLA DIOPTERS (Mot requwed for Ca. Threr]
rave lnm G DRIANCE 150MOna ‘lTnomom ]mm [} ]un..
36 MOOD PRESSURE 37 PULSE (Wrie)
*ICumEtN’ TR0 DAITOC TesTING, lmn ieacot T WINUTeS ATTER EXRECRE
e wERCURY I l
30 URINALYSSS 3% £CG (Dow) |40 OWMER TESTS
AN 0. |
#) COMMENTS ON MISTORY AND [T (Alsech olf <« ECCa X rays, ee. to SORFAL USE
-~
repert befare maliing) L__cecm
runcum
v
62 APPUCANT $ MAME 63 DIQUALFYING DEFECTS (Lt by idom na)
WAnie COOF
smsstuwn ] wo clen ] 818 40 ot
NOCIIN BSUID FURNIS IVAIUANON HEQURID CLIRICAL #ICT
448 8t DUwED UTIED OF DIniat #3010 ( ey )
64 MEDICAL BXAMINER § DECLARATION 1 heredy cornfy thet | p i) d the appl nemed on thu
medical examinenon report, and that this report with ary attechmens embodies my findings completely and «.rrectly
DATR OF DIAMINATION AVIATON MEDICAL EXAMINER $ NAMI AND ADDRESS AVIATION EDICAL EXAMINER § $1G NATURE
(Trpe ar prins)
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serantment or memsenanon AA-T424357

S0010AL AVIATION ADMNIGTRATION

MEDICAL CERTIFICATE CLASS
AND STUDENT PILOT CERTIFICATE

THIS CERNFIES THAT (Full name and address)

DATE OF SIRTH {HEIGHT |WEIGHT |[HAIR IEVES SEX

hos mel the medionl standords prescribed In Port 67, Federal
Aviation Regulotions for this closs of Medicel Certficate, ond
the stondards prescribed In Part 81 for o Student Piled Certd
icore

STUDENT PROTS ARE PROHIBITED FROM CARRYING PASSENGERS

LIMITATIONS

—
ATE OF EXAMINATION EXAMINER'S SERIAL NU

o

SIGNATURE

—
TYPED NAME
AIRMAN'S SIGNATURE

-
w
z
1
«<
el

FAA FORM 24202 (10 73) SUPERSEDES PREVIOUS EDITION
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J

VD S1ants OF aniiCa
DEPARTMENT OF TRANSPORTATION
1101841 AViatiO M ADMINISISANON

MEDICAL CERTI"'CATE ___ CLASS

THIS CERT'EIES THAT (Full name gnd eddrese)

DATE OF BIRTK JHEIGHT  [WEIGHT [HAR EYES SEx

hos met the medicol standords prescribed in Port 67 Federol
Aviation Regulatinns {0 this clasy of Medical Certilicate

LIMITATIONS

'DATE OF EXAMINATION TXAMINER S SERIAL NO

SIGNATURE

—
TYPED NAME

[
w
z
2
«
»
w

AIRMAN'S SIGNATURE

FAL FORM 8500 9 110 73 SUPERSTOES PREVIOUS EOMON
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DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION
MEDICAL FORMS AND STATIONERY REQUISITION
CONCUR RDUTING SYMBOL|DATE
Please send me the quantity of items requested below
FAA FORM -
QY |or EnVELOPE TITLE
FAAB025-2 | Adircraft Accidert Medical Info
F AA 8500-1 Nesr Vision Acuity Test Card
FAA 8500 2 Lettar of Denual
FAA 8500-7 Report of Eye Evalustion
FAA 85008 Apphicstion for £.irman Medical Cortificats
FAA 8500-11 | Medicsl Forms and Stationsry Requisition
tnstructiuns for Compl of App for
FAABS0012 | |\ man Cartticate
FAA 8500-14 | Ophthsimological Evalustion for Gisucoms
Specifications for Ini:sl Evaluation, Abnormal
FAA 850017 Carbohydrate Metsbolism
Specif for Foll p Eval 1, Abnormel
FAA 8500-18 Carbohydrats Metabolism
FAA 850019 | Cardiovasculsr Evalustion Specifications
Authonizetion for the Raisase of Medical Information
FAABS0021 | g 1he FAA
Envelop Aer Certification, Se!f-Addressed
Envelopes Regior sl Office, Self-Addressed
FAA DESIGNATION ND DATE
1
[NAME OF AME DR MILITARY INSTALLATION
[STREET ADDRESS
CITY ANDSTATE T rane

FAA {orm 8500-11 (380) SUPERSEDES PREVIOUS EDITION
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DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION

INSTRUCT/ONS FOR COMPLETION OF AP LICATIOR FOR AIRMAN MEDICAL CERTIFICATE
OR AIRAAN MEDICAL AND STUDENT PILOT CERTIFICATE, faA FORM $500-8

Items 1 theough 24 of the application will be filled ;n completely by the applicant using bsllp .nt pen or indelible pencil. Exen suf-
Nicaent pressure to mexe legible copies. Applicant wi.l indicate type of certificate for which he ts Spplying (Space Provided o upper
right-hand comer of form). T e following numbered instruct.ons PPL) 10 the numbemd 1tems on the application form:

1. FULL NAME - To be printed A mamedwomanwill hist the
femily nsme ol the husband first, then her given neme and
maiden name

2A. ADDRESS ~ To be prnted Give permanen ms hing sd-
dress, and couniy Include ZIP code after state

28. SOCIAL SECURITY NUMSER
2C. PLACE OF S8IRTH — (Stwdent Pilot Applicants only)

3 DATE OF BIRTH - Specily month dsy, and year Abure
viste the month with letters eg Apr 30, 1923,

4 HEIGHT -~ In inches 1o the nearest % inch
S WEIGHT - To the neares: pound

6. COLUR OF HAIR - Specify es brown. biack blond, gray.
or red. 1l bald, so state Do not abbreviate

7. COLOR OF EYES - Specify s brown black blue hezel.
gray. of green Do not sbbreviste

8. SEX - Indicete wmale or femate

PA. CLASS OF MEDICAL CERTIFICATE APPLIEO FOR -
Check applicable block

98 TYPE OF AIRMAN CERTIFICATE(S) MELD — Check
applicsble block.

10. OCCUPATIDN - Indicate mejor employmenrt **Pilot’’ will
be used only for tnuse geining their hivelihood by «lying

11. EXTENDED ACTIVE DUTY MEMBSER OF - Appties only
tn present members of the srmrd forces, and does not include
reservists serving on Z-week active duty tours, Enter seral
number. MILITARY SERVICE NO - Required of all formes and
active militsry personnal,

12 EMPLOYER ~ Sizte ~mployer If seifl-emploved. so suate

13 LFNGTH OF TIME IN PRESENT OCCUPATION — Years
by employer not+d in ltem 12

14 PRIMARY TYPE OF FLYIN ~ indicate whether rajonty
of fying is for business of for pleasure

15 CURRENTLY USE ANY MEOICATION (including aye
drops) = Check ““no’ or “yes ** If *‘yes’’ is checkad, stata
1yPe and purpose

16. TOTAL PILOT TIME TO OATE - Give total number of
hourt civil xnd/or military Indicute whether logged or e ti
mated Abbrevistie 88 Log or Ext

FAA Ferm 8500-12 0 o7 tupenseors Faa Fonu M

o 271

RIC

Aruitoxt provided by Eic:

17. TOTAL PILOT TIME LA®T 6 MONTHS — Give number of
hours civil and/er military in the G-month period immediately
preceding date of th s spplicstion. ladicate whether logged
of estimeted Ablreviate os Lag. or Est

18 HAS AN FAA AIRMAN mEDICAL CERTIFICATE EVER
BEEN DENIED, SUSPENDED, DR REVOKED - Check *‘yos*
ar no.** I *‘yes’! is checked, give date of actien.

19. HAVE YOU,ASAPILOT,HAD AN AIRCRAFT ACCIDENT
WITHIN THE PAST 2YEARS —Check “yes’ o1 no ** If ‘‘yes*’
is checked, give dste of accident.

20. DATE OF LAST FAA PHYSICAL EXAMINATION - if
none, 5o stete

1. MEDICAL HISTORY — Each item under tiis heading must
e checked either* yes' or **no.” For all items checked “yes*
8 description of the condition wilt be given is the “Remarks*’
section If explsnstios has bees given on previous repert(s).
and there has been no change in the condition, applicant may
stete “‘previcusty explained nes change.!’ Of perticular imper-
tance are conditions which have developed in the interim since
your last FAA physice! exsminstion, REMARKS — Amplify sey
items checked *‘yes’’ under “medicel kistory.* If more
is needed, use plsin sheet of psper besring sigasture of sppli-
cant.

22. MAVE YOU EVER BEEN ISSUED A STATEMENT OF
DEMONSTRATED ABILITY (WAIJVER) ~ Chack *no* or
‘“yea.” If “yeos’’ is checked, enter physicel ‘fects 88 noted
on the walver. and waiver senal number in the Spaces pro-
vided If waiver contains 00 senal number, o state,

23 MEDICAL TREATMENT WiTHIN PAST S YEARS - List
811 co ditions for which & doctor was censulied. Give date.end
address of Physician er hespitel, and Wriefly state ressom for

doctor, I 1 jon hes been givem on previous
repOr(s), and there has been ao changs in the condition. sppli-
cent msy stste “previoualy esplained, no chenge ** Of per
ticular importence are concitions which kave developed in the
nterim nince your last FAA physicel evsmination.

24 APPLICANT'S DECLARATION ~ To be signed and dated
by the spplicent, after he has read the declaration,

HAVE ALL BLOCKS BEEN COMPLETED?

FEDERAL AVIATION ADMINISTRATION

OFFPICE OF AVIATION MEDICINE
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b rrm Approi ed Budze: Huredu No 00« ROIRY

DEPARTMENT OF TRANSPARTATION FEDERAL AVIATION ADMINISTRATION t OATE

OPHTHALMOLOGICAL EVALUATION-FOR GLAUCOMA

2a MAME OF AJmMAN DATE OF B1ATH C sEx

1 ADORESS OF AimMAN

4 HISTORY-Record poronent history pest end present cencerning gonsrel heoltn end visual problems

5 FAMILY HISTORY OF GLAUCOMA

6 DIAGNOSIS

A TYPE Cheonone
T SIMPLE WIDE ANGLE OPEN ANGLE

_CLOSEDC ANGLE NARNROW ANGLE ANGLE CLOSURE

$ DISCOVERY .3y rounne scomnenen FAA physicel #20min

18N Scute LYmprOmS rBéuce.On 1P eiBUel SCuty Src

€ CONFIRMATION- Tonomotric randingd gonoscopy viduol ofds rensgrophy ar pravecerice wonts GIVE METHODS RESULTS
AND DATE CONFIRMED

*

»
4

7 SURGERY-

A IFSURGERY MaS BEEM PERFORMED INDICATE wHICH EYE AND TYPE OF SURGERY

B ISSURGERY ANTICIPATED WITHIN 24 MONTHS?
ves prOBABLE MO NOY LiKELY

0 INITIaL RESPONSE TO THERAPY -Indicote results including steongth frequency end typs of medicotion used o1 thet time

9 PRESENMT TREATMENT-Indicots scoct typs urrongth lrequency end nome of medicotion being used

10 ADEQUACY OF CONTROL

s DESCRIBE PRIDR CONTROL INCLUDING SERIAL TONDME TRIC FINDINGS CHANGES IN viSUAL FIELDS ETC

B MAXIMUM INTRAOCU! AR PRESSURES IN RELATIONSHIP TO Daily MEDICATION 11 knawn:

C IHTRAOCULAR PRFSSURE

oo os ITHV METHOO USEC lrlu: SINCE LAST GEOICATION

NOTE Piessurce should NOT be token within * houre alter use of medic ation unless 10 B 1e compieted.

FAA Form 8500-14 12-76) SUPERSECES PREVIOUS EO:TION




268

X

" I ond ony I

ehiect = FORRARD CHARTS

L peripcrel ar connal visvel freld lesses from o parimerer

A 01O KXAMINEC WEAR GLASSES OR CONTACT LENSES DUR
NG TESTY cSpeteh wiich)

® $1I€ OF TEST OMJECT USED WITH TAMGENT sCAtEwn

12 VISUAL ACUITY-Recerd (oo \aiHirn hinret 1ofucs)

TEST METHOO USED UNCORRECTED CORRECTED
oo [-B 3 o.v [-N [-R 3 oV
A DISTANT
TE17T uFTHOO USED UNCORR £CTED __CORRECTED
o o oo os oV
B wEAR ° i v

C 'MPORTANT -1 corrwet o0 15 nasdad end 'hers o3 insbility 10 corrwes Shar oy e re

770 o bester, give ronsens.

13 PRESENT CORRECTION

a DOLS AIMMAN wEAR

X}

%]

SPHERE-CYLINDER- A XIS

SPHERE-CYLIMOE R-AXIS

o GLASSES TICONTACT LENSES

14 PUPILS-Stetement of
dinesse process hee!l.

nd raectisn af the pupils te eccomederon end tight, with speciel +

1S OPHTHALMOSCOPIC-Je
1eference 10 eny disees

be eny ver.on0ns fram nermel in aither eye an funduscopic exeminetions, oith special
. hecled et sctive

16 SLIT LAMP-Recerd resulis of sIit lamp exemineiion of sach oye where ind.cated

17 FUSION-E stimsts fus:on ability end s101e msthsds vssd :1n eae

1A TYPEDNAME AND ADDRESS OF OPHTHALMOLOGIST [188 SIGNATURE OF OPHTHALMOLOGIST

WU S COVEONMINT # 1uTinG OVYICEs Istua0i2-188/4350
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DEPARTMENT OF TRANSPORTATION
FEOERAL AVIATION ADMINISTRATION

SPECIFICATIONS FOR INITIAL EVALUATION
ABNORMAL CARBOMYDRATE METAROLISM

It fa of primary {mportance that s good bassline be sstablished for
sirmen geeking medical certification vhen there is an {ndication of
disturbance of csrbohydrate metsbolism, When prior clinicel {nfor-
astion exists (hospitsl racords, laborastory reports, out-pstient
relunii, etc.) this should be submitted. When the prior information
submitted includes dats raquired below, the tests need not be updated

1f no more than 90 days old st the time of exsmination. Actusl electro-
cardiographic tracings should be forwsrded with the evalustion report.

1. Genersl medicsl history, complaintas.

2. Faoily and personsl history relstive to disbetes.

3. Heigut and weight with explanstion of any recent changes in
wveight.

Ophthalmoscopic exsminstion.

Vibration sense of the extremities,

Cardiovaaculsr exsmination:

oW

History specific for cerdiovsscular digesse.

Blood pressure (brachisl srteries; sitting)

Circulatcry efficiancy in extremities.

- Standard 12-lead resting slectrocsrdiogram. <

. Double Msater's exercise electrocardiogram (unless medicslly
contraindicated; protocol sttached).

F. Blood lipid determination (totsl cholesterol and tri- ‘

glycerides).

MOoOOw>»

7. Report of chest x-ray.

8. Urinalyais for specific gravity, albumin, sugar and scetone.

®, Statement concerning present need for insulit or other hypo-~
glycemic medicstion for maintenance of control. If medication
has previouslv been required for control of carbohydrats
metaboliam, sp.-ify types and date that le“est medicstion vas
discontinued,*

1. Plood glucose determination.

h. If s prior "disgnostic' glucose tolersnce test (GTT) has been
wade, the results should be submitted slong with current
fas:ing and 2-hour postprandisl blood sugsr teat results (vith
urine sugsr and scetone findinga).

B. If no prior GTT disgnoatic for disbetes, s current GIT should
be submirted (3-hour scceptable, 5-hour preferred).

* IMPORTANT NUTE: Certificstion will be conaidered only if sdequate
control can be sccomplished and maintsined without use of hypoglycemic
drugs. If use of medicstiun heg only recently been discontinued, contiol
is to be demonatrated by festing and 2-hrur postprandisl blood sugsr
tests tsken st 30-day intervels during s 90-d1iy period. Prior etudies
may be scceptsbla. Urine sugsrs s.c. and h.s. sre helpful.

FAA Form 8500.17 (0.70)
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In a1l blood sugar teating the following information should be f ‘rniahed
in addition to tlie numerical meaa.rement:

1. Applicant prep-ration and teat load (aee below-GTT) .

2. Nature of sample (plaama or whole blood).

3, Test method with notation s .o the laborata:'s "normal®
vasue and vhether correction factora have nlready been
incorporated to mace readinga equivalent to whole v noua blood.

Blcod sugay tests should be specific {true blood glucose), such sa the
Somogyi-Nelson ur Autoanalyzer. The Folin-Wu is non-apecific. Values
obtained from -apillary tlood {as by finger prick) can be converted
roughly to “true" glucose valuea {whole venoua blood; by subtracting

30 mg per 100 ml. Autoanalyzer results ace uauallv plaams glucose levels,
whic, generally are 25 mg. per 100 ml. higher than whole venoua blood.

A postprandial blood sample should be drawn 2 houra following fugeation of
100 grams of carbohyirate (loading doae’ Thia may be accomplished by &
sol tion containing 100 grams of glucose, by one of the commerical prepa-
rations containing an equivalent load, or where intolerance or nausea ia
anticipated, by a meal auch as the following:

.anana, 8 ozs. cereal, 2 slicea white bread with but.er
8 ozs, milk and & ozs., orange juice.

A glucose tolerance test conducted for FAA medfic.' certificstion purposea
will follw these guidelines:

1. For 3 uays before examination, the applicant will have eaten a

full diet containing 250-200 grama of carbohydratea dafily.

Physics! activity should ~ot }2 curtailed during thia period.
2. Sirth ccu.rol pilla, thiazide divretica, ateroids and other dr:gs
whirh may alter carbchydrate metaboliam (inclu’ing large doases of
aspiria or nicitinric acid) ahould be avoided.
Applicant fasts a8 °r micnight preceding the day of the teat (8-16 hra.)
Fasting blood and urine specimens sre obtained (preferably in the A.M.)
A loading dose of no wore than 100 grams of glucoae fa ingeated
(water load should not be excesaive).
6. Bloo; »nd urine glucose ai¢ determined at >0 minu.2a, one hour,

two hours *nd thres houra after ingest.on of the loading doae

(¢ and 5-1. .. samples are helpful bu’ not required).

W W

Rl
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DEPARTMENT OF TRANSPORT TiOM
FEDERAL AVIATION ADMINISTR.TION

SPECIFICATIONS FOR FOLLOWUP EVALUATION
ABNORMAL CARBOHYDRATE METABOLISM

1. Signifi-ant interval history.

2. Weight with explanstion of sny changes gince lsst exsmination.

3. Ophthalmoscopic exsminastion.

4. Vibration sense of the extremities.

5. Full explanstion of any interim problems in msintsining constant
~ontrol without use o hypoglyc.aic drugs.

6. Current fasting end 2-hour postprandial blood sugsr determinations

with urine sugar and sretone findings.

7. Blood pressure snd ¢ vignificant interim history of casrdiovasculsr
symptomstology.

8. Resting electroc irdiogram (annuslly). At lesst for those First and
Second Class spplicants over age 40, s more thorough cardiovsscular
S8gessment is to be wade snnually, to include asn sppraissl of
circulstory efficiency and exercise elec trocardiogram (protocol
attached {f required with *hig evalustion; never requirsd {f
medically contraindicated).

A postprandisl blood ssmple ghould be draswn 2 hours following ingasstion of

100 grams of carbohydrate (losding dose). This may be sccomplighed by s
solution containing 100 sram’ of glucose, by ~ne of t'ie commercisl
Prepsrations contsining an equivaient !-~gd or, vhare intolsrance or psuses
is anticipated, tys merl such ss the foilowing:

Banans, B ozs. curee!, 2 slices white bresd with butter
8 ozs. milk and + ozs. orange juice.

In all btlord sugsr testing 42 following information ghouid be furnished
in sddit.on to the numerical messurement:

1. Applicant prepsrstion gnd iest load.

2. Nasture of ssmple -- plasma or whole blood.

3. Teat method with notation 1a to the laborstory's "normal"
value and whether correctfon factors have already been
incorporsted to make resdings squivalent to whole venous blood

Blood sugsr tests shc 14 oe . :cific (true blood glucoss), such sw the
Somogyi-Nelron or Autusnalyzer. Ths Polin-Wu is non-gpecific  Values
obtained frcm carislary blood (as by finger prick) can be convarted
voughly to "true"” glucose values (vhole venous blood) by subtrscting
30 mg. per 100 ml. Autos~slyzer rssults are ususlly pissms glucose
levels, which generslly are 25 mg. per 100 ml. highsr than whole vanous
blond.

FAA Ferm 8500.18 (s-71) c
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DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION

CARDIOVASCULAR EVALUATION SPECIFICATIO 'S

These specifications have been develuped by the Federal Aviation Administration (FAA) to determinc
an apphicant’s ehgibihity for airman medical certification Standardization of exammation methaods and
reportng 1s essenuial to provide sufficent basis for making this determination and the prompt
processing of applications This cardiovascular evaluation, therefore, mustbe reported in sufficient detnl
to permit a clear and objertive evaluation of the cardiovascular disorder(s) with emphasis on the degret
of funcuonal recovery ai.? prognusis It must be performed by a speciahier in internal median. or
cardwlogy and should be fors ard=d to the FAA immediately upon completion Inadequate eralusuon or
reporung, or failure t promptly submit the report to the FAA, may delay the cxruficanon decisin Asa
minimum. the ealuation must include the following

1. MEDICAL HISTORY. Parucular reference should be gnen to cardiovascular abnormalinies
—cerebral, »isceral, and/or peripheral A statement must be included as to whether medications are
currently or have been recently used, and if so, the type, purpose, dosage, duration of use and ather
pertinent details must be given A specific history of any anticoagulant drug therapy 1s cequired In
addition, any history of hyperiension must be fully dexeloped and if thiazide dwreucs arz being taken,
values for serum potassium should be reported A comment should b included on anj impurtant or
unusual dietary programs

Il. FsMILY, PERSONAL, AND SOCIAL HISTORY. A statement of the ages and healdl: status
of parents and siblings is necessary, if deceased, age at death and cause should be included Also, an
indicaion of whether any near blood relative has had * heart ettacks,” hypertension, diabetes or known
disorders of lipid metabolism must be provided Smoking, dunking and recreational babits of the
applicant are pertinent as well as wh "her a program of physical fitness is being maintained Comments
on the level of physical acuvities, tunctional hmitations, occupational and avocational pursuits are
essenual.

11I. RECORDS OF PREVIOUS MEDIC AL CARE. It not previously furmished to the FAA, a copy
of pertinent hospital records as well us out-patient treatment records, with clinial data. x-ray and
Isboratoty observations and cop.es of or original serisl EKG tracings, should be provided Detailed
reports of surgical procedures as wel as cerebral and coronaty arteniography and othes major diagnastic
studies are of prime importance.

IV. GENERAL PHYSICAL EXAMINATION. A b:ief descripuion of ar* comment-worthy
personal charactenstics; height, weight, representative blood pressure readings in both arms,
fumdusco - 1c examination of retinal artenies, condition of penpheral arteries, carotid artery auscultation,
heart size, rate, rhythm and descniption of murmurs (location, ntensity, iming, and opin.on as to
significance) and other findings of consequence must be proviced

V. LABORATORY DATA. As & minimum, must include actual test values of:

A Routine urinalysis and complete blood count.

B Blood chemistries (values and normal ranges of the laboratory)

FxA Form 8500-19 (3-77) Supersedes | revious Edition
‘OVER)
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1 Serum cholesterol and triglycerides ater 12- 1o 16-hour fast
2 Blood uri acid after 12- 1o 16-hour fast

3 Fastung blood sugar If the fastng blood sugar 1s elevated, include at least 2 three-hour glucose
tolerance test following glucose loading for the :hree preceding days

4 Blood urea nitrogen

5 Protetn-boun. 1odine, if indicated, and reports of any other diagnostic studies which may have
been recently performed

C Recent PA and lateral chest x-rays (provide films if abnormal)

D Electrocardiograms

1 Resung tracing
2 Exercise stress test
2 State methodology used

b Provide blocd pressure determinations at rest, at each stage of the exercise stress test and
during the recovery period

~ Submut representative EKG tracings for the control, exercise and  scovery periods

« Jbtain recovery EKG *racings until thete 1s a return to the contro! configuration and or
unti' the control level of heart rate ~as been achieved

NOTE: The information obtained through a determination of current carduwn ascular capacins and an
evaluation of strain end points under the stress of rhythmic exercise 1s considered essential to the
determination of fitness of any applicant with suspected or known cardiovascular disease Current
practice indic_ie< that a stress test on a trezdmill, using esther Bruce or Balke protocol 1s optmum n
providing the desired performance data Alternatively, an ergometer rest that results in a degree ot work
of approximately 85 percent of the age-predicted maximum capacity using heart rate end pointc
acceptable All usual medical precautions should be followed in prescreening. election t test testng and
follow-up on applicants who undergo exercise stress testing The resting tracing should be reviewed by
the examining physician {or evidence of acute coranary = afficiency. recent myocardial infarction or
repolanization abnormalities EKG evidence of recent, uns >pected myocardual change or infarction
would contraindicate exercise testing Please state reasuns if the exercise stress test is medically
contraindicated

BU S £ 70 1477-725-143/314
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DEPARTMENT OF TRANSPORTATION OB Apo.oval
FEDERAL AVIATION ADMINISTRATION Aot Reyaired

AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMA™ _N
TO THE FEDERAL AVIATION ADMINISTRATION

TO WHOM IT MAY CONCERN

Firet) (M184)e) (Last)
born on , at
(Meatd) (Dar) (Year) (csr)
resent); ding at
(State », Tondlry) — P 7 - (Currenc
’ ’
residence sddress) WCuyt %10 2w Codel

hereby authorize any physician or other perors who has attended, exammed or (reated me, or any chnic,
hospital, mststution. cotypmny, or Federnl, 3tat. or munteiprl ngency, office or bureru which may have
information concermng iy medical hisory. to releass to the Admimidrator of the Federul Aviation Admimis-
tration, or his medica! representative any asailable information or records concerming niy miedical history 1n
their kno aledge or possesston

This authorization s given pursuant to Section 6731 of Part 67 of the Federal Aviation Regulstions to
provide additional information nece sary to determine whether I meet the apphcable medical standards for
an sirman medical certificate I hold or for which I have made application

T have also been known by the following name(s) -

(11 nene, state “None™)

A reproduction of this authorization shall be deemed aa effective and valid as the original

(Sigrature)

(Date).. —

FAA Form $500-21 (5-76) SUPERSEDES REVIJUS €D/ TION DU EovEanuINT PRINT ¥8 OrriCE 183 TT0 0
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Tte following containe FAA'e etandard terminology to be used, when applicable, on the airmen

VISION LIMITATIONS *

medical certificate. This terminology may not be changed or modified.

MEDICAL CER.MICATE ________ CLASS

W13 CLATWRS Tat (Full nome ond addrom)

Date OF suw lumm ]vmm l’m lm lu:_

Moo met thy modicsl ponderds proscribed in Part 7 Fodorel
Aviation Roguiotions lor this closs of Medicel Co Wioste

NOT VALID POR NIGHT FLIGHT OR BY
§| coon stcuaL cowrroL.

:

1

o TS Rt
MEANS UONA TR

PAL PORM 0300-9 (1.73) SUPPRIEDES PREVIOUS RV TION

Deficient Color Vision

VTED 31ATES 00 awmtcs
SEPAATIENT OF TAANSSORTATION
PRPEAML. aia DN APV T4 TN

MEDICAL CERTIFICATE ________ ass

B3 CEITIIES TRAT (Fulf marme ond addrem)

WFW—IT whoH  [na® (L) J

hor mot the madicol sicnderds proscihe’ in Part 87 Podorel
Asiation Roguiafens for this class o+ Medico! C orthote

HOLDER SHALL POSSESS CORRECTING
GLASSES FOR NEAR VISION WHILE
EXERCISING THE PRIVILEGES OF
HIS/HER AIRMAN CERTIFICATE.

I

Usarta nOSeS

=

AN 3 LIGNA T

PAA PR 0300.9 (1.7 SUPERIRDES PEvIOUS KON

Defective Near Virion

* NU OTHER LIMITAT'ONS MAY BE FLACED ON THE MEDICAL CERTIFICATE

BY THE EXAMTNER.

23U

Sle




S CANDARD _VISION LIMITATIONS *

The following contsine FAA's standard terminclogy to be used, when applicable, on the sirman
medicel certificate. This terminclogy may not be cha..ged or modified

MEDICAL CERTIFICATE_____  iASS

S CLRIPNS Weal (Full name ond addrose)

DATE OF MM | EiIGHT whGH! [ mal oe ]

hee mnt e modicol smaderdt proscribed in Port 47 Fodese!
Aviotien Roguisnens lor Mhis use of Modical Corntiesie

HOLDER SHALL VEAR CORRECTING
Z LENSES WHILE EXERCISING THE
%| PRIVILECES OF HIS/HER AIRMAN
1

CERTIFICATE.
210 OF X aMaNAT [Camaelas Wma N5 |
H NCNANME
H

WA S HONATOR

FAA FORM B340 ¥ (10-73) SUPERS €5 pREVIOUS EDITION

Defective Distent Vision

IS 312708 0F ampac s
ORPARTISENT OF TRANSPORTATION

MEDICAL CERTIFICATE_______ CLASS

TS CINP RS WAt (7 wll name e audrase)

Darf OF 44T [MIIGHT  TwiGHT |nAm o (]

har me) the medicol sonderds prowribed is Poct 47 Fadorel
Ariatien Boguletions bor s choss of Modicet Cornftante

HOLDER SHALL WEAR LENSES THAT
CORRECT FOR DISTANT VISION AND
POSSESS GLASSES TRAT CORRECT FOR
NEAR VISION WHILE EXERCISING THE
PRIVILEGES OF HIS/HER AIRMAN
C.RTIFICATE.

& mﬁn—l'ml'm—_

UMTANONS

5

G N R

i
e

AN S HGNA UM

FAA FORM 8300 ¢ (10-73) SUP ERSEOE S PREVIOUS EDITION

Combined Def¢ tive Distant end Near

Vision

# NO OTHER LIMITATIONS MAY BE PLACED ON THE MEDICAL CFRTIFICATE

BY_THE EXAMINER.
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PEDERAL AVIATION ADMINISTRATION

KEGIONS AND KEGIONA./CENTER OFFICE ADDRESSES

ALASKAN REGION - Alaska

Regional Flight Surgecn, AAL-300
Pederal Aviation Administration
P. D. Box 14

701 C Street

Anchorage, Alaaka 99513

Phone: (907) 271-5431

CENTRAL REGION - lowa, Kansas,
t'iasouri, Nebraska

Regional Flight Surgeon, ACE-300
Pederal Aviation Administration
Federal Building

601 Fast 12th S reet

Kansas City, Miasouri 64106
Phone: (8}6) 374-5096

Asat. Regional Fligh s3u-geon
Pederal Aviation Mrimistration
Dlathe ARTCC

1301 Eaat Loula

Dlathe, Kansea 66061

Phone: (913) 782-5300, Ext. 237

EASTERN REGION - Delaware, District of
Columbia, Maryland, New Je. sey, New
York, Fennaylvania, virginia, west
virginia

Regional Flight Surgeon, AEA-300
Federal Aviation Adminiatration
Feleral Building

JFK International Airport
Jamajica, New York 11430

Phone: (212, 995-3742

Aast. Regional Flight Surgecn
Pederal Aviation Admin -*.ation
Waahington ARTCC

Interaection Route 7 & >4
Leesburg, Virginia 22035
Phone: (733) 777-4400, ®xt. 759

ERIC
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Mart. Regional Flight Surgeon
Federal Avistion Mminiatration
New York ARTCC

long Ialand MacArthur Airport
Ronkonkoma, New York 11779
phor=: (516) 737-3546

GREAT LAKES REGION - Illinois,
Indiana, Minnesota, Michigan, Ohio,
Wisconain, North Lakota, South Dakota

Regional Flight Surgeon, AGL-300
Pederal Aviation Administration
2300 East Devon Avenue

Dea Plaines, Illinois 60018
Phone: (312) 694-7491

Asat. Regional Flight Surgeon
Federal Aviation Mminiutration
Chicago ARTCC

619 Irdian Trai} Road

Mrora, Illinois 60507

Phone: (312) 242-4829, 2:t. 302

Asst. Regional Flight Surgeon
Pederal Aviation AMdminiatration
Cleveland ARTCC

226 Eaat lorain Street

Jberlin, Ohio 44074

Phone: (216) 774-1071

Asst. Regional Flight Surgeon
Federal Aviation Adminiatration
Indisnapolia ARTCC

2000 Bauman Road

Indianspolia, Indiana 46241
Phone: (317) 247-2239, Ext. 267

Asst. Regional Flight furgeon
Pedersl Aviation AMdministration
Minneapolia ARTCC

512 Division Street

rarcington, Minnesota 55014
Phone: (612} 463-3370, Ext. 196




NEW ENGLAND REGION - Connecticut,
Maine, Masaachuaatta, New Hampshire,
Rhode Ialand, Vermont

Regional Flight Surgeon, ANE-300
Pederal Aviation AMminiatration
12 New England Executjive Park
Burlington, Msaaachuaetta 01803
Phone: (617) 273-7307

Asat. Regional Flight Surgeon
Pederal Aviation AMminiatration
Boaton ARTCC

Northeaatern Blvd. & Har ia Road
Nashua, Mew Hampshire 03060
Phone: (6731) 889-2148

NORTHWEST MOUNTAIN REGION - Idaho,
Oregon, Waahington, Colorador Mor.tana,
Utah, Wyoming

Regional Flight Surgeon, ANM-3C0
Federal Aviation Aminiatration
PFAA Building, Boeing Field
Seattle, Waahington 98108
Phone: (206) 767-2710

Asat. Regional Flight Surgeon
Fede 21 Aviation AMminiatration
Seattle ARTCC

3101 Auturn Way South

Auburn, Waahington 92002
Phona: (206) 767-2540

Regional Flight Surgeon
Pederal Aviation AMainiatration
10455 Eaat 25th Avenue
Aurora, Colorado 30010
Phone: (303) 837-3824

Asat. Regional Flight Surgeon
Pederal Aviation AMminiatration
Denver ARTCC

2211 17th Avenus

Longmont, Colorado 80501
Phona: (303) 776-8108

Asat. Regional Flight Surgeon
Fedaral Aviation Zdminiatration
Salt Lake City ARTCC

2150 weat 700 North

Salt Lake City, Utah 84116

SOUTHERN REGION - Alabams, Florida,
Georgia, Xentucky, Miasajaaippi, North
Carolina, South Carolina, Tenraaaese,
Puerto Rico, Virgin lalanda

Regional PFlight Surgeon, A50-300
Fedaral Aviastion Mminiatration
P. 0. Box 20636

Atlanta, Georgia 30320

Phone: (404) 763-7251

Asat. Regional Flight Surgeon
Fedaral Aviation Maminiatration
Atlanta ARTCC

299 Woolaey Rcad

Hampton, Georgia 30228

Phone: (404) 94€-3511, Ext. 312

.st. Regjonal Flight Surgaon
Federal Aviation Adminiatration
Memphia ARTCC

322 Democrat Road

Memphia, Tenneasee 38116
Phone: (901) 365-0900, Ext. 270

Asat. Regional Flight Surgeon
Pedaral Aviation Mminiatration
Jackeonvilla ARTCC

P. 0. Box 98

Hilliard, Florida 32046

Phona: (904) 845-3311, Ext. 312

Asst. Regional Flight Surgeon

Pedaral Aviastion AMainiatration

Miami ARTCr

7500 W sArh St. & Palmetto Exprestway
Miami, Flo.:4a 33166

rhona: (305) 5%2-9770, Ext. 304




280

-3-

SOUTHWEST REGION - Arkansas,
Louisiana, New Mexico, Oklahoma, Texas

Regional Flight Surgeon, ASW-300
Federal Aviation Administration
P. 0. Box 1689

Fort Worth, Texas 761n1

Phone  (817) 624287

Asst. Regional Flight Surgeon
Federal Aviation Adminis” ation
Albtuquerque ARTCC

6900 Los Angele-~ Drive, NE
Albuquerque, New Mexico 87113
Phone: (505) 296-0213

Assc. Regional Flight Surgeon
Federal Aviation Administrat.on
Houston ARTCC

P. 0. Box 60308

Houston, Texas 77060

Phone: (713) 443-8641, Ext. 296

WESTERN-PACIFYC REGION - Arizona,
California, Nevada, Hawaii

Regional Flight Surgeon, AWP-300
Federal Aviation Administration
P. 0. Box 92027

Worldway Postal Center

Los Angeles, Celifrrnia 90009
P one  (Z13) 536-€300

Asst. Regioral Flight Surgeon
Federal Aviatio: Administretion
Los Angeles ARTCC

2555 East Avenue P

Palmdale, California 92550
Phone  fB0S) 947-4101, Ext. 220

Asst. Regional Flight Surgeon
Federal Aviation Administration
Oakland ARTCC

5125 Central Avenue

Fremont, Califorma 94536
Prone. (415) 797-6394

Asst Regional Flight Surgeon
Federal Aviation Administratizn
P. 0. Rfox 10310

Henolulu, Hawair 96816

Phone (808) 734-6693
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ORDER DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION 8320.2¢c

June 6, 1978

SUBJ: AVIATION MEDICAL EXAMINER SYSTEM

1. PURPOSE. This order providas guidslines for ths administrstion of ths
Avistion Medicul Examinsr System _ncluding proceduras for the dssignation,
renewsl of dssignstion, snd termination of designation of Aviation Medical
Examiners (AMEs).

2. DISTRIBUTION, This order is distributad to ¢ivision level in tha Officas
of Aviation Medicine, Chief Counsal, and Invastigations and Sacurity; to
Reglon Aviation Medical Divisions; to branch level in the Civil Aeromedical
Instituts; to NAFEC Medical Staff; to medical officas in ARTCCs; and to
designated Avistion Medical Examiners.

3. CANCELIATION. Order 8520.2B, Avistion Medical Examiner System, dstsd
March 11, 1977, is cancelad.

4. EXPLANATION OF CHANGES,

8. The des.ription of quslificstions for AME dssignstion has been
ravised to emphssize ths requirsment for suitability in profassional snd
pé¢ sonal conduct.

b. The facilities and equipment 1ist has bean revisad to require an
appropriste eye lsne vhere standard Snallen Tast Types ars used for testing
of visusl acuity, to require a standsrd light sourca whare psaudoiso-
chromatic plates are usad for color vision testing, and to dascribe ths
sudiometer required for AMCs performing first-class examinations.

¢. Criteris for redesignation have been modified to allow submission,
when required, of referencas from locsl practicing physicians as an
alternativa to & ststement of membership in wedical sociatiss or
associations.

d. References to FAA Ordsr 1600.25 have besn revisad to raflact its
moat recent changs.

e, The paragraph on forn aveilsbility has besn updatsd.
f. Thue need for protection of FAA forms has bean statad.

. Miuor non-substantive wora changes havs baan mads for form or
to correct typographicsl ervors.

Oistribution: WAM/GC/SE-2 Initisted By: AAM-200
RNAM-2; CAM-3
FAT-1 (Mininun)
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5. GENERAL. Aviation Medical Examinera, as representatives of the
agency, asaume certain responsibilitiea directly related to the agency's
aafety program. They aerve in their communitiea aa the Federal government's
aviation aafety representatives wvhere medical mattera are concerned.

They have public responaibility to insure that only thoae applicanta
physically and mentally able to perform aafely are parmitted to exercise
the privileges of airman certificatea. In order to properly diacharge

the dutiea associated with theaa reaponsibilitiea, Aviation Medical
Exaninera must maintain familiarity with genaral medical knowledge
applicable to aviation. Thay also must have 7etailad knowledge and
understanding of agency rulea, ragulations, policies and procedurea
related to the medical certification of airmen and must posaeaa acceptable
equipment and adequate facilitiea necesaary to carry out the prescribed
exarcinations,

6. POLICY. In the aelection and retention of examiners, it ia agency
policy to designate only profesaionally qualified, practicing physicians
who have an expressed intereat in promoting aviation aafety. Only those
physicians who enjoy the fullest respect of their associates and membera
of the public whom they aerve ahall be designated and retained as AMEs.

7. DEFINITIONS.

a, Aviatic. Medical Examiner. A physician vho 1a designated to
accept applications for physical examinations neceasary for isauing
medical certificatea under Part 67 of the Federal Aviation Regulations,
to conduct thoae phyaical examinationa, to isaue or deny medical certificates
in accordance with Part 67, to isaue atudent pilot certificates aa
apecified 1in Part 61 of the regulations, and, aa requested, to participate
in investigating aircraft accidenta.

b. Senior Aviation Medical Examiner. An Aviation Medical Examiner
vho 1s specifically deaignated to giva the examinations for firat-class
medical certificatea and to iaaue or deny firat~claaa certificates in
accordsnce with Part 67 of the “ederal Aviation Regulations.

c. Physician. A Doctor of Medicine or Doctor of Oateopathy.

8. DELEGATION OF AUTHORITY. The Office of Aviation Medicine ia tne
principal staff element of the agency with respect to the Aviation
Medical Exaninar Syatem. As the head of ‘e Office, the Federal Air
Surgeon developa and eatabliehea policitc , plana, procedures, atandards,
and regulations governing the Aviation Medical Examiner Syatem.

a. The Chief, Civil Aeromedical Inatitute, as assiated by the
Chief, Aeromedical Certification Branch (AAC-130), and the Chief, Aeromedical
Education Branch (AAC-140), ia delegated authority tc adminiater the AME
System and td: ** °
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(1) Designate and redesignate Senior Flight Surgeons of the
armed forces on specified military posts, stations, and facilities as
AMEs in coordination with the Surgeons General of the armed forces.
Military designations are subject to procedures developed by the Chief,
Civil Aeromedical Ins.itute, and not the guidelines set out in this
Order. Military AMEs shall be designated to perform second- and third-
class examinations only. This authority may be redelegated to the
Chief, Aeromedical Certification Branch, or to the Chief Aeromedical
Education Branch.

(2) Designate and redesignate physicians as AMEs (including
Senior AMES) who are located in foreign countries or areas not under the
responsibility of a Regional Flight Surgeon. This authority may be
redelegated to the Chief, Aeromedical Certification Branch.

b. Regional Flight Surgeons are c:iegated authority to designate
and redesignate physicians as AMEs (ir.cluding Senior AMEs) located
within their geographical areas of r.-oonsibility.

9. DESIGNATION CRITERIA,

a. Authority to Perform Second- and Third--Cls. - Examinations.

(1) Qualifications. The applicant for designation as an AME
with authority to perform examinations for second- or third-class medical
certificates and student pilot certificates must be a professionally
qualified physician in good community standing, licensed to practice
medicine in the state, foreign country, or area in which the designation
is sought and must be engaged in full-time practice at a specified
address, The applicant's past professional performance and peraonal
conduct must have demonstrated suitability for a position of responsibility
and trust. Special consideration will be given to those applicants who
are pilots, who have been military flight surgeons, or who have special
training cr expertise in aviation medicine.

(2} Distribution. There must be a determined need fo~ an AME
in the area, based on adequacy of coverage related to pilot population.

(3) ;Eeements. To become a desig.ated AME, the applicant
snall be required to agree to comply with the following conditions:

(a) Professionalism. To be informed as to progress in
aviatiop medicine, to be thoroughly familiar with instructions as to
technique of examination, med.cal assessment, and certification ot
examinees, and to abide by the policies, rules, and regulations of the
FAA.
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(b) Examinations. To personally conduct all medical
examinations at an established office address. As an exception tc this
policy, other physicians may perform specislized parts of the examinations
under the general supervision of the AME. In all cases, the AME shall
review, certify, and assume responsibility for the accuracy and completeness
of the total report of examination, and the cost to the epplicant may
not exceed the amount normally charged for a complete examination by a
single examiner. Other exceptions to this policy may be made only by
the appropriate Regional Flight Surgeon, the Chief, Civil Aeramedical
Insti.ute, or the Federal Air Surgecn. All excentions made by field
personnel shall be promptly reported to the Federal Air Surgeon.

(c) Seminars. To attend a FAA sponsored Aviation Medicine
Seminar within one year following initial appointment and within each
® five year interval theresafter. 7ravel costs and other expenses for the AME
to attend the seminars shall te paid for by the AME.

(d) Office Address and Telephone Numbers. To promptly
advise the responsible Regional Flight Surgeon or the Chief, Civil
Aeromediczl Institute, if appropriate, of any change in office mailing
address or telephone numbsra. These changes shall be reported by the
Regional Flight Surgeon or the Chief, Civil Aercmedical Institute, as
appropriate, to the Chief, Aeromedical Education Branch.

(e) Facilities and Equipment. The applicant must have
adequate facilities for performing the required examinations and possess
or agree to obtain the following equipment:

(1) Standard Snellen Test Types for visual acuity (both
nea~ and distant), and an appropriate eye .ane.

(2) Eye Muscle Test Light. May bs a spot of light 0.5cm
in diameter, a regular muscle-teat light, or an ophthalmoscope head.

{3) Maddox Rod. May be hand type.

(4) Horizonial Prism Bar, Risley, Hughes, or haui prism
are acceptable alternatives.

{s) Color Vision Test Apparatus. Pseudoisochromatic
plates (Dvorine, 2nd Edition; AOC Revised Edition or AOC:HRR: Ishihara,
16, 24, or 38 Plate Elitions); and Macbeth Deylight Lamp, Easel Lamp, or
color precaption light as specilled in the plate took. Acceptable
“substitutes: PMarnsworth Lantern; SAMCTT (Schonl of Aviation Medicine
Color Threshold Tester); Eldridge-Green Color Perception Lantern; Titmus
Optical Vision Teater; Keystone Orthoscope; Keystone Telebinocular.
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(6) A Wsll Target consisting of & 50-inch square surface
with a matte finish (msy be black felt or dull finish psper), and s 2-mn
white test object (may be s pin), in s suitable handle of the sams color
sa the background).

(7) Other vision test equipmen’ that ia scceptable ss s
replacement for (e)(l) through (4) sbove includes the Americsn Optical
Company Site-Screener, Bsusch and Lomb Orthorator, Keyatone Orthoscope
or Telebinoculsr, and Titwus Visicn Tester.

(8) Other equipment includes standsrd physicisn disgnostic
instruments snd sids including those necesssry to ferform urine testing.
Those physicisns who sre designated to peiform first-clsss examinations
slso nust have electrocardiographic equipment and s standard pure tone
sudiometer. An scceptsble sudiometer is one that is calibrated to
American Standards Associstion (ASA) ~ 1951, American National Standards
Institute (ANSI) - 1951, or International Standards Orgsnizstion (IS0)
standsrds and 1s capsble of determining, within 5 dacibala (dB) from
audiometer O to 60 dB, the examinee's thresholds to pure tones at 500,
1000, 2000, snd 4000 hertz (Hz).

b. Authority to Perform 7irst-Clsss Examinstions. In sddition to
the designstion criteris set out in psragrsph 9.a., criteris for deaignation
for the purpose of giving examinations for firat-class sedicsl certificstes
sre as follows:

(1) Three yesrs scceptable performance ss sn AME authorized
to perform second- snd third-clsss examinstions.

(2) Need for an AME designated to perform first-clsss exsm
inations in the srea, bssed on adequacy of coversge relsted to pilot
population,

10. PROHIBITED EXAMINATIONS. An AME 1s not suthorized to perform a
self-exsmination for issusnce of s medicsl certificate nor to issus 8
medical certificate to him or herself.

11. TENURE OF DESIGNATION. Designations of physicisns as AMEs ara
effective for one year sfter the date they sre issued unless terminated
esrlier by the sgency or the designee. Redes.gnastions shall be mads
snnuslly. In the event of office relocation or changs in practics, s
designation shsll terminate snd redesignation muat ba requeatad of tha
responsible Regional Flight Surgeon or, if sppropriste, the Chiaf, Civil
Aeromedics) Inatitute. Relocstion is defined sa a change in locstion of
more than 50 miles from the sddress at the time of original deaignation
Or & move across state, nationsl or regionsl boundaries.
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12, PRIVILEGES Or DESIGNATION., An AME may:

a, Accept applications for phyaical examinstions necesssrv for
{sauing medical certificates under Part 67 of the Federal Avistion
Regulations.

b, Conduct those physical examinstions under the general -up~rvision
of the sppropriaste agency official,

c. Issue or deny wedical certificates in accordence with Part
of the Federal Aviatinn Regulations, subject %o reconsfderstion by t
responsible agency otficial.

4. lasue or dany combinad Airman Medicel end Student Pilot
Certificates.

e, Participate in investigsting sircreft accidents as requested,
13, PROCEDURES FOR DESIGNATION.

s, Iniciel Designation.

(1) Application,

(a) Authority to parfora second- and third-cless examinations
only. Physicians who request suthority to perform sscond- and third-
class examinstions only shall ba required to complate FAA Fora 8520-2
(Avistion Medicel Exsminar Dscignation Application) and submit ths
originel and one copy to tha spproprista Regional Flight Surgeon or to
the Chief, Civil Aeromedical Institute, if located in & foraign country
or other ares not under the jurisdiction of a Regional Flight Surgeon.

(b) Authority to parform first-class exsminationms,
Physiciana vho request suthority to perform first-cless exsminations as
well ss second- and third-cless examinations shall ba required to submit
their requests in writing to tha sppropriats Regional Flight Surgeon, of
to the Chief, Civil Aeromedical Instituts, if located in a foraign
country or other areas not under the jurisdiction of s Regional Flight
Surgeon.

(2) Notificetion. The Regional Flight Surgeon or the C.aaf,
Civil Asromedical Instituts, as spproprists, shell advias the spplicant
in writing vhethar hs or sha has been designated. If desigiatid, the
phyaicien shall 2e aent an appropriataly worded FAA Form 8000-5,
Certificate of Designation, and the forms and eupplies outlined in
paragraph 13.4.(3) of this order. Designating officiale shall notify
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the Chief, Aeromedical Education Branch (AAC-140), of each designation.
Upon receipt of notificat:ion, the Chief, Aeromedical Education Branch,
shall prepare and send to each designee an appropriately worded FAA Form
8520-4, Aviation Medical Exaruner Idantif:cation Card. Identification
cards shall expire one year after the date they are issued.

(3) Forms and Supplies. The folluwing shall be furnished
each designee upon initial designation:

(a) Part 7 of the Federal Aviation Rcgulations.
vb)  Order 8520.3A, Guide for Aviation Medical Examiners.

& (c) Order 8025.1A, Medical Investigation of Aircraft
Accidents (at option of Regional Flight Surgeon).

(d) Self-addressed envelopes for the Aeromedical
Certification Branch and the appropriate Regional Aviation Medical Division.

(e) Order 8520.2C, Aviation Medical Ex.miner System
(f) Directory of AMEs.
(g) A suprly of the following FAA Forms and Stationery:

. 8025-2  Aircraft Accident Medical Informaticn (at
option of Regional Flight Surgeon)

8500-1 Near Vision Acuity (Test Card)

8500-2 AME Letter of Demial

8500-7 Report of Eye Evaluation

Z500-8 Application for Airman Medical Certificate
or Airman Medical and Student Pilot Certificate

8500-11 Medical Forms and Stationery Requisition

8500-12 Instructions for Completion of Application
for Airman Medical Certificate or Airman
Medical and Student Pilot Certificate,
FAA Form 8500-8

8500-14 (phthalmological Evaluation of Glaucoma

8500-17 Specifications for Initial Evaluation
Abnormal Carbohydrate Metabolism

8500-18 Specifications for Followup Evaluation
Abnormal Carbohydrate Metabolism

8500-19 Cardiovascula.' Evaluation Specifications

8500-21 Authorization for the Release of Medical
Information to the FAA

Par *_
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The airman medical <ertificate, FAA Form 8500-9,
which 1s attached to FAA Form 8500-8 is sensitive

in that its use by an unauthorized individual could
have a detrimental effect on air safety. Accordingly,
these forms should be arforded : reasonaole degree

of protection anu any 1oss should be reported
immediately to the Regional Flipht Surgeon.

b. Redesignation or Termination of Designation.

{1) Evaluation. It is the policy Jf the Federal Aviation
Adminmistration to contlnuously evaluate the perturmance of each AME,
The Chief, Aeromedical Education Branch, under the direction of the
Chief, Civil Aeromedical Institute, is responsiole® for developing and
administering evaluation procedures for the purpose of supplying Regional
Flight Surgeons and the Chief, Civil Aeromedical Institute, with data to
assist them in redesignation of only those physiciars wao havr demonstrated
satisfactory performance in the past and who continue to show a definite
interest in the AME program. In addition, the Chief, Aeromedical
CertificationBranch, in conjunction with daily certification duties, shall
identify those AMEs committirg serious certification errors and notify t'e
appropriate Rogional Flight Surgeon or, as required, the Chief, Civil
Aeromedical Institute on a case-by-case basis so that appropria.e action may
be taken regarding the AME. AME evaluation includes the following:

(a) Adequacy of Information on reports of medical
examination (FAA Form 8500-8)

(b) Error rate in certification of airmen.

(c) AME interest and participation in the total program
and availabality for aircraft accident investigation.

(d) Reports from aviation community concerning tne AME's
professional performance and personal conduct as it may reflect on the
agency.

(e) Information from medical Societies and associations.

(f) Attendance at seminars in accordance with paragraph

9.a.(3)(c).

(2) AME Porformance Reports. For purpose of accomplishing
the evaluation,-the Regional Flignt Surgeons and the Chief, Civil Aeromedical
Institute, shall be furnished the followirg reports:
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(s) AME Performsnce Summary (Qusrterly) (RIS: AM 9320-3) of
AMEs eligible for redesignstion. The report shsll include but is not
limited to number of examinations, by clsss; number of errors; and
sedicsl certificstion csses denied or pending.

(b) AME Trsining S 'y (RIS: AC 8520-6) which shsll
ir _lude 8 listing of csch AME with dstes of sttendsnce at seminsrs, type
of designation (to perform first-class exsminstions or to perform only
second-snd third-clsss examinstions), interest in the Accident Investigstion
Program, snd whether the AME is a pilot.

(c) AME Perfor - ry (Annually) (RI.: AM 9320-4)
on 8 cslendsr year bssis, vhich shell include, but is not limited to,
the sawe information listed in (2)(s) sbove.

(d) Summsry Compsrison Report (RIS: AM 9320-2), on &
cslendsr year basis. This report shall identify the number of physicsl
examinstions performed in each stste and county ss contrssted with the
number of persons requiring medicsl certificstion in esch stzte snd

.county, by sirman cstegory.

(3) Criteris for Redesignation or Terminstion of Designstion.

(a) Performance. Suitsbility for redesignstion shsll be
deternined in psrt by review of sll avsilsbie information relstsd to
factors outlined in parsgraph 13.b of this order.

(b) Need. Redesignstion shsll be dependent upon a
continuing need in the sres bssed principally upon the AME/pilot ratio
snd/or number of examinstions performed by tha AME. Ffailure to psrform
s significant numbar of examinations during any 12-month period may be
considered resson for not redesignating. If the type or locstion of an
AME's practice chsnges, a new determinstion of need shall be made by the
responsible Regional Flight Surgeon or the Chief, Civil Aeromedicsl
Institute, ss spproprate. New personal raferences or statements from
the AME's locsl or state medical society or osteopathic associstion (as
provided for vpon initisl designation in FAA Form 8520-2) that the
physicisn is a member in good ntsnding may be required as sppropriste.

(c) Persorsl Conduct. Arrsst, indictment, or conviction
for violation of a law or ) -rsonsl conduct thst reflacts adversely on
the sgency may be considered grounds to refuse to rsdssignsts or to
tarminsta ¢ designstion. If sn AME's personsl or professional conduct
tends to bring discredit upon the Federsl Aviation Administrstion and/or
compronises the effectiveness of thr designstion, the Regionsl Flight
Surgeon or the Chief, Civil Aeromedicsl Instituta, ss sppropriste, shall
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eveluate the circumstances and determine vhetner there 1s sufficient
cause to refuse to redesignats or, if necesssry, to tarminats designation.
As required, the appropriste Air Transportetion Security Divieion shell
be requeeted to investigeate and furnish necesesry documentation.

(4) Realth. If an AME has an {llnese or sedical condition
thet may sffact eound professional judgment or ability to perform
examinetions, redesignation et ill be refusad or designation shell be
termineted.

(e) Vuluntary Termination. Upon request by the AME,
designation ehell not be renevad or shall be tarminated.

(£) Other Reasons. If, f.~ any other reason, the responsible
Regionel Flight Surgeon or Chisf, Civil Aeromedical Inatituts, es appropriste,
finde it 1a in the bast interest of the sgency not to redesignate an AME
or to terminate s designation, the sppropriste action shall be taken.

(4) Proceduras,

(s) Redesignation. Sixty (60) daye prior to s designation
anniversary dets, the Asromedical Education Branch shall forward FAA
Form 8520-4, Avistion Medical Examinsr Identificetion Card, to AMEs who
meet redesignation criteris as cartified by eithar s Regional Flight
Surgeon nr the Chiaf, Civil Aaromedical Instituts. If redesignation s
deeired, the physician shell dstech, sign, snd rateis the Identificetion
Cerd portion, and complats the remainder of the form and raturr it to
the Chief, Aeromedical Education Brench (AAC-140). Physiciens who do
not wish to be redesignated shall raturn ths complats Form 8520-4 to
AAC-140 a0 thst their names msy be ramoved fros the roll of .lesignated
Avistion Medical Examiners. Phyeicisns vho feii to return the completed
form to AAC-140 within s ressonabls time shall be considered &s mot
desiring redesignation, and upon notification to the phyesician, rhe name
shell be removed from ths rolls., AAC-ié0 shall notify the responaible
Regional Flight Surgeon and the Chisf, Civil Ac-omedicsl Inatituts, of
those physicians vho decline redesignation.

(b) Mon-Radesignation or Tsermination of Designation.
(1) Profesaionsl and/or Adminje’ stive Psrformsnce.

If the responsibls Regional Flight Surgeon or the Chief, Civil Aeromedicsl
Inetitute, determines that an AME is performing in s professionally
substenderd msnnar, or has failed to foliow established FAA fules,
regulations, policies, or procedures, the AME ghall b¢ potified Of thess
deficiencies and advieed of need for improvement. Wharas posaibls, s
visit with the AME may be indicated. Approprists recorde regarding
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notification and contact ahall be maintained. After a reasonable period

of time, the Regional Flight Surgeon or Chief, €ivil Aeromedical Institute,
as appropriate, ahall again reviev the AME's performance to determine if
asufficient improvement has been made. If performance ia atill aubstandard,
the AME will not be redevignated or, if appropriate, procedures for
terpination of deaignation shall be initiated.

(2) Non-Redesignation. If the Regional Flight
Surgeon or Chief, Civil Aeromedical Institute, as appropriate, determines
that an AME should not be.redesignated, the AME shall.be notified in
writing of the reason-for the action. A copy of the notification shall
be sent to Chief, Aeromedical Education Branch, AAC-140.

(3) Termination of Designation. If the Regional
Flight Surgeon or Chief, Civil Aerome: 1.zl Inatitute, as appropriate,
determines that termination during the desiynation year ia arranted,
documentation shall be provided to AAC-140 whieve a letter terminating
the AME's designation shall be prepar.:d for the aignature of the Federal
Air Surgeon and forwarded to the Chief, Aeromedical Standards Division.
Upon concurrence by the Chief, Aeromedical Standards Division, the draft
letter shall be presented to the Federal Air Surgeon for consideration
and signature.

(4) Return of Materials. Whether by determination
not to redesignate or termination of designation during the designation
year, the AME shall be requested to return all agency materials (including
Identification Card and Certificate of Designation) to the Chief,
Aeromedical Education Branch, AAC-140. The Chief, Aeromedical Education
Branch, shall advise the responsible Regional Flight Surgeon or the
Chief, Civil Aeromedicsl Institute, if appropriate, if the materials are
not returned within s reasonable period of time so that apprupriste
action may be taken.

14, AME IDENTIFICATION CARDS. Revised FAA Form 8520-4, .viation Medical
Examiner Identilication Card, is prescribed by this order, and supersedes
the previous edition.

15. 1SSUANCE AND CONTROL OF AME IDENTIFICATION CARDS. The need to
assure the integrity of the AME Identiffcation Card system necessitates
that strict controla be instituted to prevent fraudulent issuance,
improper use, or alteration of this identity card.

8. Responsibility. The Chief, Civil Aeromedical Institute, is
responsible for assuring that application forms for the AME Ideatification
Card are properly reviewed and that the issuance and control of these
identification cards are accomplished in accordance with the general
provisions of FAA Order 1600.25B, FAA Identification Medias.
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b. Authorizing Officisls. To prevent any possible fraudulent
issuance of an AME Identification Card, the Chief, Civil Aeromedical
Institute, will designate by letter those personnel suthorized to sign
FAA Form 8520-4 as "Authorizing Officisl."

c. Protection and Control of AME Identification Media. The
acceptance of designat.on/redesignation portion of revised FAA Form
8520-4, Aviastion Medical Examiner Identification Card, shall serve as
control for the identification media. The following paragraphs of FAA
Order 1600.25B set forth FAA policy with respect to the administrative
controls required for an suthorized identification system. The appropriate
references to FAA Order 1600.25B include:

(1) Misv<e or alteratfon (paragraph 22)
(2) Loss or theft (paragraph 23)

(3) Destruction (paragraph 24)

(4) Surrender of 1D Media (paragraph 25)
(5) Storage snd transmittal (parsgraph 26)

16. FORM AVAILABILITY. FAA Form 8520-4 is svailable only to AAC-140.
FAA Form 8520-2 is stocked in FAA Depot and is available to Regional
Aviation Medical Divisions and ARTCC Medical Offires through normal
supply channels, NSN 0052-00-035-8004, unit of issue: set.

M.D.
Federal Air Surgeon, AAM-1
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AP - SAMPLE APPLICATION PORM OCONT'D

The lollowing @ & hat of FAA scceptabic vauon (esting squapmest a5 relsied 10 Se~uon VII of this fera

8520.2C
Appendix 1

Distant Visies Near Visien
Snclien 0-icot eye chan a8d eye lane FAA Form 85001 Nesr Yamon Aceny
tont card (Thas card wilt be provided
ot the me of sppoRtment)

Acceptable ssbatiteses

AOC Sue-Screenc-

Bausch & Lomd Ortharator

Keystone Orthoscope AOC Sug-Screener

Keyrone Teletwaocular Bawsch & Lombd Orthoretor

Prosector wath screen Keysone Orthoscope

Tumus Optrcal Vimos Tester Keystone Telebsnoculsr
Tumas Optical ¥ weon Tester

Accuptable sabetitetas

Metorepboria
Honzontal priss bar wnh
padusted prums begmmng with
1 diopter and mcrest'ag m power
loll:n:llnpun

Red Maddon rmd with bandie
% oo laght source. Muscle bght or
oquvelent

Acceptabls snbeticates
AOC Sue-Screener
Bowech & Lomd Orthomior

Keystone

Keystose Telebnocular
Red Maddos rod aad mdrvideal prems

Red Maddos rod and Ruley rotary pnem
T v Opucal Vo Tester

Color Visien
. 16,

.::’o‘:in: ‘W“ ‘oﬁ-ﬁc’g: o1 color

Pasudolochromatc plaies
ah:;t :-’%:::l:‘ﬂ:m)u o P
Accepiobic gabststntes

'ﬂ' Seaorof Av
SAMCTT (School of A%MC&WTM)
Tumus Opucal Vimon Theter

Tald of Visien

40-iach sguare black matie merfacy wall Larget with conter whee fiaation
pomi. 2 mm white test obyects on black -hat Sled holder

Acceptabls sabetitose
Standerd parumeter

PAAPORN 05308 | ) PIENS rarvemm Sirnen,

29
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Appendix 1
APPENDIX 1 - SAMPLE APPLICATION PORM CONT'B
< SYELLOM)
OCIARTIE? * AP TEANEPONTATION - FDF RaL AVIATION ADWINISTRATION
AVIATION MIDICA' LXAMINER DESIGRATION APPLICATION piritdngintnd
YL 0 0ppe 20943 - Chars onay) end/e: sompiete Buad 00 Apehcobis ows v
o A USL omy SECNoN 1+ DENTIF A
LALT ndng PomY AILE ATS rorin ,'uv 7Ty
o '] ’
s1ava b ’ ]
ABDALEE WIERL £3AMVATIONS Wil BE Jent FAMILY PRACTX. &
FIRTSFROTITVTioN SUTLINIE. 1F ARY- “QFNTHAL AOLOGY
{ e - VAGERY
S nvndIA axs gsraaey WIEANAL MEDIC NG
PSYCHIATRY
ci¥y = 7 =
- NEYADLOGY
[} WOUSTAV L MEDICINE
F < AVIATION MDCINE
< oo JTOLARYNG DL 06 Y
" R [N Va0 T TR G0 Co A AN ATAT 0% RISICAL §1AmNEFT oTng C7)
LIH'ETTI— YES nO
v "Jesqman: FIYES L. O AP Ry, Cov 0.
': - GO L
(ORI — e
. I T MITICARTL W TRE FAA ARCAAFT ACCDNT —
L (TN} WYRCT IS AT 100 AggAA MY o vis cIve
STCYION il » ESUCATION g _ .
NAmME OF SCHOOL _CITY, STATE YA GEAMWATED L E I HTTE )
£ Ml ) -
o
e - - 4 - - — -
::
i3 - . .. _ . _ — -} . ..
o | MAmEe WogP TAL TMSTITLTION CITY ; STATE INCLUSIVE DATES [SP0 "IN TYor FTATING
¥
H
ti e mveeed o e e e e el e — - -
H
L1 o
MNARE oF InSTITVTION CIIY, STATS
: ——— e e mn === r — = ci— g
<
£ 4
ii —
e TR T TR ———— = —— ]
TYi PAACTC 9, oF YRS tTAL s!.u IAH[ wq“ a :TH YWl'ﬂu
1T T “"DTS_EIW_’—_"‘""—' -7
COPLoT [T OTHER (yasihy) —

E el LAl PR S e T T = X D
T ves ARE You mwAPEREER OF acneg RLSEAvE 3 I YES D WO
il—---- .. 1l.Cwvo ——— —————@T MATusAL&ud | - ves (O NO-
T
D1PnATE, A FoAD (1) of T :mnuwmn. - putrieestaca sciants (LT3

FAAFORM 0320-2¢ 1304500008 Praviove tamom.

. —— e e e m e e e = —_— - -
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ARFENDIX 1 - SAPLE APPLICATION POKM QONT'D

pecvion v - L iZENSY AT SAALY. ™
npwe q—uul-&.ﬂ.l.-fhmm{mi-nlr.:.-nh'ﬂ'.vnlnhhmhm-

1o 1o powr 1iesner ts prurtioe aeticins o owgery liaited o restriohed In my suy? - D DU
2. s powr lissmee ta prestior ordisine o owgery rver bomm smpmded o . Svened? m [7 =]
3o Nus yowr agplisstion for renovel of ;0w livesor o madleal raguistim ts provtioe metiolae

2t rwgery over tmte Pefuned? ™ 7 ~
4. Seve you aver been charged o sawieteod of vialstio of my sats o federsl ies pertalaisg

Vo somtreliol @ hebltororning €regs o sarvetics? m [T =[]

BECTION Vi REMARKS 1Lui §) sl g rofevnce fo drm aninber ony prrtonses oyformissn pow rssrs 19 mebranl

SECTION V¥ - APPLICANTS CEATIMCATION

SRCTION Vi . 20N PAA U9S DMLY

Th spphcouss hos ntn reviewed rofceares beve doon moenigoted sad/or i hos odorwior doon daeormuned that e apybeant
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[ eI

og [ OB e D ORLIAREe [
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APPENDIX 2 - SAMPLE LETTER £°

DEPARTMENT OF TRANSPORTATION
FEDERAL AVL.TION ADMINISTRATION

(Return Addrass)

This fe in reply to your recent inquiry sbout designstion as en
Avistioo Medicel Examiner for the Padersl Aviation Admicfstration.
Enclosed 1o & designation application. Wa imvite your attention to
the informstiensl materiel and requirements for designation contained
1o the yallow cover shast.

Complata sll forms in their antirety. You sust scquire g1l of the
¢quipment liated on the Tevarse of tha spplication imstruction ehaat
(or accapted subatitutas) befors becoming o deasigoated medical
sxaminer for this sgency; bowever, we suggest that you do MOT purchass
any of the aquipment which you may lack untfl you have baen approved
for designation.

The completed application, and stetement fros you. sedical sociaty end/
or physicisna' referances should bs forverded te ue st tha sbove
addrass.

$iocerely,

Regionel Flight Surgeon

Zoclosures

SABYXLE
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Appendix 2 .6/6/”

-t

APPERDIX 2 - SAMPLE LETIER 2

unmumravumnnnmn
FEDERA! AVIATION ADMMWMSTRATION

(Roturn Address)

1 dical

You are hereby 4 as =
for the Adninistrster of the Federel Avistion Administretion (FAA). This
dovignation will bocomn sffactive vhen you have aigned sad returaed

the duplicate sopy of thia latter, which will indicate possessisn of

all the squipment wesassary to perforn FAA sirmen sndical sneminstions
and your of the under the ssnditisas swtlined

in this lotter.

Thie dasignation.

1. 10 valid at tha adiress of Sesignatien enly, sad dees sut sutemstically
scatisue with the enaminer 1f shonge of address or practice ouun. t O3
sueh sm event, mst de ap by the app 1emal
Tlight Surgess.

2. Delegetes suthority te you to perforn ensminsticas ond te lapue T deny
1oouance of second-and third-clees endical smrtif acd stedent pilot
cartifitetes. It doss mt 4 th to enand 104

airlir tremspert pilete ox other ."uu-t. for firet-cless snfisel
Cortificetes.

3. May de 4 ot the &1 1on of the Mwi

It will -n—m.u, qtu ai the sad of sun yur dut o I- ronswed
ammally te » sotd the part of the exsmiser.
‘Prier te the expiratiss date, o h'uu for lo‘nlpnu- fors will e
oent te you. This form st lo d ond defere

can be offected.)

You are vequired to participate in qa PAA 4 Avistion Mediel
Seminar withis sus yesr folleviag laitis] destgnation and withis sach
five-year {atarval thersafter.

Your Cortifisate of Designatioen, Guide o7 Avistion Medicel Sxamimere,
Part 67 of the Pederel Aviatien Reguletion, FAA Orders snd PAA forms

and supplive will de sent ts you upes Teceipt aof the signed sepy of chn
lotter., Thess materisls will de for yeur axclusive uss and are sot
distrivuted te any other individusie.

$incerely.

Regioaal Flight Burgesa

EANRLE
* 1f Apprepriate

303
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Appendix 2
APPENDIX 2 - SAMPLY LETTR #3
DEPARTMENT OF TRANSPORTATION
PIDERAL AVIATION ADMINSTRATION
(geturn Address) T

7

RS>

®

This letter is in Tefermnce to your dseignation as ez aviation mediocs:
esxaainer for the Pedersl Aviation Administretiom.

Ve have assigned the folloving serial mumber for sdentification pur-
poses and it should appear an all your reports of examinations:

oclowed 19 your Certificate of Designation. Alsc emclosed is your Ouide
and the other working msteriale you vill aeed in oompection with thie
damignation. ‘Thess materials are for your exclusive use and are pet to
be distributel to any other individuale.

&incerely,

Regicmal Flight surgeon

Roclosures

EApRLE

304
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LAY ] ¥ AT MY, S - -‘J—‘-'.-:‘:ﬁ_-;'—"f-_.«- -
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DEPARTMENT OF TRANSPORTATION
FEDERAL AVIATION ADMINISTRATION
GENERAL AVIATION DISTRICT OFFICES

2ip Telephone
Code Number

ALABAMA
Birminghameseccvoeee 6500 43rd Avenue NOItheee eveveeeesIE206.0...(205)
Municipal Airport
FSS/WB Builuing

ALASKA

ANChOrage.eceseceeseel515 EASE 13thecoecceecesncvoeceses99501....(907)
FairbankSeeeeeevesss . Admipistration Building..ceeeesees.99701....(307)
5640 Airport way
International Airport

ARIZONA

Phoenixeeesveseeesess2800 Sky Harbc. Blvd., Rm. 112....85034.....(602)
Sky Harbor Airport
Scottsdale...........Scottsdale Municipal Airport......85260.....(606)

ARRANSAS

Little ROCKeeeoesesesROOM 201, FAA Building.eccceecess+72202,....(501)
Adams Field

CALIFORNIA

PreBN csssvoocccceses2d40l No ABhleYieouoroioosesoonvese93?727.....(209)

Riverside...........-Rivers Hunicipal Airport.......92504.....(714)
6961 Fiight Road

Sacramento...ceeevess ExeCuUtive AIIPOrt.cccccrecvsoesess95822,,....{916)
6107 Freeport Blwd.

San Dieg0.cceeceeses+3750 John J. Montgomery Drive.....92123.....(714)
Montgomery Field Airport

San JO5€@.ceecececsses1387 Alrport Buildingee.ecececsss+95110..... (408)

Van NUYS..ceveesesosse 7120 Havenhurst Ave., Suite 316...91406.....{213)

COLORADO

DeNnVer...csesveeess . FAA Burdling, Jefferson County....80020.....(303)
Airport Broomfield

Grand Junction.......2800 H ROBdecveccencvovvscsvosesssBl501l.....(303)

DISTRICT OF
COLUMBIA

washington, OC.......Washington National Airport.......20001.....(202)
west Building, Room 152

592-6371

276-3939
452-1276

261-4238

261-2561

372-3437

487-5306
787-1245

440-3169

293-5280

275-7681
997-%191

466-7326

243-9518

628-1555



E

FLORIDA

Jacksonville.........Crai9 Municipal Adrport............32211.... (904}
PAA Building

Upa-locks (Miami)....Opa~Locks Airport, Bldg. 121.......33084. ... (305)
P. D. Dox 365

GEORGIA

Atlants..............PAA Building, Room 200....... ....30336.-...(404)
Charlie Brown County Airpor:

IDABO

Boise..... seccccscsc DOl MIPOIt.  uvviiineiannnaneess.83705.... (208)
3975 Rickenbacker

JLLINO1S

Springfisld..........#3 Morth Airpor! ‘¥8etesenee «2a62705.....(217)
N. Quadrant, ( _itsl Airport

West Chicago.........P. D. Box Bevesevesnceascsnnscees 60185, ....(312)
Dupage County Alirport

INDIANA

Indisnapolis.........Internstional ALrport..c....ccve...46241.c...(317)
6801 Pierson Drive

South Bend...........Michisna Megionsl Alrport.........46628.....(219)
1843 commerce Drive

Des Moines...cccv....202]1 Army POSt ROBA..cvvcrcnceaas.85032]..... (816)

KANSAS

Kansus City..........2nd Ploor, AMdminritration B1dg....6611S5.....(816)
rairfex Airport

Wichits..............Flight Standards Building.........67209..... (316}
Wid Continent Airport

K2NTUCKY

——

Louisville...........Bowman Pield, PAA BDuilding........40208..... (502)

LOUISIANA

Lafayette............ReQi0na) AIFPOrt.cs.cvcuvscnccensss 70508, ... (318)
Room 101, PAA Building

Nev Orlesns..........PAA Building, Lakefront Airport...70126.....(304)

Shreveport...........Room 137, Terminal Building.......71107.....(318)
Downtosm Alrport

e 3ui

Aruitoxt provided by Eic:

641-7311

681-7431

221-6481

384-1238

492-4238

584-4490

247-2491
236-8480

374-3767

281-3491

943-3244

$82-6116

234-2321

241-2506
226-3379



MAINE

Portland.csvssesses. . Portland International Jetport....04102.....(207)
General “viation Terminal

MARY LAND

Jaltimore... .00, ... North Adniniatration Builé’ng.....21240.....(310)
Baltimore-waahington
Int'l Alrport, Elm Road

MASSACHUSETTS

Norwood (Boston).....Municipal AEport..cecvceecrerecee02602ese0.(617)

weatfield............lat Ploor, Adainiatcation B1dg....01085.....(413)
Barnea Municipal Airport
P. O. Box 544

MICHIGAN

Grand Rapida.........Kent County ALrpPOft..c.csccccccssc89508..... (616)
5500 44th Straet, SE

Ypailanti (Detroit)..willow Run ALIPOLt..covceeerccercecdB1970ccee(Z1)

MINNESOTA

Minneapslia..........6201 34th Avenue, South.....cc0c0:55450.....(612)
Minneapolia-St. Paul Int'l Arpt.

MISSISSIPPI

JBCkEON. ceeesessess.sP. O. Box 5885, Pearl Station.....39208.....(601)
Jackson Municiapl Afrport

MISSOURI

St. Louil.s-erss4:22.9275 Genaire Drive, Burkaley......63134.....(31/)
MONTANA

Billingm... .o.e.0se.Pm, 216, Adminiatration Buldg.....59101.....(406)

Billings-Logan Pield

Belena.csescorsocess. PAA Building, ROOM 3eccccccersces 59601, ... (406)
Belana Arpt., P. O, Box 1167

NEBRASKA

Lincolneseevesccecsecs ,Goeneral Aviation Building.cceceee.68521.....(402)
Lincoln Municipal Airport

REVADA

ReNO.coeescnnscesses 601 6. Rock Blvd., Buite D-102....89502.....(702)

74-0404

751-2610

762-2436
568-3121

456-2427

485-2550

725-3341

969-4633

7310930

245-617%

449-5270

471-5488

784-5321
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NB¥_MEX1CO
AlDUqQUCIQUa.cesess...2802 Kirtland, Drive, SE..........07106.....(505)
NEW_YORK

AlDANY.ccceecavecsocAlbany COounty ALIPOrt..ccececeve.122il.....(518)
CFR & M Building

Paraingdala..........Building 53, Republic Airport.. «e11735.....(536)

ROCHESt AL cssccessss.1205 Beottaville Road.cceroocone s 1462¢. 0. .. (716)
Rochestar-Monroe County Airport

MORTHE CAROLINA

Charlotta............PAA Bulding, Munic.pal Airport....20219.....(704)
P. O. Box 19005
K2leighec.evceceves..Relaigh-Durham ALLIPOTtececescveass27560.00..(919)
Mail Routa I, Box 486A
Morrisville

NORTH_DAKOTA

PPEGO..evescversasss.DoOvalas Municipel Afzdort.........58102.....(701)
PAA Building, Bector Piald
P. O. Mox 5496

om0

CAnCinnet...cecree. . Executive Building..ccceevecncaessc45226,....(513)
Ground Ploor, 4242 Airpor® M.
Cleveland....c.......Clave)and Bopkins Int'l Arpr......44135.....(216)
COlUMDUR. ccceces0see.POIt Columbua Int'l AfPtocececns-.43219.....(614)
4393 B. 17th Avenua, Room 234
Lan Aviatinn Building

ORLANOMA

Oklahoma City........PAA Building, Room 202.c000000eees7I000.....(405)
Wilay Post Arpt., Bethany
TULEB..eeveeensesees.General Aviation Terminal...c.cc...74125.....(918)

M. 110, Tulaes Int'l Arpt.

oREGON

BUGane. .ccoesvses . Mahlon-Bvvect ALIPOTE..cvcooeccees97401.....(503)
90606 Graanhill Road

POrtland...-ecee.ees.Portlard-Aillaboro Arport........97123.....(503)
3355 WE Cornell Road

247-0156

869-0402

694-5530
263-5080

392-3214

755-4240

232-8949

684-218)

267-0020
469-7176

709-5220

835-7619

608-9721

221-2104
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PENNSYLVANIA

Allertown............Allentiwn-Bethlehem-Baston Arpt...3$103.....(215)
BAS Avietion Center Building :
Barri8burg..c..... ... Mninistration 8ldg., Re. 201.....18103.....(717)
New Cumberlend Capitsl City Arpt.
Philadelphie.........North Philadelphis ALrmort..c......i9114..... (23)
Pittsburgh.......... .Allegheny County Airport.. .......1512%..... (a2
Mnainistretior 3ldg., Ra. 213
Weat Mifflin

CAROLINA
West Columbis..... ..Columoie Metropolitan Alrport......9169.....(803)
SOUTE DAROTA

Rapid City...........Rzpid City Regional Alrport.......57701.....1605)
RR 2, Box 6338

TEXAS

Dallas...............Love Pleld, 8032 Avietion Plsce...75232.....(214)

El PB8O..ccececncscc M. 202, Pedersl Avietion Bldg....79925.....(f18)
6795 Convair Rosd

Lubbonkecoeesesessde. International MIPOIt.ceeeceeneees?94)17..... (806)
Mails Rt. 3, Box 51

UTAR

Sslt Lake City.......116 N. 23rd west, Room 100........84116.....78C))

VIRGINIA

Richmond....cccoeeeeeInt'l Arpt., Terminal B14g.cceees,23150.....(804)
2nd Floor, Sandston

MASE INGTON

Spokane..............5629 East Rutter Road...cceecercaarauboos.s (509)
Pelts Pield Alrport

WEST VIRGINIA
Charleston...........Kanavha County ALrport...ceeceees,25311.....(304)
WYOMING

Casper.seccccccncceesllB7 PUller Str00tecccccccacseces . 8260).....(307)
Natrons County Int’l Airport

PUERTO RIO

B8N JUBN.cecccesscscsRID ), BOX "Ac. tovvreonsncccess0C4o.... (809)
Loize 8t., Banturce Station

776-4420
782-4528

776~4420
461-2726

765-5931

343-2403

357-0142
778-6389

762-0333%

52¢-4247

222-749%4

456-4618

234-8959

791-0374



APPENDIX 4

DEPARTMENT OF TRANSPORTATION

CERTIFICATE OF TRUE COPY
i--lmecopy]

Pgr of the original

irlipe pilots granted ar exemption or special issuance medical
Rte between the datea of January 1, 1982, and July 31, 1985.

| HEREBY CERTIFY that the attached

on fil Aeromedical Certification Branch;
#8 an the legal custodian thereof.

Signed and dated a1__Oklshona Citv. Oklahoms
this 16th_day of August , 19_85
[ e = j

NOVA L. GREEN -
by__Medical Record Technician

LemrCrmrrr

(Tole)

Civil Aeromedical Institute

IR EXRA . .........................................Q..

| HEREBY CERTIFY tha:r  NOVA L. GREEN

going cert:ficate is now, and wes, at the time of signing
ian of the aforesaid records,

and that ful EERAERY credit should be gven his certificate as such

IN WITNESS WHEREQF, 1 have hereunto subscribed

my name and caused the seat of the [sepantment of

‘Transportation to be affixed this 16th
deyof __ Auguat , 1985

Qklshoms City, Oklahoma

3
4«& w. !&‘u .
Al'TF 4. DAV M.D

{Signature)
A ch
(Tul *
Zivil Aeromedical Institute
Deparinent of Transporiation
C©  FAAACIINIS

at

Farm DOT F 2100.1 1049
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Lamy 1, 1952, through JULY 31, 1985

Atrline Pilots - Exexption and Special Issuance Medical Certifications

'~

~curological Conditions~-—-=—o—w—- 18 Coronary Artery Bypass Graft Surgery

or Angioplasty----——-—--==—--—wa-——-50
Psychiatric Conditions——-—--=-—---14
Miscell Conditions 2 Other Cardiovascular Conditions————e—- 17
Myocardial Infarction-——————oo-—-— 20 Alcoholiawm 293

FOLLOWUP REPORTS REQUIRED: at 6é-month or 12-month intervals

MI(myocardial infarction);CAD(coronary artery diaeaae); CABG(coronary artery bypaaa
graft surgery; PTCA(percutanecua transluminal coronary angioplasty)

Reporta of cardiovascular examinations by a specialiat in rardiology ¢. internal
nmedicine including medical history sa to aymptoma or treatment refersble to the
cardiovascular system; general phyaical examination to include blood preasure, weight,
funduscopic, and cardiac examination; rep xt of blood choleaterol and triglyceridea;
electrocardiograms taken at rest end with a maximal (treadmill or bicycle ergometer)
stress test with appropriate blood preasure responsea noted. All reating end exerciae
elecrrocardiographic tracinga muat be furnished.

Other tests that may be required: Nuclesr cardiology studies including en excrciae/
rest thallium 201 myocardial perfuaion acan and dats on left ventricle function (vall
motion and ejection fraction by either gated blood pool acanning (atreaa MUGA) or by
first pass technetium); echocardiogram; 24-hour Rolter wonitor teat.

Alcoholism: monitoring reports at monthly, quarterly, 6-month or 12-month intervals

(1) Monthly reporta from airman's flight operstiona aupervisor and union repreasntst-

ive (ALPA or APA or F.E.1.A.).

(2) Quarterly reporta from the aftercsre counselor.

(3) 6-month or annual paychietric reports from & deaignated psychistriat.

(4) Blood alcohol and liver function testa aa deemed necessary by the monitor.

(5) Annual electrocardiogram trscinga required of airmen at age 40.

These reports sre collected by a deaignated phyaicisn wonitor and preaented to the
FAA at 6-month intervals. The requiresent for followup reporta remaina in effect
for & minimum of 24 monthi.

Neurological conditions: Neurological evaluation, by a neurologiat. Depending upon
the eirman's history, we way require an electroence; halogram, CAT scen, or Doppler

spectral analyais.

Psychiatric conditions* Report of psychiatric interview at 6-month or 12-month
intervals. Repeat psyclnlogical testing way be required in aome circumstances.

Followup reports are determin~d on sn individual baais and deped upon the airman'a
medical hisotry and preaer~ condition.

312




O

ERIC

Aruitoxt provided by Eic:

I

NEUROLOGICAL CONDITIONS

DATE OF MEDICAL OPR. DATE
DATE OF BIRTH ISSUANCH CLASSCONDITION | Lmits | remn | wEason AIRLINE -,
catotid Q
1. 10-9-28 6-10-85 | 1 FYEESR 1oss | None American Alrlines
2. 9-8-13 bo12-g0 | 1 D9Ferd RailPhs
. 9-8- -12- prter. malt.] None American Airlines
3. 10-28-24 h-20-85 | 2 [R3eite P4,
. ndart. (1) American Airlines
4. 10-20-3 1-12-83 | 1 Béiifgoéég”
. ypass | None Braniff Airlines
rain st
5. 7-13-24 b-23-80 | 2 EEERIAREL. *(1) Braniff Alrlines
eTEbral 3
6. 5-25-42 h2-27-83) 1 RESE?%H;E&“ None Continental Airlines
erebral
7. 8-1-32 [1-2-82 | 1 Hyasfunction | None Eastern Airlines
a ent
8. 6-19-26 R-13-85| 1 §£R§§E None Eastern Airlines w
3. 2-2-44 12-13-88) 1 PLCoREY.ett) &
. 2-2- 2-13- q. hed. | None Frontier Airlines [+]
i . carotid
10 10-11-19 18-85 1  pndarterect.| None N. W. Airlines
ﬁ 'I‘u{"e‘ ol
1. 12-25-28 po-14-82) 1 tiology None Pan Am
lead TY
12. 9-12-38 B-28-84 | 1 :HHiﬁgﬁy None Republic Afrlines
drocgphalus Upgraded to Class 1
13, 12-4-42 7-8-83 2 gﬁﬁﬁgi‘gs ) *(2) 7-16-84|No opr. 1limits. Southwest Airlines
. ad ury
14, 2-13-44 le=4~84 2 k:§ uigxﬁy *(2, Transamerica Airlines
Cer ral infl-
15. 42-28-28 p-7-85 | 1 R;Sgg bngedd T.W.A,
asc
16.  4-16~29 4-29-85 | 1 g8¥§'§1}-;°“m"ﬁone T. W Al
apsient
17, 5-22-34 6-14-85 | 1 &gﬁgﬁic None United Airlines
Cerebrovas.
18.  4-16-43 2-19-85 | 1 laccident None United Airlines

Y0operational limitions:
i

(1) Valid for Flight Engineer Dutiea Only,

(2) Not Valid For Pilot-In-Command.
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' PSYCHIATRIC CONDITIONS

DATE OH J MEDICAL OPR, DATE
DATE OF BIRTH ISSUANCH CLASYCONDITION | LIMITS. | TERM, | REASON AIRLINE
rug abuse ﬁ
1, 4-9-48 9-13-2 trefficing | None 4-19-85| Upgreded to Class I Americel Airlinea
ronic e
2, 1-31-30 9-9-82 Depression | None Britt Airways
oblc
3. 10-30-31 8-10-82 Condition None Dalte Airlines
4, 1-23-40 1-9-85 Dalte Airlines
5. 12-31-47 5-9-84 Metro Airlines
6, 1-30-49 4-16-85 None Matro Airlines
ehoepitelizetion for
7. 6-11-53 8-16-82 Nons 12-7-82| adverae chenge in cond. | N. W. Airlines
II?
8. 9-19-35 10-23-83 l!gnauct None N. W, Airlines §
=
9. 9-30-31 10-19-8 lﬁﬁit!& Nona Pan An
ersonality
10, 2-9-41 6-6-83 isorder None Republic Airlines
eTVOU
11, 6-18-43 1-25-85 isorder None Seudi_Airlines
Ve
12, 7-20-39 4-12-84 pisode None T.W.A,
-
13, 10-23-40 1-6-84 1°3687588™ None United Airlines
) 14, 10-2-43 12-9-83 Depression | None Weatern Airlinee

ERIC

Aruitoxt provided by Eic:
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N MISCELLANEOUS ZONDITIONS

DATE OF SIRTH

DATE OI J MEDICAL OPR,

1SSUANCE CLASSCONDITION LIMITS.

DATE
TERM, | REASON

1, 8-2-49

-4
3-8-35 | 2 Eh e PN "

RERTEY leasens | 2 KERRERE o

AIRLINE g

Republic Airlives

7-16-83 Adverke change in cond.

T Weh, |

O
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Aruitoxt provided by Eic:

01g



MYOCARDIAL INFARCTION

DAT® orl J MEDICAL | OPR, OATE )

DATE OF BIRTH ISSUANCH CLASSCONDITION | Limrrs. | Temd, | meason . AIRLINE .
1, 1-8-34 3-14-85 | 1 Lx & CAD | Nons Americen mnm%
2. 6-9-24 5-3-85 | 2 |m.I. ° *(1) Americen Airlines '
3. 11-10-34 11-16-84 1 {M.I. None Delte Airlines

&, 7-19-33 5-21-85 | 1 M.I. None Eastern Airlines

5. 71-19-34 s-18-84 | 1 iw.I. None Eastern Airlines

6. 9-19-33 12-23-82 2 | M.I *(1) Pan Am

7. 11-9-37 3-7-85 | 2 |M.I. Nona Pen An

8. 9-29-14 3-19-84 | 2 m" *(1) Pen An

9. 6-6-36 12-22-82 1 hy;u;t::uon None N. W. Alrlines g
10, 2-12-38 Je-3-83 | 2 [m.1. *(2) N. W, Airlines -
N 2-4-34 4-7-83 | 1 |M.I. & cAD] None Republic Afrlines

12, 11-24-40 3-29-82 | 2 |M.I. Nona Seudi Airlines

13, 11-29-38 9-30-82 | 2 | M.I. *(1) T.W.A.
T4, 9-16-37 6-25-85| 2 [ M.I. Nona . United Airlines

15, 6-c2-26 7-17-85( 1 M.I. None United Airlines

16, 2-19-32 1-10-83 | 2 |w.1. *(1) 4-2-g5 | Dpsreded to Cless I; Undted AtEld

2. 9-4-25 Jﬁﬂs-az 2 ML *(1) Upited Aif..aes

18 3-10-2% 2-27-85| 2 |M.I, None U.8. Mr

19, 3-5-36 0-5-83 1 2 H.1. None World Atrveys

Operetional limitetione: (1) Velid Por Flight Engineer Dutise Only.

(2) Not Velid For Pilot-In-Command. 3 1 \
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| MYOCARDIAL INFARCTION

DATE OF J MEDICAL OPR. DATE
DATE OF BIFTH 1SSUANCE CLASSCONDITION | LIMITS. | TERM. AIRLINE

20, 10-12-28 8-2-82 2 M.1. *(1) Pan Ao

ERI!
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CORORARY ARTPRY BYPASS GRAFT SURGERY A7D ANGIOPLASTY

818

DATE OF MEPICAL | ueR. DATE ' '
DaTE OF BIFH ISSUANCH CI ASHCONDITION | LIMITS. | TERM. | REASON AIRLINE ‘_,44"
1. 5-30-34 1i-28-84 1 ICAD & PTCA | Wone Alsskan Airlines w
2. 10-2-38 11-9-82( 2 [CAD & CA% | Fone Alasken Afrlines
3. 7-24-4D 7-10-85] 1 |CAD & CABG | Nons Amsrican Afirlines
4. 7-30-35 6-21-85] 1 [CAD & PTCA i None Amsrican Airlines
5. 1-27-33 3-8-85 1 |CAD & PTCA | None American Airlinee
6. 6-7-29 3-15-85| 1 [M.I. & CABG| None Amsrican Afrlinee
7. 5-15-23 6-22-82{ 2 |CAD & CABG | Nonc Ameriean A ) fnen
8., 6-1-30 12-22-83 1 |CAD & CABS | None Delte Airlinee
9. 10-31-37 1-9-85 1 [CAD & CABG | Nons Delte Airlinee
10.  10-15-40 .|2=27-35] 1 |¥ I. & CABG| None Dalts Airlinee
11. 2-12-30 11-1~821 1 |ICAD & CABG | None Delts Airlinee
12, 5-1-34 9-28-82] 1 |CAD & CABG | None Delte Airlines
13, 4-11-35 8-20-821 2 |CAD & CABG | None Delte Airlines
14, 11-27-31 7-25-84 | 2 |CAD & CABG | #(1) Evergreen Int'l. Airline
15, 5-23-41 8-30-82| 1 |CAD & ARG | None Plying Tiger Airlinee
16. 12-7-28 11-23-84 1 [cAD & €A% | None ) Frontier Airlines
17. 8-16-26 2-16-84| 2 [CAD & CABG | #(3) Great Northetn Airline
16, 11-3-42 12-13-833 1 VH.I. & PTCA| None N.W. Airlines
19. 12-1-28 6-26-84] 1 JcAD & cABG | Mone Pan A




GG

CORONARY ARTERY BYPASS GRAFT SURGERY AND ANGIOPLASTY

DATE O] MEDICAL OPR. DATE
DATE OF BIRTH ISSUANCE CLASHCONDI®ION | LINITS. | TERM. | REASOX AIRLINE
Upgraded to Clasa I; %
20, 6-7-31 -25-83 | 2 £AD & CABG | *(1) 1-4-85 {No opr. limitations Pan_Am
Upgraded to Claas I; -
2'2_}-1-39 12-27-821 2 [AD & CABG | *(2) 5-6-85 [No opr. limitations Pan Am
22. 9-18-39 -20-82 | } [CAD & CABG | None “sn An
23, 3-6-33 1-3-85 | 2 [AD 6 CAIG | *(1) Pan An
2%, 11-6-25 2-10-82 | 2 [CAD & CABG | #(1) Pan Anm
25. 8-19-31 2-4-85 2 [CAD § CABG | *(1) 3-15-85|Angina symptoms Pan Am
26, 5-9-41 7-26-85 | 1 M.I. & CABG | None Piedmont Airlines
27, 4-26-28 3~22-85 ] 1 M.I. & CABG | None Piedmont Airlines
8. 2-25-33 5-29-85 [ 1  M.I. & CABG | None Republic Airlines ‘,3
9. 10-19-29 j3-19-82 | 1 [CAD & CABG | None Republic Airlines .
30. 2-20-28 11-15-83 2 .I. & CABG | #(2) Republic Airlinee
31, 6-10-46 1-15-85 | 1 [CAD & CABG | None . Southweet Airlines
32, 1-4~26 6-11-85 | 1 [CAD & PTCA | None T.W.A,
1. 2-12-21 6-11-85 | 2 [AD & PTCA | *(1) T.WA,
3i.  2-20-42 6-4-85 | 1 [AD & PTICA | None T.W.A.
35. 1-10-24 6-4-85 | 1 [A) & CABG | None ) T.MA
36, 12-3-34 2-22-82 | 1 [CAD & CABG | None TMA E
37, 3-24-39 12-23-83) 2 AV & CABG | *(2) T
38, 8-26-. 6~28-84 | 2 [CAD & PTCA | None 7/ T T.W.A

O
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' CORONARY ARTERY BYPASS GRAF SURGENY AND ANGIOPLASTY

DATE O} J MEDICAL OPR. DATE

OATE OF BIRTH 1SSUANCH CLASSCONDITION | LIMITS. | TERM. | REASON AIRLINE N

_1e 19. o8 Upgrsded to Clsss 1} ar
39, 2-1-34 5-19-83 | 2 h-l- & PTCA} *(2) 12-28 o mitation : United Adrlines Q;

Upgrs led to Clsss 1; -
&0, £6-21-32 1=24-281 2 D & CASG | #(2) 4-29-85] No opr. limitstions United Airlines
41, 6-19-36 2-7-8% 1 ICAD & PTCA { None United Adrlines
42, 10-5-38 2-5-85 1 |CAD & CABGC | None United Adrlines
Tssued unlimited
43, 4-15-29 12-27-83 2 [CAD & CABG | *(1) 6-24-8% second-class United Airlines
CAD, ( [ T
4h.  4-20-36 3 3-19-83| 2 |dypertensiong #*(2) United Airlines
45, 3-21-32 7-21-83| 2 |CAD & CABC | (1) United Adrlines
46, 4-16-32 2-12-85| 1 |CAD & CABG | Wone U.S. Alr
47, 2-6-41 6-4-85 1 |CAD & CABC | Nons U.S. Alr
48, 9-17-31 5-7-85 2 [M.I. & PICA] #(1) World Airways
" _91.. » Upgrsded to Cls :

49, $5-19-22 6-21-83| 2 |CAD & CABGC | ®(1) 4-8-85 ¥ 1imitstion ' World Adrways
0. 9-4=25 5-15-85] 2 ICAD ¢ CABG | Wone - Norld Airvays

Opsrstional limitstions]| (1) V41id Fdr Flight Engineer Dut
(2) Ndt Vs14d For Pilot{la-Comman
(3) HJet Be[Accompanie

pilot pgivileges. '

320
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OTHER CARDIOVASCULAR CONDITIONS

91¢

DATE OF MEDICAL OPR DATE

DATE OF BIRTH ISSUANCH CLASSTONDITION | LInITS. | TERM | REASON AIRLINE
CAD nd @E

1. 9-18-21 1-12-83( 2 [engina None Americen Airlinee
Arrhythmia

2. 6-20-22 1-24-85| 2 |abn. EKCs None Americsn Afrlines
Abnormal EKi (?iléisﬁ

3. 3-1-3% 6-19-84| 2 [6 vent. ect| #(2) Atr B.v.1. lalfads)
AbnormaT EK

4. 11-14-39 7-26-83| 1 [and CAD None Britt Airlines
Ventriculat -

5. 6-21-26 3-22-85] 1 |srrhythmis | None Delta Airlines
Angina &

6. 12-30-31 6-25-85| 1 |CAD None Delts Airlines
Atrial

7. 7-5-35 1-6-84 1 |[fibrillatiog None Eastern Afrlines
Kottic valv

8. 4-17-4) 1-14-85] 1 |replscement| None Horizon Afrlines
Ttral valv

9. 9-2-33 3-30-84| 1 |prolapse None N.W. Airlines
Totonsty SE(=

10. 10-21-29 12-26-84 2 jery disease] *(2) Scenic Afirlines
CAD and Issued uniimited

11. 3-28-32 1-24-85] 2 |hypertensiog *(1) 7-17-85 second-clsss T.W.A.
Coronsry srf.

12, 8-22-22 5-6-85 2 |dis. & sngigs None United Afrlines
Atrial

13, 3-12-24 10-27-83 1 |{fibrillstios None United Adrlines

— JRItEAL VeIV

14, 11-20-29 10-24-84 1 |jpro., LBLB | Nons United Adirlinss
Aortic valv

15 3-14-28 1-22-821 1 |replacement| None United Airlines e
Angins snd .

16, 27-12-30 5-29-85| 1 |CAD None U.5. Alr .

17. 3-16-36 6-29-83] 2 (CAD & LBAS | None 8-16-84 Angins symptome Wsstsrn Airlinss

Operstionsl Iimitstions} (1) V411d I¢r FIIght EngIneer Dutiss Unly

. (2) Ndt Vel}d for Pilot$ln-Command.

ERIC
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ALCOHOLISM

L1g

DATE O OPR. DATE

DATE OF BIRTI ISSUANCH CLAS LIMITs, | TERM. ATRLINE

1. 5-20-51 10-15-82 Yone Mr Florids o
2. 10-29-39 0-11-85 . AMr Georgla :
3. 1-21-47 L2-22-82 " Alr Wisconsin

4. 10-12-42 B-6-84 " Air Wisconsin

5. 9-9-44 H1-4-82 " Americsn Airlines
6. 11-29-34 5-28-85 " "

7. 12-8-38 7-2-85 " “

8. 3-8-30 B-16-84 " “

9. 1-5-26 [5-25-84 " "

10. 8-18-30 7-19-82 " 10-7-83 "

11. 9-10-35 5-29-85 * "

12, 4-14-33 2-2-83 " "

13. 11-1-28 2-27-84 " "
14, 9-25-28 11-28-84 " .

15. 5-7-36 B-5-82 " "

16, 2-18-32 R-20-85 . '

17. 12-19-37 7-27-82 " .o

18. 4-14-30 B~22-85 . "

19, 11-29-36 p-27-82 " "

ERIC

Aruitoxt provided by Eic:
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E

ALCONOLISM

DATE OF MEDICAL OFPR. DATE
DATE CF BIRTN ISSUANCH CLASYCONDITION | LIMITS. | TERM, | REASON AIRLINE P
v
=42
20, 7-23-27 R-27-85 1 | Alcoholism | None Anerican Airlipea %_._
21, 3-17-33 P-28-82 | 1 " " . "
Tcohollem §
22, 2-16-34 12-1-83 1 foxic psych.| " "
23, 11-11-26 11-15-83] 1 |Alcoholism| " " .
2., 5-20-40 b-18-84 | 1 . " "
25, 4-k-37 p-20-84 | . " " "
26, 6-8-41 b-8-83 1 " " '~16-84 | Resumed dr nking "
27, 9-1'-24 $0-26-83 1 " " "
«

- 1A " " "
28, 11-30-36 p-18-84 | 1 »
29, 2-21-33 J0-15-82 1 " " "
30, 4-12-39 1-31-85 | 1 - " "
31, 4-22-32 -17-84 | 1 ” " "
32, 6-9-29 h-5-82 1 " " "
33, 7-8-24 -17-84 | 1 v " "
34, 9-6-45 10-15-82] 1 " " Astro-Wing Airlines
35, 6-16-53 b-s-85 | 1 " " ' Atlsntic S.T..Aftlines
36, 12-9-23 p-26-82 1 " " Braniff Airlines
37, 10-2-36 -28-85 | 1 " " "
38, 11-1-39 -8-85 1 " " "

-

O

RIC

Aruitoxt provided by Eic:




O

ERIC

Aruitoxt provided by Eic:

ALCOHOLISM

61¢

PATE OF J MEDICAL | OPR. OATE
OATE OF BIRTH I1SSUANCE CLASSCONOITION | LINITS. | TERM, | REASON AIRLINE ’
39. 9-1-43 7-25-83] 1 |Alcoholism | None Cascade Airvays a
40, 6-77-48 9-23-83| 1 " " ) " :
41, 1-31-37 3-23-83| 1 " " Continentsl Airlines
42, 2-22-40 76-83 | 1 o " N
43, 6-4-43 6-30-83( 1 " " "
4, 4-14-39 7-1-83 | 1 “ " "
45, 5-12-39 7-14-82{ 1 " " "
46, 10-19-39 3-2-83| 1 " " .
47, 9eled1 3-29-82) 1 " " "
4%, 9-3-42 3-25-83 1 " " "
49, 5-28-40 6-12-82| 1 " " w
50,  5-18-40 10-22-84 1 " " "
51, 11-18-41 5-18-83| 1 " " B
52, 12-23-26 8-24-83] " " N
53, 7-26-36 7-2-85 | 1 " " Dslta Airlines
54, 5-31-32 3-21-85 1 " " . "
55, 6-19-34 4-23-85| 1 “ " - ;
56, 3-10-36 «-11-85| 1 " " " .
57. 8-29-38 1-24-85] 1 " " "
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' ALCOHOLISM

DATE OF J MEDICAL | OPR. DATE
DATE OF BINTH ISSUANCE CLASSCONDITION | LIMITS. | TERM. | REASON AIRLINE -
58, 12-21-37 4-26-851 1 Alcohglism| Noue Delte Airlines &_‘?‘f
59, 11-12-38 4-11-85 | 1 " " " -
60. 3-13-39 5-25-84 | 1 " " N
61. 3-3-41 s-11-86] 1 " " "
62, 4-27-39 12-21-83 1 " " N
63, 12-12-37 7-25-83 | 1 " " "
66, 4-13-39 2-9-84 1 " " "
65, 10-2-36 7-20-84 | 1 . " "
66, 5-22-39 6-26-811 1 " " 8-4-83 1::ued c‘xu 1, s-a-:s" "
67, 1-22-36 s-21-83] 1 " " "
68, 3-14-26 3483 | 1 §f§§ﬁ§§¥'3f " i
69, 9-21-4b 9-1-83 | 1 | Alcoholism| " "
70, 10-20-39 9-2-83 1 " " "
Y71, 8-1-41 3-9-84 | 1 " " "
72, 5-25-39 11-3-83 | 1 " " w
73, 3-30-37 3-2-84 | 1 " " ' -,
74, 7-14-40 4-15-84 | 1 " " "
75, 3.23-38 3-9-84 | 1 " " -
76, 12-21-31 3-25-83 | 1 " " '.

02e
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* ALCOHOLISM

DATE 0] J MEDICAL | OPR. OATE

DATE OF BIRTH ISSUANCH CLASSCONDITION | LMiTs. | TERM. |REASON AIRLINE o
7. 1-9-35 7-25-84| 1 | Alcoholism| None Delta Afrlines Vel
78, 4-6-43 a-15-84] 1 " " "

19, 6-18-40 10-28-8] 1 “ " R

Alcoholism

80. 2-27-38 3-1-83 | 1[5 seizures " "

81. 3-2-37 8-18-83| 1 |[Alcoholism | “

82. 3-23-36 8-24-83] 1 " " "

#3. 3-21-36 11-4-82| 1 " " .

84, g-5-26 2-16-84] 1 " " "

85. 2-15-36 2-16-6u{ 1 " " "

86. 8-20-42 8-29-84| 1 " " "

87, 11-10-42 5-13-83| 1 " " "

8. 10-27-4 2-24-84) 1 " “ -

89, 11-26-44 9-18-84| 1 " « -

90. 11-15-32 9-16-83| 1 “ " R

91, 3-6-40 3-15-85| 1 " " Eastern Airlines
92, 1-3-31 4-26-85 | 1 " “ " .
93, 12-29-33 4-29-85] 1 “ " .

9%. 8-10-37 4-26-88| 1 " " "

95, 6-23-3% J-1-gs | 1 [Alcoholism | .
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ALCOHOLISM

DATE Oﬂ J MEDICAL
ISSUANCH CLASSCONDITION

OFR. DATE
JATE OF BIRTH LINITS. | TERM. | REASON AIRLINE "
26, 4-9-44 4-8-85 1 ]Alcoholism | None Eastern Adrlines @
9. 8-1-37 4-11-85! 1 " " " .
9.  4-2-39 4-15-84] 1 " " "

Alcoholiem
99. 5-31-33 12-21-83 1 |depression " "
100, 1-8-30 3-23-83 1 [Alcoholism " 12-7-84 Resumed drinking "
101, 6-6~3) 8-23-841 1 " " "
102. 6-25-37 8-24-84] 1 " v B
103, 9-12-35 10-21-84 1 " " .
Alcohollism

104, 5-23-4b 1-9-85 | 1 {b drug sbusg¢ " "
105. 12-14-49 .]1-23-85] 1 [Alcoholism " 5-31-8Y Resumed drinking "
106, 4=2-43 4-11-85] 1 " " "
107, 10-25-44 4-1-85 | 1 " " "
108. 8-17-32 9-19-84{ 1 " " 1-1-85 | Decessed, air crash "
09, 7-24-32 3-5-82 | 1 " " e 12?.!'552.51’5@‘!‘}'.'353*55!?4 8s "
110.  6-10-42 4-9-84 | 1 " " "
1. 6-27-35 2-16-84| 1 " " ’ " .
112. 8-28-46 7-17-84| 1 " " "
13, 9-28-4) 2-28-95| 1 " " .
134, 10-20-34 5-19-83{ 1 " " "
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ALCOHOLISM

DATE OF J MEDICAL OPR, DATE ‘
DATE OF BIRTK ISSUANCH CLASSCONDITION | LIMITS. | TERM. | REASON AIRLINE
pa—
o
115, 10-23-43 3-20-84 | 1 Alcoholism | None Eastern Adrlines
116, 4-17-42 2-8-84 1 " " "
coholism
117, 4-29-34 2-16-83 | 1 & cocaine " "
118, 7-1-38 5-17-83 ] 1 Alcoholism " "
119, 5-31-32 4-23-84 ] 1 " " "
120, 3-28-30 7-27-82} 1 " " "
121, 7-10-45 7-2-85 1 " " Flying Tiger Airlines
122, 4-3-37 6-29-84 | 1 " " "
123, 5-8-35 7-8-83 1 " " "
124, y-7-41 -[9-26-83} 1 " " "
125, 5-23-36 3-10-83 | 1 " " "
126, 10-1-41 10-19-83 1 " " "
127, 11-5-44 1-22-82 | 1 " " 12-28-82| Emotional problems " '
128, 6-9-36 2-5-85 1 " " 3-28-85| Resumed drinking "
129, $-4-36 1-8-85 | 1 " " "
130, 7-19-30 4-5-83 | 1 " " ) " .
131, 9-15-27 4-19-83 | 1 " " l1-14-83{ Cardiec condition Havaiien Airlines
132, 2-5-46 5-5-83 1 " " Metrc Airlines
113, 10-13-47 1-2-85 1 " " Midway Atrlines
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ALCOHOLISM

-
DATE OF MEDICAL OPR. DATE
DATE OF BIKIH I5SUANCH CLASSCONDITION | LIMITS. | RN, | ReAson ATRLINE
H e
134, 11-20-43 8-17-83) 1 |Alcoholism | None N.W. Afrlines &
135, 8-1-42 1-10-84 1 " " J R
136, 4-7-37 1-26-83| 1 " " Y
L1, 2-20-2¢ 3-25-83] 1 iy ! i Ozark Airlines
138, 8-31-40 1-19-84] 1 " " R
19, 9-h-2 3-29-82) 1 i ! Ozark Airlines
160, 114-38 ga-03 | " " Pacific 5.4 Adrlines
161, 9-12-44 7-26-84( 1 " " .
Toon
142, 9-4-37 12-19-83 1 2n€8.8}§ﬁza .
143, 6-19-40 4-11-85| 1 |Alccholism | " Pan Amaricen
144, 64-8-52 k-28-85] 2 " " " L
145, 6-9-35 4-29-85| 1 " " "
166, 9-9-29 6-17-82| 2 v " .
© 147, 10-22-25 7-11-84] 2 " " -
148, 3-21-38 7-6-83 | 1 " " ,
149, 8-8-41 7-14-82] 1 " " . - '
150, 3-16-36 1-2% 841 1 " " "
151, 10-11-36 1-12-83 1 " " -
152, 9-4-27 ;o-p_d 1 " " N

vee
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ALCOHOLISM
DATE Oj J MEDICAL OPR. DATE
DATE OF BIRTH ISSUANCE CLASSCONDITION | LINITS. | TERM. | REASOM AIRLINE o
153. 10-12-32 1-16-84] 1 [Alcoholism { None Pan American h'.&
154, 1-.2-44 7-2-84 | 1 “ " R
155, 12-11-77 7-19-84| 1 " " .
156, 10-27-43 3-11-83| 1 " " .
157, 10-9-36 7-20-84| 1 " " )
158, 12-23-35 6-30-83] 1 v " N
159, 12-18-37 3-5-82 | 1 " " .
160, 10-30-38 7-27-82] 1 " " R
161, 1i-23-37 8-6-82 | 1 " " p
162, 4-29-35 11-7-84| 1 " " "
163, 3-10-38 11-15-8) 1 " " )
166 2-28-39 1-24-83| 1 " " Suicide 11-83 "
165, 10-30-38 8-16-82| 1 " " ]
166, 1-12-32 3-9-83 [ 1 " " .
167, 8-8-37 3-25-83| 1 " " .
168, 9-27-31 1-12-83| 1 " " ‘ R ’
169. 10-3-41 12-12-8, 1 ! " Pledmont Airlines
170, 2-4-39 9-9-83 | 1 " " R
171, 8-10-42 8-1-84 | 1 " " R

geg
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ALCOHOLISH

DATE O MEDICAL OPR. DATE
DATE OF BIRTH ISSUANCH CLASHCONDITION | LImiTs. | TERM. | REASON AIRLINE
tsonality ﬁ
172, 2-5-35 2-7-85 | 1 ";:2 Hr; ¥ | Nons Pied Airlines i
rtensio

173, 4-22-40 1-31-85 { 1 ﬁséﬁsmg " "
174, 2-19 49 -12-84 | 1 Alcoholisn " Republic Airlines
175, 11-23-41 5-2-83 | 1 " " "
176.  2-8-24 3-17-42 | 1 " " "
177, 3-12-31 4-6-83 | 1 " " "
178, 7-9-48 3-29-82 | 1 " " "
177, 2-15-"4 12-29-82] 1 v " "
180, 7-23-47 3-17-83 | . " " "
181.  6-20-43 l-1-84 | 1 " " "
182. 12-13-41 l/-xe-aa 1 " " "
183. 8-8-41 [s-10-84 | 1 " " "
186,  6-27-47 7-12-85 | 1 " Southwast Airlines
185, 9-16-4% p-2-85 | 1 " " Trensamerica Afrlines
186.  6-7-26 5-12-83 | 2 " . "
187, 4-21-3% B-16-84 | 1 " " " .
188.  4-28-28 3-12-82 | 1 " " 3-29-85| Reeumed drinking "
9, 10-31-40 p-2-85 | 1 " " s T.H.A,

10-28-50 h-2-85 | 1 " " J 1 "




ALCOHOLISM

DATE OF J MEDICAL PR, DATE
DATE OF BIRTH ISSUANCH CLASSCONDITION [ LIMITS. | TERM. | REASON AIRLINE
191, 3-29-81 7-5-85 | 1 | Alcohollsn| None T.W.A Ty
192, $-26-39 3-25-85| 1 " "
193, 7-17-39 4-4-85 | 1 " "
194, 9-20-38 3-15-85] 1 " "
195. 2-12-25% 6-13-84] 2 E?%EEo{ﬁ:mc *(2)
196, 11-30-43 %=20-841 1 |Alcoholism | None
197. 11-1-23 8-18-81| 2 " "
198. 7-7-34 7-30-82} 1 " "
199, 8-4-39 5-25-83] 1 " "
200, 9-23-27 7-19-84| 1 " "
201, $-9-40 8-8-83 | 1 " "
202, 9-24-35 1-8-85 | 1 " "
203, 3-22-39 4-7-82 | 1 " "
204, 12-25-35 11-2-82, 1 " "
205, 3-23-37 5-7-85 | 1 " "
206, 8-21-33 7-7-83 | 1 " " )
207, 4-12-29 5-13-83( 1 " "
208, 2-11-35 S-4=84 | 1 " "
209, 4-21-28 8-17-83{ 1 " "
O
332




Aruitoxt provided by Eic:

ERIC

' ALCOROLISM

DATE OF J NEDICAL | OPR. DATE
DATE OF BIRTH 1SSUANCH CLASSCONDITION | LINITS. | rER. | mEASON AMRLINE
210, 11-21~, 2-17-83| 1 | Alcohglism| Noae FAA 4
21, 5-11-39 4-19-851 1 " " . :
212, 12-12-41 7-1-83 | 1 " " .
3. 7-31-33 3-26-85{ 1 " " United Adrlines
24, 1-28-33 4-1-85 | 1 " " .
25, 1-6-39 e-1-85 | 1 " " .
206, 41240 5-20-85| 1 " " "
217, 11-16-30 6-4-85 | 1 " " "
218, 12-25-22 10-24-84 2 " " =] -
219, 5-2.32 Jf3-15-83] 1 " " .
220, 10-6-47 9-14-83[ 1 " " ;
21, 6-29-3 7-5-84 | 1 " " -
222, 8-6-35 3-3-83 | 1 : : "
23, 8-31-41 41-83 | 1 " " "
22, 3-14-35 1-23-84] 1 " " .
225, 8-16-26 8-29-84| 1 " " ‘ .,
226, 2-6-41 10-15-83 1 " . .
227, 6-25-23 8-17-83] 1 " " "
228, 8-22-2 7-13-83| 1 " " R I "
' JIoJ

82¢
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ALCOHOLISM

DATE o{ J MEDICAL OPR. DAT .
DATE OF BIRTH ISSUANCH CLASSCONDITION | LIMITS. | TERM. | RFASOM AIRLISE e
w118 pr20-84 ) 1 Alcoholtan | None United Alrlines %;
230, 3-31-42 3-1-83 | 1 " " " :
231, 11-22-37 3-25-93] 1 " T "
232, 5-8-24 1-25-8. | 1 " " "
233, 4-11-28 2-17-83( 1 " " "

epresslon §

234, 9-27-30 1-27-83 | 1 flcoho“ln " "
235, 4-29-36 2-29-83 | 1 | Alcoholiam| " "
236, 12-3-29 5-24-83 | 1 " " w
237, 8-9-29 3-2-84 | 1 " U "
238, 9-19-40 .[3-1-83 | 1 " U "
239, 12-16-29 6-20-84 | 1 . " N
260, 2-20-34 12-13-84 1 " " "
241, 12-26-38 12-17 84 1 . " N
262, 10-27-41 10-22-84) 1 " " w
243, 12-27-31 4-12-84 | 1 : : "
24, 7-11-29 5-25-84 | 1 " " Se14-85 f::vtcnl degenerative " .
5. 3-18-37 7-14-82 | 1 " " Deceased 12-21-84 "
26, 3-17-40 1-29-85 | 1 " " w
27, 9-19-38 2-12-85 | 1 " " "

—
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ALCOHOLISM

DATE OF J MEDICAL | OPR. DATE
DATZ OF BIRTH ISSUANCH CLASHCONDITION | oIMITS. | TERM. | REASON AIRLINE
28,  6-30-44 2-7-85 | 1 | Alcoholism | Nons United Airlines
9. 7-12-42 8-16-82| 1 " " . "
250. 7-16-32 3-1-83 | 1 " " w
251, 9-72-25 “12-82] 1 [FEENELERGnbIN « 1-13-83| Haddegd erpdjitons “
252, 3-25-43 1-6-84 | 1 | Alcoholiem| * "
333, 11-27-42 7-15-82 1 " " “
256, 6-9-33 5-24-82 | 1 " " "
255, 2-2-32 3-29-82( 1 " " w
256. _ 4-15-39 3-10-82} 1 " " "
257, 10-27-24 .J8-16-82] 1 L "
258, 5-12-35 4-20-83| 1 " " "
259, 11-18-33 6-22-821 1 " " . "
260. 11-4-28 S-15-84 | 1 " " “
261, 4-21-26 6-15-84 [ 1 " " "
262, 3-24-37 10-26-8] 1 ” " "
63, 1-21-2 2-23-83 | 1 " " ’ " J
266, 11-18-28 2-22-83| 1 " " "
265. 11-27-27 10-26-83 1 " " 5-30-84] Reeumed drinking "
26, 4-22-37 9-18-84 | 1 " " 3 q R "

ERIC
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ALCOHOLISM

DATE Of] J MEDICAL OPR. DATE !
DATE OF DIRTH ISSUANCH CLASSCONDITION | LIMITS. | TERM. | REASON ATRLINE
267, 6-25-38 10-11-83 1 |Alcoholiem | None 4-26-84 Resumed drinking United Airlines %
268, 2-24-30 2-12-82] 1 " " ) :
269, 4-19-41 5~20-83] 1 " " B
270, 3-8-10 5-23-85| 1 " " 0.5 Ar
271, 3-19-32 1-22-22{ 1 " " ;
272, 2-13-30 3-9-83 | 1 " " .
273, 3-9-45 w1-82 | 1 " " ; -
274, 1-17-38 6-20-84( 1 " " -
275, 2-9-44 4686 | 1 " " -
276, 7-11-40 10-15-8 1 " " B
277, 7-31-43 9-2-83 | 1 " " B
278, 12-10-43 s-11-83{ 1 " " .
279, 6-8-36 4-25-83( 1 " " ,
' 280. 11-25-50 S-a-86 | 1 " " "
281, 12-17-44 s-11-83{ 1 " " -
282, 8-29-25 8-26-83| 1 " " " ]
283, 12-14-79 _ 11-22-8 1 " " "
200 8-5-42 10-15-83 1 ! " Western Airlines
285, 7-24-42 7-28-83{ 1 " " .
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ALCONOLISM

DATE OF J MED1CAL OPR. DATC )
DaTE OF BIRTI ISSUANCH CLASSCONDITION | LINITS. | IEmM. | =®EASOR AIRLINE
8. -0 (o984 1 Alcoholism| None Western Airlines @
87, 7-29-36 3-5-84 | 1 " " - ;
288, 8-12-39 3-13-85 | 1 " " .
289, 9-23-39 7-26-82 | 1 " “ .
290, 9-10-35 2-8-83 | 1 " " 9-30-83 Ruuneddd;;?:zn! -
1. 8-4-36 9-14-83 ] 1 " " j
493, 2-26-42 3-20-84] 1 " " "

age

13/
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EXEMPTIONS GRANTED TO AIRLINE PILOTS BY THE FAA

FOR MEDICAL REASONS 1961 - 1981

SOURCE:

AEROSPACE MEDICAL CENTER, OKLAHOMA CITY
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MARCH 10, 1981

GRANTS OF EXEMPTION FROM THE FAA REGULATIONS

AIRLINE PILOTS

, Myocardinl "infarction:
Cluss Ig 25
Class II: 49

Coronary artoery bypass
grafe su, 3ovy?
Class It 6
Class II: 6

MHiscelloncous ;ldlcnl
conditionas

.

Alcoholism:
Class I: 7
Class 1I: 18

TOTAL:

PEEE.

12

JY

4l

—

-.
o
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Date of | Date Date of ;
_P1s ’C_I:Ls' Defect Exempti Terid, Adrlina Birth
Myocardial 1
1 _|infarction |3-10-70 Braniff Int'l. 9-12-18 Su
" . 5-14-68 Anerican Atrlinos 8-25-12 7
" " 2-7-73 Ssudi Arabian Mrun;- 3-15-37 3¢
" " 8-9-77 Weatarn Afrlinss 1-27-36 4
N ! 4-24-75 United Afrlines #.-22-18 7
» " ::;g:;: Weatarn Airlines 12-3-38 3{
" " 10-18-74 llavaiian Afrlines 3-29-22 £ 2
" " 9:“;;; 2.19-p1 | Texas Int'l. Airlines 4-25-28 7[J
" " :::i;zz ‘Eastern Airlines 1-19-23 j(?
! N i1-30-}1 United Afrlines 11-2-30 “7
" " 3;5‘3336 United Alrlings 2-13-30 A(
" " 2-5—75" United Airlines 3-22-28 4/ 7
" " 4-28-78 Esatern Airlines 7-19-34 j@/
" " 2::;:;; Eastorn Airlines 10-4-16 . S
* " r-26-61_|s-9-73 | at1oma1 Atr1inas 8-20-14 ,{ 7
" " 1-7-68  [4-22-74 | Pan American Afclinas | 5-11-18 o
. " Yoeaions 49-13-76 Anerican Afrlines 10-13-29 ?( 4
o 1-16-70 American Alrlines 10-17-16 . $%
" " T -15-75 | T.9.A, 4%12-25 A

1)-13-7)

340




Dato of | Date Date of
Name P1é __IClansi Dofect _|Hxemption! Term, | Adrline Birth - _
Hyoenrdial -
20. 1 Infarction|3-2-73 United Afrlincs 6-13-29 4; Deceased
21. . " " 3-6-63 41 Pan American Adrlince |7-31-10 '5'3 Daceased
22, J " " 3-23-79 United Atrld- 3-8-33 {ﬁ
M.I. end
23. " | melanome }2-15-79 T.W.A. 11-2-34 4[.1
- MyocardInl
2. ) " [tnfarceton j10-4-79 - Amsricon A’ ines A =
3-1-17 N :
25, i » " 3-3-80 Delts Airlines 11-15-3% 419
' ' ) puer abe He
: . ~479.2¢
!
v

ERIC
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ERIC

Aruitoxt provided by Eic:

l.

.

v Date of | Date Data of
Fié Clcas] Dafect Pxemption! Toim, Adrling Birth
Myocardial |6-28-65
2_ | tnfarction|9-7-66 United Atrlines 10-28-15 £
v . 7-26-72 American Afrlines’ 1-2-22 £
" " 11-19-63 Pan Amsrican Afrlinss | 8-28-20 4{,’
o
. . 5-14-68 Mmcrican Alrlines 11-9-19 4q
. " 12-7-11 T.N.A, ' 5-3-20 S
" " 8-28-¢8 | Seaboard Wor1d 3-24-15 , 832
" » s-11-11 World Afrvays 1-5-33 . 3¢
" " 9-17-11 Au'.gh.ny Afrlines 3-3-31 ¢O
" " 9-13-67 ‘ Assrican Flysrs, Inc. 9-23-20 " ¢7
" " - y
3-26-70 T.W.As 8-1-21 49
. . 14
" " 3130 ¢ United Afrlinas, 11-30-12 . gt
S -9-13 "f unttad Atritnes 5-20-18 T
" " 1-30-73 Sraniff Int'1, 4-6-18 S
N " 10-3-73 Amsrican Afrlinss 6-22-24 ' ,7(9
o " 1-13-69 Ylying Tiger Atrlinas | y21.21 . . 4
" " 2-11-74 Brantff Int'l. 4-29-22 13-
" " 2-5-75 Capital Alrvays 8-9-22° .‘—_’;
» " 12-11-713 Eastarn Airlinss 4=27-30 7[ 3
-] . -~
" " ;111216 0-1-79 | Westarn Afrlinss - I 4-8-21 J ‘f

34
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20.
21,
22,
7.
.,

25,
2€.
27,
28,
29,
30
3N,
3.
33,
3%,

35,

36,

3.
38.

— - ; .
Date of | Date . Date of
Name PI# Cless]. Dafect Excaption! Term, Afrline Birth
Myocerdiel [g-7-73 ]
2 Infarction |12-19-15 Confe~* * .aya 2-3-29 %
" " 4-10-72 Un ted Airlinas 1-31-21 CL
" " 6-2-18 T.W.A. 8~4-22 . ] Z
3-4-71
" " 5-20-76  [6-19-79 | American rlirse 8-2°-20 g7
" " 10-17-74 Pun Americen 2-6-27 784
" " 3-20-62  |5-5-76 | Mrliff Int'l. i-16-28 jl/
" " §-3-68 4~21-75 | Pan Amar‘can 10-5-24 4y
. 7-13-70
- " 12-22-7%_10-6-77 | Unitad Afrl:nas 2-18-28 tr/)/
" "o, 12-2-71- {7 -12-75 | Trane. Int'i. Alrlinas | 7-15-18 s —3
" " ) 5-31-66} 12-31-€§ J.adted Afrlines 1-15-15 ‘\'L
. " U-14-6 19-22-69 | United Afrlines 102-1 Jo
e T 8-26-66" [3-5-70 | Atrlafe Inc'l. 10-3-15 R
" " 11-16-67 [8-6=70 | Northwast Airlip~s 11-1-15 ™
" " 3-9-7¢ 3-16-71 | Tran Adrlinas 12-31-25
, 4’
" " 3-17-66 |3-17-71 | Pan Amaricen 7-26-19 ‘/1
11-5-68 ;
" " 8-6-69 |12-7-71 | Capital Afrwaya 7-18 13 I~
" " 6-29-70 _[6-28-/3 heast Airlines 4-8-20 J7
— ¢4 11-8-73
" " lé: é:}] 5-14-79 Northweat Airlises 8-23-12 J7
. ., 12-11-7 . L
J10-17~74 1-5-'15 Saturn Airways z-u:-z:_ —— 0

J
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e s T T ) ¢ by ) ) (2
Date of | Date Date of
. Nan, exel P18 |Clsns| Defcee |- ‘rtion| Torm Airline Birth
"— Myocardial ‘/
39. 2 Infarctic|5-4-66 Americen Adrlines 9-7-19 7Dg¢eued
40, | " " 4-16-69 Pan_American ' 10-20-14 frmceued
9-10-76
al. " “ 6-30-77 T.W.A. 7-2-00 36
42, “ . 12-27-/9 Americen Adrlinecs u-r-a  JG
0. " " 12-6-79 Amaricsn Airlines 3-2-30 6[7"
&, . . 1-9-86, T.H.A, 1-27.2  I¥
4S5, " " 11-9-78 Americen Adrlines 10-23-29 1/7
- 4 — %’
4. " L 1-23_79 T.H.A.'l 7-7-24 Jj
v [
‘7. " N 3-5-79 ‘National Afrlinss s4-9  Jo
48, " " 3-21-80 Plying Tiger Airlines |8-26-3¢ 5/1/
9. " " 12-6-79 United Airlinas 11-12-39 6/Q
. ' — .
. [
o
, Mectace  hie
- 4,143
'(- .

S T
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10
11
12
13
14
15
16
17
18

19

2

s smmary menasss . P -
. Date of | Date Dste of
Name rid Clons| Dofert |Excmption] Term, Adrline Birth *
Disturbancd =
1 | of conscioy 6-30-77 Pan_Amcrican 6-3-34 43
Cerebral -
" Wocurysm 10-21-76 Continental Airjince 12-5-25 Ay
Carotid arty.4-28-72 .
" hncurysm 1-10-74 Western Airlines 10-29-37 2]’
FsychotIc .
" Miserder [3-2-72 Ethiopisn Airlinss 5-16-30 ﬂ
Mentul
" Misorder  |6-17-77 ° Texas Esstern Alrlines | 11-14-25 }-y
Vibromatosid 10-£-72
¥ __lof neck 11-11-76 | 3-5-79 | Hughes.Adr West 9-3-31 ﬂ
Hlodgking R
" lieease 11-12-76 , Sraniff Int'l, 17-12-39 ,31
 [pisturbance [10-5-72
" lof consciou}4-19-76 United Airlines 4-3-21 (I:[7
rd lovascufar 4-10-7)
" _ldisense 4-21-76_| 3-19-80 Delta Airlines - 6-1-30 &{1
Carotid endd Tk v
* _larterectomy| 11-12-76 Delts Afrlines 4-26-21 “jjr’
Defective '
" |hearing 9-4-75 Ethizii-n Alrlines 1=4~47 7/8
Dicte bhance
| |of consciou|3-7-77 Scenlc Airlines 8-26-48 29
Ncrvous 10-24-75 b T
"__lconditton | 6-30-77 T.W.\. 71-25-41 31
Disturbance
" |of consciou{7-21-72 T.W.A. 6-24-37 . a]
Neuro. cond{,
v |ebn. EXT  |10-29-T1 Allegheny Airlinas 6-30-39 >
" lpsychosis [3=4-77 Afrlift Int'l. 9-9-25 IV
* | Loss §-22-72 Unfted Airlines 8-3-6 44
Neuro.
" ‘condluon 4=3-73 Eastecn Airlines 2-3-34 ji
Ratalned .
l " Jeateuls  |12-27-76 T.W.A. 4-9-30 44&
340 ' '
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20,
.
22.

23.

24,

25,
26.
27,
28,
29.
30,
.

32,

'33
34
35,
36,
3.

8.

! Date of | Date Date of
| PI# __ |Clans] Defort Excaptiop! Torm Adrline Birth -
Pituitory .
1| ndenoma __[11-13-73 Broniff Int'l. 12-6-40 73
jCoronary 4
o Ihenu dis. |1-10-67 Yemen Afrvay: 7-14-18 9
Psychotic 7
" Kisorder  |3-13-70 | 10-19-Mwaatern Atrltnes 2-24-40 Jo
Angina .
v
2 | pectoris |2-9-73 Pan American 4~16-20 Jfa
Cerebrovas. -
" v cident 11-30-76 American Airlince 5T20-21 -Jf
ngina 7=12-6% R s T
- cctoris  [4-10-6y S T.WA, 4-25-18 %J
7 [Agina : J,
*_|pectoria - 14-22-73 Pan_American 9~24-21 >
Anpina
. * *|pecrorta |.-21-76! United Afrlines 8-6-39 37
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APPENDIX ©

[Western Union Mailgram]
Capt HowARD ARONSON
New Canann, C™.
Hon. Epwarp R Rovsar,
Chairman, House Select Commuttee on Aging,
Washington, DC
Drar CONGRESSMAN RovBal. ] am a captain with a major air carrier, as well as a
longtime member of ALPA. 1 am a firm advocate of changing the FAA age 60 rule
to allow plots to fly past age 60 as pilots in command. 1 am aware that this view
puts me at odds with the stand of ALPA, however, I feel that in this case the posi-
tion of my union is not a valid «ne There is absolutely no reason why a pilot, if
physically, mentally and proficiently qualified, cannot remain at the controls of an
airliner after his 60th birthday, the original age 60 ruling was not based on medical
or scientific data but rather a dictate by the th~n FAA administrator in the late
1950’s. 1 hope your committee will be sble to have this arbitrary rule changed to
prevent this discriminatory practice. Thank you for your consideration.
Sincerely,
Capt. HowARD ARONSON

AIRCRAFT OWNERS AND PiLoTs ASSOCIATION,
February 20, 1985
DonaLp ENGEN,
Adnunistrator, Federal Aviation Administration,
Washington DC 20591

Dear Don. This concerns the meeting which you attended with Congressman Ed
goz'bal, Chairman of the House Select Committee on Agiag, concerning the Age 60

ule.

The meeting was attended by two representatives from AOPA. They have report-
ed to me the outcome of the meeting. I feel that it is appropriate at this time to
outline AOPA’s position concerning the possibility of granting exemptions from the
rule AOPA would support the granting of exemptions to the Age 60 Rule if an ade-
quate medical examination protocol can be ~stablished to determine an individual
airline pilot's medical qualifications to continue flying. We see nv reason why an
experienced pilot who reriai'is medically qualified should not be allowed to cuntinue
to fly beyond the age of 60

1 understand that you voiced a concern that a project of this type could add to the
Federal Air Surgeon’s already heavy backlog of exemption cases. I certainiy appreci-
ate your concern in this area and AOPA appreciates Dr. Austin's efforts to reduce
that backlog. I would be happy to discuss your cor zerns with you if you feel that it
would be helpful.

Thank you for considering our views.

Sincerely,
JouN L. Baker, Fres.dent
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AR LINE PiLoTS ASSOCIATION,
Washington, DC, May 10, 1985
Hon Epwarr R RovBaL,
Chairman, Select Commuttee on Aging,
House of Representatives, Washington, DC.

Dear MR. CHAIRMAN. This 1s in response to your letter to C. ‘tain Henry Duffy
dated March 19, 1985 I'm attaching the official position of the Association on the
Age 60 rule. This was established by the Board of Directors of the Associaton in
1980. There has not been a change of policy since that time.

The Association renders it inappropriate to comment further on questions of age
discrimination at the moment, since the case of Western Air Lines, Inc. v. Criswell,
et al, No. 8,-1545, now pending before the US, Supreme Court, will determine
some fundamental unresolved questions abont current statutory interpretation.

Thank you for your continued interest in this vital subject.

Sincerely,
PauL L HaLusAY, Durector, Legislative Affars.

SECTION 55 RETIREMENT AND INSURANCE, 55.03.01

AGE 60

A Age 60 Policy

Source—Board 1980

Since virtually all ilight deck crew members now in active service have shaped
their professional careers based upon retirement at age 60, and since essentially re-
quired working agreements, seniority and retirement plans Lave been based on that
retirement age, and any modification of required pilot retirement at age 60 presents
serious problerns of undesirable impact in the areas of (a) madie: standards and
examinations, (b) equal applicability to all flight deck crew members, and (c) job se-
curity, established job equities and promotional opportunities, ALPA:

1 Endorses required retiremeut a’ age 60 for all flight deck crew members.

2 Shall take affirmative s‘eps requiied to confirm such retirement age and that
same applies uniformly to all flight deck cre# members.

3 Shall take action with respect to regulations, legislation or otherwise to agsure
that there shall be no impairment of pilot rights in respect of medical standards and
examinations, job secarity, established job equities and promotional opportunities
and that this shall apply equally to all flight deck crew mes 1bers.

4 Rescinds all prior language with respect to mandatory retire nent age.

5 Full consideratior: shall be g:ver to the improvement of ret1-ement and related
benefits for flight deck crew members approzching or, now on retirernent

B. Age 60 (Downbidding)

Source—Board 1978

Se long as the Age 60 Regulation remamns in force, ALPA shall, acting legally and
with respect to the rights of all, take all necessary steps by negotiations, legal or
other action, as required, to assure a letermination that any bona fide occupational
qualification limitation shall apply uniformly aud without discrimination to a:l
flight crew members.

C. Age 60 Retirement (Downhidding to Second Officer)

Source-—Executive Board May 1976

Grevance to enforce downbidding to Second Officer position 1n opposition to pro-
visions of collective bargaining sgreements or pension plans shall not be pursued or
supported by ALPA.
D. Social Security

Scarce— Board 1978

ALFA shall continne .is effort 4 provide for commencement of Social Security
benefits upon any federally-mandated retirement date Negotiating Committees are
encouraged to negotiate protecuve provisions to cover pilots between the federally
mandated retirement date and the date Social Security benefits inay begin. Further,
Megotiating Commuttees are encourags< to ehminate Social vecurity integration in
any form frors pilo. ne.ision piane through negotiations.
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AR LiNE PiLoTs ASSOCIATUN,
Washington, DC, August 12, 1985.

Hon Epwarp R Royvsar,
" airmen, Select Cormittee on Aging,
House of Representatives, Washington, DC.

Dear MR CHAIRMAN: I am in receipt of your letter d ted July 22, in which you
once again solicit the views of the Association on the FAA’s Age 60 rule.

In light of recent Supreme Court decisions, our Board of Directors will be confer-
ring with counsel to evaluate the effects upon our present policy However, the
Board will not meet again until next ycer. Until then, it would be inappropriate for
me to comment on the matter

If I can provide you with any additional information please contact me

Sincerely,
KEeNry A. Durry, President.

House OF REPRESE: :TATIVES,
SeLect COMMITTEE ON AGING,
Washingtorn, DC, October 2, 1985.

Captain HENR? DUFFY,
President, Air Line Pilots Association, International,
Washin, on,

DeAR CapPTain Durry: The House Select Committee has scheduled a hearing into
the Federal Aviation Administration Age 60 Rule for commercial airline pilots. The
hearing is tentatively scheduled for Thursday, October 17, 1935, at 10:00.

The hearing is planned as a follow-up of the study conducted by the National In-
stitute on Aging 1n 1£80 and '81. We plan to invest Jate the continued need for an
age limit for airline pilots and whether the medical rules for monitoring and evalu-
ating airline pilots are adequate in light of modern techaology.

In order to nroduce a full record in this matter, the participation of your Associa-
tion wou.d be helpful. In order to expedite the proceedingz, we are asking that all
participants be identified and submit a written statement for the record by Friday,
October 11, 1985 We further ask that each participant summarize their remarks at
the time of the hearing If, for any reason, you will not be able to articipate as a
witness or do not plan to have so: eone participate for the Association, we would
appreciaw a letter from you to that effect by October 15, 1985.

If you heve any further questions, please contact Mr Roge Thomas of my staff at
202/226-33175

Sincerely,
Epwarp R Roysar, Chairinan.

AR Lins PiLors AsSoCiATION,
Washington, DC, October 16, 1985.

Hon Epwarp R RovsaL,
Chairman, Select Commuittee on Aging,
House of Representatives, Washington, DC.

DeaR MR CHAIRMAN. This is in r.sponse to vour lotter of October 2, 1985 in
which you irvite our Association to testify before your Committee on the Age 60
rule

We appreciate the Committee’s invitation but most respectfully decline. The posi-
tion of the Association in support of the Age 60 rule has not changed since the issue
was last addressed by the Congress in 1979

Please be assured that we are prepared to comment on any speciiic legislative
proprsal designed tu effectuate a change in the Age 60 rule

ncecely,
HeNRy A. Durry, Presideint.

PREPALRED STATEMENT OF CAPTAIN HENRY A. Durry PRESIDENT, AIR Ling PioTs
ASSOCIATION

The Air Line Pilots Association represents th. professional interests of more than
34,000 airhine pilots employed by 49 U.S airlines Our Association has long had an
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interest in the FAA’s Age 60 rule, the.~fore, we appreciate the opportunity to
present our views to the committee.

In 1979, we testified before this Ccmmiitee and presented detailed iestimony on
our historic involvement with the subject of man-iatory retirement. That statement
is part of the record and is contained in Committee Publication Number 96-183.
Therefore, this statement will instead discuss our present position and its ‘evelop-
ment since the subject ‘was last addressed by the Congress in 1979.

The House of Representatives debated the Age 60 rule on December 7, 1979.
During floor deliberation or H.R. 3948, ALPA supported an amendment offered by
Congressman Jim Howard that charged the National Institute of Health with con-
ducting a study of the medical and performance implications of pilot aging, and
whether safety would be adversely affected b{ changing the retirement age. The
amendment ir. the form of a substitute passed by the House. Senate action followed
and on December 8, 1979, H.R 3948 passed the Senate.

Pursuant to Public Law 96-171, the National Acad=my of Science Institute of
Medicine (NAS/IOM) study panel, which included ALPA’s Aeromedical Advisor, Dr.
Richard L. Masters, conducted a thorough review of the subject. The NAS/IOM
report, already a work of distinguished scientists, then received prompt review by
another body of equally eminent scholars at the National Institute of Aging (NIA).
Despite their considerable efforts, these expert panels were unable to justify strik-
ing down the rule, largely because they were unable to demonstrate with a reasona-
ble degree of certainty that abandoning the rule would not cause increased risk.
Futher, while establishing u testing protocol might be seen to be preferable to using
chronology for a cutoff, they were unable to show that it could be done within the
constraints of scientific knowiedge, discipline and practice. The impressive weight of
medical opinion clearly supports the fact that medical tests, broadfy speaking, often
are not designed or intended to be predictive; nor can statistical information per-
taining to population groups safely he extrap slated to individual predictability. It is
not possible to reliably apply avai.abie medical tests to the numerous body systems
that must be tested under any projected program with an outcome of safe or realis-
tic predictability. Simply, the tools are not sufficiently developed to dissect this
question intc its components and accuratsly measure the parts.

The NAS/IOM repc-t (March, 1981) raised numercus questions which the panel
felt could only be resolved by extersive further research. There are references to 15
to 20 needed researcn subjects in the bndy of the report, and Chapter 14 itself is
entitled “Needs and Gpportunities for Research”. To our knowledge, nothing has
been accomplished along the & lines.

The re«uits of extensive evcluation in 1980-1981 concluded that there was, at that
tirre, insufficient evidence upon which to base a change in the Age 60 rule.

In November of 1980, the ALPA Board of Directors met in Los Angeles. A report
was presented by the Association’. Age 60 Committee. The Committee had moni-
tored and participated in the NAS/IOM study. The Age 60 issue was once again the
subject of a lengthy debate by the delegates assembled. The Board passed the follow-
ing resolution.

“Susce virtuaily all flight deck crew members now in active service have shaped
tneir professional careers based upon retirement at age 60, and sinc. essentially re-
quized working egreements, senicrity and retirement plans have been based on that
retirement age, and eny mndification of required pilot reti‘ement at age 60 presents
serious problems of unidesirable impact in {ne areas of: (a* medical standards and
examinations, (b) equal applicability to all flight crew members, and (c) job security,
establisiied job equities and promotional opportunities, ALPA"

“1 Endorses reqi:ired retirement at age 60 for all flight deck crew members.

“2 Sh- takc ~‘Firmative step. required to confirm such retirement age and that
sarae appli = wiformty to a.l flight deck crew members.

3. Shall take action wiin respect to regulations, legislation or otherwise to ass.re
that there shall be no iinpairment of pilot rights .n respect of medical standards and
examinations, job security, estahlished job equities and promotiona. opportunities
and that this shall apply equally to all flight deck crew members.”

Since our Board and the Congress last addressed the issue, there have also ixen a
number of technological changes in the industry that should be thoroughly ad-
dressed in considering whether a change in the Age 60 rule is now appropriate.
Most significantly is the two-pilot cockpit configuration in new technology commer-
cial aircraft such as the Doeing 757 and 767, thereby substantially reducig crew re-
dundency and degrading the concept of the “fail-safe” crew.

In July of 1981, the report of the President’s Task Force on Aircraft Crew Comple-
ment stated, “in our view there is nothing 1n the size of aircraft per se that requires
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a flight crew larger than 2 persons.” Thus sl aircraft certificated since that time
have been approved with a crew of two

The issue of the age of airmen passengers for U.S. air ca ' was never
considered by the President’s Task Force tecause it was a known f .. regulatory
policy that Pa-t 121 air camer pilots were required to retire at age 60. Had the
issue of the change in Eo cy regarding other pilots at the controls of our airliners
been considered by the Task Force, its recr nmendation may have taken a complete-
ly dif'erent turn. The Task Force leaned heavily on the facts of the then current
accid nt record which was based on a m in which pilots retired at age 0.

Wich the decision of the President’s Task Force on Crew Complement, the aircraft
industry rushed to retool the production lines tn a predommently two-crew aircraft
production. More recertly the effect of the twocrew m been reflected in

icns of the new two-engine, two-crew overwater ts, and has been the sub-

iect of special waivers by the FAA to test these conditions in North Atlantic oper-

ations. If airline pilots were permitted to continue to fly beyond age 60, many would

-find their way ito these operations because the number of twocrew, two-engine

overwater operations is forecasted to increase. Since the more senior (and older)

fxlots enhance their retirement benefits by selecting the international routes, it fol-
ows that the older grou of ilots would select the international flying.

In testimony befome House Aviation Subcommittee on July 19, 1979, Captain
Jack Young tated, * in the rare event of sudden incapecitation of a pilot the
rest of the crew is avmlable to immediately tuke over operations of an aircraft in
accordance with the established procedures. This ‘failsafe crew’ concept adds an
extra element of £ “oty to airline operations. Just a few months ago, a 747 captain
was stricken in i, 't and *he remaining crew members assumed control of the air-
gh e, according to established procedurce, and continued the flight as scheduled.

e passengers a'nd the captain’s wife who was on board never realiz=d that the in-
cident occurred.”

In the two-piiot cockpit and fail-safe system is seriously degraded. The concept of
workload reduction in these advanced airplanes is not meeting the expectations of
the manufacturers, end, therefore the incapacitation of one pilot may make the task
of safe aircraft operation a virtual unpoambxhty

Mr. Chairman, and members of the Comn:ittee, ALPA appreciates the inciusion of
this statement ‘n to the official Hearing Record. Thank you.

Conrox, TX, October 11, 1985.
Epwarp R. RoysaL,
Chairman, House ~f Representatives, S lect Committee on Aging, Washington, DC.
Dzar Ms. RoyBaL: | am unable to attend the hearing on the age 60 rule for air-
line pilots. I would like you to know not =1l ALPA pilots agree with the ALPA

policy.

I believe the country i« icsing some fine, experienced pilots because of the Age 60
rule It is also picking up ‘he erpense of supporting these able-bodied men who are
put out of work.

The present system of physicals ard similar checks that evaluate and monitor a
mnatﬁftynineandonehalfmd do the same job on a man at sixty and one half.

My age is fifty cne. I have been flying on a commercial air line for twenty nine
years. I am ore of the few pilots flying today who was in the cockpit before the Age
60 rule was enacted. I have flown with pilots who were uver sixty, they were good,
they were safe, they were highly competent.

Please retire the Age 60 rule.

Sir:cerely,
Crcir. J. DURANT.

Tux NaTioNaL CoUNCIL oN THE AGING, INc,,
Washington, DC, February 5, 1985.

Mr. DonaALp D. ENGEN,
Adminstrator, Federal Aviation Administration,
Washington, DC.

Dzax Mz. Exoen: The National Council on the Aging is writing to urge that the
Federal Aviation Administration expeditiously review its current policies with re-
spect to restricting commercisl airline pilots 60 years of age or older from engaging
in commerciol operations, NCOA believes that this unreasonable and baseless dis-
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criminetion should be purged from Federal policy and that healthy, skilled pilots
should be given the opportunity to continue to fly beyond their 60th birthday.

We believe that the sole criteria governing whether or not a person should be per-
mitted to perform a particular job should be that individual’s ability to perform the
job in questiun. Older pilots, due to their wealth of experience, should actually en-
hance air safety through the experience and sophisticated judgment which they
have developed over decades of flying experience. Forcing commercial airline pilots
to retire at age 60 represents a foolish, archaic practice which amounts to nothing
less than outright arbitrary discrimination on the basis of age.

We recoguize that safety is vitally important in any industry involving the travel-
ing public. And we would not be urging the FAA to reexamine this issue If airline
passengers were to be put at risk Since the time of the Age-60 Rule’s adoption to
guard against decreases in «kill and risk of incapacitation which were thought to be
related to aging, sophistic .ted medical technology and proven screening proceeses
such as risk evaluation have been developed to accurately assess the medical status
of an individual pilot. We believe that the availability of these new, noninvasive
medical procedures completely undercuts any rationale whatsoever for the Age-60
Rule. We would also rote that the FAA and the commerical airlines themselves
have already relied on the accuracy of much of this medical testing i evaluating,
recertifying and monitoring numerous individual pilots under age 60 who have suf.
fered disqualifying conditions.

With respect to incapacitation, we would also like to point out that the historical
record of pilot incapacitations bears little -aship to age. Incapitations not only
affect pilots of all ages but find their basis in a wide variety of causes. Given these
facts, as well as the redundancy of cockpit personnel, restricting older pilots from
flying when adequate medical testing can determine their fitness ar 4 risk of inca-
pacitaticr: is a cruel trick on the pilots arnd airline passengers alike; there is simply
no basis in fact for perpetuating this discrimination and its attendant compromises
to air safety based on false, hysterical stereotypes, suggestive of a Grade B 1950’s
film melodrama, that a commercial airliner is going to crash because an older pilot
presents a grave risk of suffering a heart aitack.

We believe that there can be no cogent argument advanced which supports reten-
tion of the Age-60 Rule in an era where the medical sciences have evolved to their
present sophisticated state. Accordirgly, we strongly support the abolilion of the
rule. While we believe that this rcgulacory change ghould be expedited, we believe
that immediate action should be taken to allow airline pilots to establisn individual
health status and fitness to fly through aveilable medical and functional testing
which would qualify them for an exemption from the Ag2-60 Rule.

Sincerely,
CHARLES EpwARDS, General Counsel.

AGING EFFECTS AND THE PROFESSIONAL PiLoT
(By Robert W Elliott, Ph.D, ABPP, Manhattan Beacn, CA)

INTRODUCTION
Considerable research regarding the psychological, neuropsychological, physical,

- and social aspects of aging has been generated during the last few decades. As a

result of this research, real life decisions regarding social programs, retirement, and
medical treatment has resulted. Society, in general, has become increasingly con-
cerned about the status and rights of the older citizen, for one reason, because this
population is becoming a larger segment of our society. Those people who are 65
years or older now represent over 11% of the current United States population.
Early into the next ceatury, the same population may represent 20% or more of the
U.S. population (Stcrandt, 1983).

Birren and Schaie (1977) reviewed much of the literature and research in the field
of aging. Their review strongly suggested that the aging process affected various
physiological and cognitive tunctions, but at vastly different rates. While most ex-
perts agree with this statement, there 18 now wide disugreement regarding the
extent and nature of the changes accompanying the aging process. The most heated
debate on this subject took place between Bal'es and Schaie (1974, 1976) and Horn
and Dcnaldson (1976).
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rHE PROBLEM

The FAA issued Civil Air Regulation Amendments 40 22, 41-29, and 42-24 in
1959 These amendments addressed the issue of maximum age liritations for airline
pilots. These documents noted that the number of activ;dpilots over age 60 was in-
creasing, they were flying increasingly —~re soplisticated aircraft which were car-
rying more passengers, and they were operating in and out of airports and airspa
with higher density air traffic. Concern was expressed by the FAA about the . . .
sudden incapacitation of some of the older p.lots in the course of flight.” The FAA
noted that any efforts to predict who would suffer sudden incapacitation were con-
sidered futile and not medically sound because “. . . evidence of the aging process
are 5o varied in different individuals . . .’ and, therefore, inaccurate in regard to
any single individual (Ger> hewohl, 1978, p. 2).

'I‘:he Pilots Rights Association a.d the U.S. House of Representatives Select Com-
miitee on Aging have questioned whether mandatory retiiement for airline pilots at
60 years i8 justified in light of current medical and psychological research findings
am{ advancements. In a letter from Donald Engen, F adm:n.atrator to Captain
Jack Young, President, Pilots Rights Association, (March 11, 1985), Engen main-
tained that the age 60 rule was *. . . the best solution to a difficult problem.”

ISSUES IN AGING RESEARCH

Research investigating charges 1n aging has been beset witk a number of difficul-
ties Botwinick (1977) pointed out that aging research which produced data regard-
ing intellectual decline as age was increased depended on the (1) age spectrum bei
investigated; (2) kinds of tests used; (3) the researchers definition of intelligence; (4)
sampling techniques; and (5) research design limitations. Because these variables
may bias the results of research, investigators such as Schair (1980) have recom-
mended a conservative position and have suggested that “decline” data should be
regarded with suspicion.

Ea.ly research efforts which dealt with aging changes were generally cross-sec-
tional design studies. The researcher would administer tests to subjects of various
ages and wouid compare the performances of the different age groups. Thus, re-
searchers were led to believe that intelligence, for instance, incre: uJ) to early
adulthood, reached a plateau and remained there for about 10 years, and began to
decline after the age of 40 years (Baltes and Schaie, 1974).

Longitudinal studies have become available which raise serious questions abcut
the vahdity of cioss-sectional studies. In longitudinal research, which is another
design method with which to study age changes, the recearcher tests a single group
of subjects over a period of time, often years, and investigates the performance
changes of each person at a different age. The rasults of such studies have s ted
that intelligence does not decline as a conse%:ence of aging as quicgkslg' as been
assumed with cross-sectional design studies. Schaie and Strother (1968) investigated
this issue by administering two intelligence tests to 500 subjects, ranging in
from 21 to 70 years. Seven years later, 301 of the subjects were retested with :g:
same tests. A number of the subjects were tested a third time after seven years had
passed. When the data was analyzed cross-sectionally, the conventional pattern of
early, systematic decline was observed. When the results were analyzed longitudi-
nally, the only statistically significant declines identified were those which were
speed related. There was nc significant age-related change in cognitive flexibility
Crystallized intelligence, as well as other measures, improved with age. Fven those
over 70 years old improved on a number of measures. The differences between
scores were a result mainly of generational differences and not due to differences in
chronological age. When deterioration has been evidenced in longitudinai studies,
the deterioration has tended to have been evidenced very late in life and “smaller
in magnitude than in cross-sectional studies’”’ (Maclnnes, et. al., 1985). Genuine abili-
ty dil ;gg)nces are not generally apparent until well over the age of G0 years (Ana-
tasi, .

Another critical issue evident ir, many of the research findings on aging is the
issue dealing with the great differences in the rate of aging among and between in-
dividuals (Gerathewohl, March, 1978). Thus, a research finding may not apply to a
single individual (Gerathewohl, August, 1978). Individual differences within any one
age level are greater than the average difference between age levels. Studies of
aging, investigating individuals in their 70’s, 80's, and 90's, indicate that intellectual
functioning is more closely related to the subjects’ health than chronological age
(Anatasi, 1982,

Figure 1 1llustrates the greater differences among a group of older people than
among ‘he yo' ng, on a measure of cognitive functioning. In aadition, the data indi-
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cate that 33% of those in their 60’s perform at a higher level than the average for
the group in their 50’s (Schonfield, 1974). This data provides further support for the
contention that greater individual differences are evidenced in the older person.
Some individuals, as they age, show decline in <.ills, others show no change, and a
few others show improvement
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CHANGES IN NORMAL AGING

Birren (1974) pointed out that aging individuals can do most of the thi that
they did when they were younger but now they can't do them as quickly. Yet, as
noted earlier, the range of individual differences is considerable.

Aging is not synonymous with disease. Normal aging refers to a time-related bio-
logical process which is not a result of disease, trauma, or stress (Robertson, Ichabo
and Arenberg, 1985). A wide variety of studies have shown that there is no loss of
capability in certain functions, such as reasoning and memory, as one ages normal-
ly. There does appear to de a decline in speed of learning, speed of processing new
information, and reaction time. Again, it is the encroachment of disease processes
which accounts for the incapacity attributed to ag.ig. Szafran (1968) noted that
“. . . insofar as skill proficiency can ever be evaluated outside the flying situation
itself, the routine aspects of the professional pilots’ skills are unlikely to be gerious-
ly affected by aging over the usual span of normal working life.” Professional pilots
appear to be able to compensate for subtle losses with a strong capacity to adapt
readily to changing requirements and conditions and high motivation in planning
efforts to maximize their performance.

Personality issues in aging have produced a wide variety of statements about how
personality chan%les over the years. Yet, v:y few research studies which support
the proposition that personahtf' changles o8 one afges are longitudinal in design.
Those studies which have used longitudi-.al design features (Siegel, 1979; Costa and
McCrae, 1978; Doublas and Arenberg, 1478) have indqu;dently come to the conclu-
sion that personality changes little or none with age. There appears to be consider-
able stability of character, assertiveness, and sociability. The well adjusted 30-year-
old is likely to become a well-adjusted 65-year-old. If one sees changes in personali-
ty, these changes may be an early signal o¥some type of _athological process.

Occasionally, one comes acroes statenients that as individuals age, they seem to be
less capable of handling stress. McCrae and Costa (1986, .eviewed the literature and
found that older persons are not under any greater stress than younger persons and
cope with the stresses of life in as efficient a manner as younger individuals. Confu-
sion, memory defects, depression, when evidenced in the older individual, are gener-
ally signs of physical problems (Jarvik and Neshkes, 1985).

ABSESSMENT OF AGING FEATURES

Through peychological and neuropsychological assessment proceeses and testing,
levels of psychopathology, personality strengths and weaknesses, itive function-
ing, sensory responsiveness, and social behaviors can be investigated and measured.
A number of measures and assessment provesses are suitable for the older adult,
although tne availability of normative data on older adults is skimpy. Norms for the
older adult are important for the assessment process because it is r.ecessary to know
if a test finding deviates from the norm because of psychopathology or because of
normal aging declines.

Lezek (1983) summarized the four areas of intellectual activity which researchers
have indicated have been associated with old age. .

(0}) Althovﬂh the memory capacity of the elderly differs little from that of
younger aduits, storage and retrieval problems become evident witn advanced

age.

(2) The elderly have more difficulty manipulating abstract and complex con-
ceptualizations. The elderly differ little from their younger counterparts in han-
dling meaningful and concrete data.

(3) Difficulty in adapting to rew situations and changing mental set is evident
in individuals as they move into “old age.”

(4) There is a general behuvioral slowing which affocts psychomotor activity
and specific memory functions. This is not evident in self-paced tasks.

The ideal way to measure any paycholt;?ieal or neuropsychological condition or
state is to compare the present level of performance with an earlier measured level
of performance. Althongh longitudinal performance measures are rarely po. sible in
most investigative studies (ﬁler, 1980), such a design should be used ia any in-
stance where there is concern about identifying a deterioraﬁn&condition. If a longi-
tudinaldel:ign is used, care must be taken to make sure that the measures used are

ighly reliable and not compromised because of a practice effect.

a series of memos and letters between the FAA and the House Select Commit-
tee on Aging (Personal Communications, Feb; 26, 1985; April 26, 1985; and
é%:m 26, 1985) and in federal regulucons (lm Part 21, V47, No. 131 and 14

Part 121, V499, No. 72), the FAA made a number of statements .oncerning the
aging process. The FAA’s concurns focused on deterioration of functions with age,
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loss of ability to perform a highly skilled task rapidly, inabihity to perform in a com-
plex and stressful enviunment, nability to apply judgment and reasoning in new
situations, slowing 1n the ability to process and respond to information and altered
speed, and deficits 1n attention, psychomotor pe-formance, memory, and problem
solving abihity

In the same series of memos/letters, the FAA noted that there were no perform-
ance tests available which could predict or preclude adverse effects in any individ-
ual case and there was no appraisal system which could identify pilots who would
pose a hazard to safety. They also noted that there were no measures which could
determine the effects of aging on performance. They added that numerous formal
studies focusing on the 1ssue of aging had been “. . . made over the years, all with
similar results ”

Ger. thewoh] (1977), for the FAA, reviewed the literature on aging and it rela-
tionship to flight safety. In the studies reviewed, a number of traits, faciors, and
skills were identified which were said to have been affected by the aging process.
For organizational purposes, Table 1 lists the traits, factors, and skills, commented
upon in Gerathewohl's review. under one of the three headings' sensory process,
cognitive process, and personality traits.

TABLE 1.—AGE-RELATED VARIABLES ASSOCIATED WITH BEHAVIOR, PERFORMANCE, AND
PROHCIENCY OF AIRCRAFT PILOTS

[Gerathewohi 1377;
Sensory processes Cognitive processes Personaitty traits
Perception Memory Adaptabrlaity
Auditory Acquizition Judgment
Taclle Storage Seif-udentity
Visual Revognition Motivation
Recall AdjLstment
Reaction time Long time Temperament
Perceptual Short Leadersh:p
Dexterity Information processing Interpersonal relationship
Spatial orientation Problem solving Self-discipiine
Reserve Flexibvlity Seif-confidence
Manual skills Attention
Orientation Anxiety
Foresight Tension
Vigilan-e Depression
Reasoning Anger

CLINICAL TESTING OF AGING FEATURES

Hundreds of psychological and neuropsychological tests are available from pub-
lishers for professional use New tests are constantly being introduced because of an
increasing need for specific patient informatior.. Substantive development: in the
field of testing are always evolving. For instance, there is a growing emphasis on
construct validation in personality testing and renorming of test data in an effort to
match more closely specific populations. Standardized neuropoychological batteries
and computerized self-administered tests are new developments in the field.

It is not the purpose of this paper to discuss reliability and validity issues nor
1sues regarding standardization or development of normstive groups. Those issues
arc covered extensively in a variety of text books on testing (Anatasi, 1982). Appen-
Jdix A lists various tests which can be used to investigate the variables listed in
Table 1. Some of these tests have been normed on an older adult population and
others have not. A listing of the test publisher or source of the test is also included.

In Table 2, each age-related variable is listed with the tes.s indicated that are ca-
pable of measuring strengths, weaknesses, or characteristica of that variable. The
publisher of each test is hsted in Appendix A.
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This hsting of tests 1s not meant to be inclusive but represents a samphng of var-
ous measures available to the practitioner Most of the tests listed are well-known to
psychological testing specialists and all are readily available.

CONCLUDING COMMENTS

Research does indicate that there are declines in specific skills and functions as a
result of the aging process. Some of the declines begin 1n the 20's and others begin
in the 80's It cannot be assumed that decline is apparent across all skill areas, nor
does every individual manifest decline, nor is decline necessary as a result of aging.
Many, 1if not most, skills are more dependent upon the individuai's health status
than upon his or her chronological age. Some research has even concluded that
some skills 1mprove with age. Cognitive tasks, in particular, appear to be fairly
stable across groups, until about the age of 70 years. Benton el al (1381) indicated
that the . . . intellectual status of healthy older pevple, as measured by neuropsy-
chological tests, remained within normal limits through the eighth decade.” When
emotional declines Lave been associated with increasing age, these declines have
frequently been associated with biological disturbances and physical complaints.
New psychological disorders, with a physical component in the aged, are rare.
Chronological age alone tells us very little about the status of an individual's fusc-
tion skills

At times, the slower response rate seen in older people may also have some ad-
vantager. A number of studies (Birkhill & Schaie, 1975) concluded that older individ-
uals tend to be more cautious and less likely to respond quickly in situations where
they sense they will fail or in situations where the loss would be too high. Older
adults prefer safer alternatives and are low risk takers.

The research on aging indicates that there are vast individual diffeences and in-
dividual patterns of changes as one ages. Psychologicel and neuropeychological as-
sessment techniques have been developed which can address these differences ard
patterns. Early signs of deteriorating processes can be identified with a high degree
of certainty and changes over t{ime can be measured reliably. Current instrumenta-
tion is able to measure changes ¢n age-related sensory, cognitive, and personality
variables across a wide age span, including the over age 60 group. If a comprehen-
sive evaluation is completed on an individual who has impaired skills, significant
signs of impairment are likely to be evidenced. Until a decline in capability is evi-
denced, there is no valid reason, psychologically or neuropsychologically, why an ir-
dividual should not be able to continue to function in his chosen profession—includ-
ing professional pilots

Research findings from the last decade argue that chronological years alone are
not necessanly equated with decline and, therefore, age alone should not be consid-
ered a sufficient reason for retirement.

RECOMMENDATIONS

As individuals age, they are more susceptible to a variety of i’\nesses and are in-
creasingly Jikely to develop disorders and experience difficulties in living. The risk
of impairment increases for a group as they age. The FAA has available to them
records on commercial pilots under 60 but few records on commercial pilots over 60
years. In order to compile data on the over 60 year old pilot, it is recommended that
the maxinium age for a commercial pilot be extended to 65 years before the pilot is
manditorally retired.

After the age of 60 years, assessment of sensory and cognitive processes should be
required as part of the pilots' six month routine medical evaluation. Competent ex-
aminers could be identified to complete this examination process There does not
appear * be sufficient evidence in existing research findings to justify the need for
an 1sse~-ment of personality and emotional variables.

APPENDIX

This appendix lists tests that can be used in the assessment of the age-related
variables noted in Table 1 Some of the tests are batteries and contain a number of
separate tests, each used for investigation of & opecific area of functioning The list
is compiled alphabetcally
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64  State-Trat Anxiety Inventory Consulting Psychologists Press

65  Steadiness Test Lafayette Instrument Cc

66  Stromberg Dextenty Test Psychological Corporation

67 Stroop Color & Word Test Psychological Assmt Resources

68  Symbot Digit Modalities Test Weste:n Psychologica' Services

69  Tactie Form Perception Test (Benton) Oxford University Press

70 Temperament ang Values inveatory National Computer Systems

7. Temporal Orentation (Benton) Oxford University Press

72 Thermatic Apperception Test Harvard University Press

13 Three-Dimensional Block Construction Oxford Unversity Press

74 Tralt Making Test Rertan Neuropsychology Lab

15 Visual Form Discimination Test (Benton) Oxford University Press

76 Watson-Glaser Cntical Thinking Appraisal Psychological Corporation

77 Wechsler Audlt Intelligence Scale-Revised Psychological Corporation

78 Wechsler Memory Scale Psychological Corporation

79 wisconsin Card Sorting Test Psychological Assmt Resources
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JoNESBORO, GA, October 24, 1985.
Rep. Epwarp RoysaL (D-Calif.)
Rayburn HOB
Washungton, DC 20515

Dear Rep. RoyBat, Thank you for your interest and concern for the professional
airline pilot. The age 8ixty retirement is almost like a death sentence to many pilots
who love their job. more than anything else in their lives. As the wife of an airline
pilot who faces this in three years, I can tell you, we both dread that day. He is the
son of Georgia's pioneer aviatcr, has been flying since he was sixteen and flying is
his life.

I have wa.ched many people, in all wall-s of life, come to retirement. It seems
when they give up their work, they often begin to age more quickly and their health
goes. Their energy and purpose for living seems gone. As people are living so much
longer, sixty seems too young to cut them off from their professions. Think of all the
experience we lose by this.

The pilots have physicals every six months and flight checks regularly. I believe,
if the records were checked (before this rule went into effect), they would find no
more incidence of incapacitation in pilots over sixty than under sixty. However, I
am sure that passengers are in more danger from hijackers and terrorists than from
pilots over sixty.

There i8 one more thing the government must address concerning this mandatory
retirement. It seems that one hand does not know what the other is doing. The FAA
forces the pilot to retire at sixty and the Social Security punishes him for doing so
by reducing his benefits. Now he has paid one of the highest premiums all hi"' work-
ing life but receives reduced benefits. At the very least, he should be allowed to
work until sixty-five or have some special rule concerning his Social Security bene-
fits.

Thank you, again, for your concern and please keep up the fight. ] am sending a
copy of this letter to my congressman Rep. Newt Gingrich.

Sincerely
Mrs. D Epps.
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CONGRESS OF THE UNITED STATES,
Housg or REPRESENTATIVES
Washington, DC, June 25, 1985
Mr. HerBErT EWALD,
Lighthouse Foint, FL.

DEAR MR. EwALD Enclosed please find the response I have received from the Fed-
eral Aviation Administration as a result of my inquiry on your behalf.

I apologize for the delay and hope this information is beneficial at this time.

If you have further questions pertaining to this correspondepce or if additional
discrepancies arise, please do not hesitate to call my office.

Sincerely,
E. Cray SHAw, Jr.,
Member of Congress.

Enclosvure.

US DePARTMENT OF TRANSPORTATION,
FEDERAL AVIATION ADMINISTRA (ICN,
Washington, DC, May 21, 1985.
on. E CLAY SHAw, Jr..
House of Representatives,
Washington, DC.

DEAR MR. Saw: This 18 in response to your April 25, 1985, letter concerning Part
121.383(c) of the Federal Aviation Regulations (FAR). Part 121.383(c) provides chat a
holder of a certificate under Part 121 of the FAR may not use persens 60 years of
age or older as pilots, and that persons 60 years of age or older may not serve as
pilots for certificate holders. In this aense, Part 121.383(c) is an operational, rather
than a medical, rule because its restricts the operations of certificate holders and
pilots employed by them.

Of ~ourse, the rationale for Part 121.383(c) is a basically a medical one. Pilots, like
all of us, decline in physiological performance with age and are subject to an in-
creased risk of cardiovascular and other diseases with potentially disabling conse-
quences. From the operational perspective, as a natural part of the aging process,
various skills and mental processes begin to deteriorate, often in subtle ways that
are difficult to detect, yet which may pose a risk to air safety. Smce it s not cur-
rently possible, given the available technology, to determine a person’s physiological
age, the FAA has concluded that chronological age is the only feasible way to deter-
mine when pilots should no longer be able to serve in Part 121 operations. For the
same reasons, the FAA -urrent practice is to deny exemptions from the provisions
of Part 121.383(c).

I should point out that Part 121.383(c) does not “‘ground” a pilot on his 60th birth-
day. A pilot may continue to be employed by a carrier in operations other than
under Part 121, such as a check pilot or flight instructor. He may also serve in a
non-pilot position, such as a flight engineer or navigator.

I hope this lintormat.ion will help you in responding to your constituent’s inquiry.

incerely,
EpwaRrp P. TABERMAN,
E TazeweLL ELLETT,
Chief Counsel.

AR TRANSPORT ASSOCIATION OF AMERICA,
Washington, DC, October 16, 1955.
Hon Epwarn RoyBaL,
Chairman, Select Committee on Aging,
House of Representatives, Washington, DC.

DeaR MR CHAIRMAN: The Air Transport Association of America (ATA) which rep-
resents the scheduled airlines of the United States ! appreciates this opportunity to
comment once again on the mandatory retirement age for pilots, the Age 60 Rule.
For your record, 1 would like to reiterate the comments which we made on the Na-
tional Institute of Aging’s Report titled “Airline Pilot A,,., Health and Perform-
ance: Scientific and Medical Considerations” in May 1981.

1 Of the 32 ATA member airlines, Frontier Airlines and Republic Airlines have differine
views on the mandatory retirement of pilots at age 50
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The basic 1ssue raised by any consideration of a mandatory retirement age for air-
line pilots 1s safety; 1t 1s not an 1ssue of discrimination, economics, or pension plans,
but safety The Report confirmed that

{1) Pilot performance can be adversely affected both by decrements accompanying
the aging proces and by a broad variety of medical conditions, the incidence of
which increases with age

(2) Despite the various advances which the Report adyocates be considered with a
view towards improving the medical certification process, validated medical and
pilot performance tests to measure certain age-related performance decrements and
the effects of such decrements on pilot proficiency are lacking

ATA thus views the Report as providing sohid additional support for its position
that safety should 1n no way be compromised by a change in the mandatory retire-
ment of pilots at age 60

Sincerely,
J RoGER FLEMING,
Senior Vice President, Technical Services.

ManHAssET, NY, October 3, 1985
Cong EpwarD R Rovsat,
Chairman, Select Commuttee on Aging,
House of Representatives, Washington, DC

DEeAR CONGRESSMAN RovBaL I understand that you are conducting a hearing into
the FA/A's Age 60 Rule for commercial airline pilots on October 17, 1985. Unfortu-
nately, I wil) be working that day and cannot attend but wish to make a statement
for the record

I have just returned to work as a Flight Engineer as a result of court action and
have also just had my sixty-seventh birthday I had been away from flying for seven
years, yet had no difficulty qualifying as a Flight Engineer on the L-1011. Previous
to my forced retirement I had been a captain for twenty-five years, the last few on
the L-1011. As part of my Fhight Engineer traning I “flew” the flight simulator as
captain for about two hours The check captain on this “flight” said that I flew as
well as most trainee captains flew after about twenty years.

In being put back to work under a court order I was subjected to a much more
comprehensive physical examination than is normally inflicted on pilots. [ also took
a lengthy psychological examination and a treadmill stress test.

The worn out statements made by the FAA that they cannot test persons over the
age of sixty 1s absulutely false. A test ts valid at any age.

The FAA tries to say the* the Age 60 Rule hac resulted in the present safety
record of the airlines and should therefore be kept. Actually the safety record has
not changed much in the last forty years. Consider these facts.

(1) Prior to 1940 there were quite a few captains flying who were over sixty and
none were involved in a recorded accident

(2) All accidents of airline aircraft have been by captains that have been less than
sixty years of age.

(3) There are records that show that a great many pilots have been incapacitated
or even died in flight

(4) All of these incapacitations were of pilots less than sixty years of age. Most of
them being caused by “‘food poisoning ”

(3) No scheduled airline accident in the United States by a U.S. company has ever
beea found to have been caused by the physical or mental condition of a flight deck
crew member

(5) The forced retirement of competent pilots simply because of age has resulted
1n the rapid promotion to captaiin of inexperienced persons and has resulted in at
I~ast one serious <- ident. (The Air Florida crash at Washington National Airport
just a couple of years ago)

At the present time there is a great shortage of qualified pilots in this country
and this situation is being greatly aggravated by the forced retirement cf qualified

1lots
P Sincerely,

EuGeNE W. GARGES, Jr.
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RISK-BASED VERSUS AGE-BASED CERTIFICATION OF AIRLINE PILOTS

(Statement prepared for the House Select Committee on Aging by Axel A Goetz,
MD, PhD, Vice President, Research, General Health, Inc)

The Federal Aviation Administration’s congressional mandate is to ensure that
the U.S. airlines ‘‘perform their serv:ces with the highest possible degree of sefety ”
How wel! 1s this mandate served by the FAA's present rule requiring commercial
anthine pilots to retire at age 60? Can 1t be served better by adopting another retire-
ment rule?

Threats to public rafety arise to the extent that pilots are not proficient or are at
risk of sudden adverse health events (e.g, stroke). The fact that proficiency deterio-
rates and risk increases with age is the basis for the Age 60 Rule Age is a good
predictor of average risk and average proficiency in the population of airline pilots.
However, by itself 1t 18 a poor measure of risk and proficiency of individual pilots
because it is indirect and its influence is often sma!l compared to the combined
effect of other variables. To minimize erroneous decisions about certification of indi-
vidual pilots one has to measure risk and proficiency as directly as possible. While
direct measurement techmques for proficiency are employed extensively, the same
cannot be said for risk.

The following discussion deals with the measurement of individual risk. It shows
for a specific case that age, by itself, is a poor measure of risk. At any age, the indi-
viduals .n a population show a wide range of risk of, say, getting a heart attack. The
variability of risk within age groups far exceeds the variability of risk among age
groups This implies that there are hgh risk individuals at low ages and low risk
individuals at high ages To the extent that present procedures do not detect high
risk pilots below age 60 (even though detection is quite possible), they conflict with
the FAA’s safety mandate. To the extent that present procedures exc{ude proficient
low risk pilots due to age, they are unnecessarily stringent. Considerable improve-
ments are feasible in measuring risk of the most important source of catastrophic
healtk: events, namely cardio-vascular disease Such imp.ovements would contribute
to airline safety, and they would pe: mit relaxation of the Age 60 Rule without com-
promising safety.

Judicious application of risk estimation methods would permit hea'thy and profi-
cient pilots to continue flying under Class I certification past the present age limit.
Younger pilots at high risk could be recertified, provided they effectively reduced
their risks through appropriate therapeutic and health promotion interventions.

The present retirement rule limits risk of cardio-vascular catastrophic events only
partially. as age is only one among many contributors to risk. Table 1 shows a selec-
tion of contributors to risk as used 1n a commercial instrument to appraise risk of
heart attack and stroke

The combined influence on risk of other contributors is so large that it can be
more 1mportant than the influence of age on risk of catastrophic events. Figure 1
and Table 2 ir.dicate that at any age there exists a distribution of risk around an
average value, with a wide spread between high and low risk individuals.

The distribution of risk over age provides the opoortunity to identify pilots at dif-
ferent levels of risk, and to use risk information in certification decisions. For exam-
ple, because the present examination system does not require consideration of cer-
tain risk indicators (total serum cholesterol, high density lipoprtein (HDL), Type A
behav:'ﬁr, exercise), a 50-year-old pilot may actually be at high risk of heart attack
or stroke.

Currently, renewal of first-class certification may be based on a false belief that
the pilot is at low risk simply because he or she is less than 60 years old. In reality,
the pilot may be at high risk and certification should be withheld until the pilot
reduces his or her risk to an acceptable level. On the other hand, a 60-year-old pilot
may be at a lower risk level than, say, the average 40-year-old pilot. The 60-year-old
may then be certified without restriction until such time that he or she reaches a
pre-set level of acceptable risk, or until other factors require termination.

Risk-based versus age-based certification decisions are illustrated in Figures 2 and
3 The present, age-based decision excludes a number of low-risk pilots at ages 60
and above (“Error 2", Figure 2) while admitting to active status some pilots below
age 60 but at high risk of heart attack or stroke (“Error 1”). A risk-based decision
rule would exclude pilots above a pre-set level of risk, regardless of age (Figure 3).

At minimum, adoption of a risk-based certification zggroach would require exanu-
nation of blood samples for serum lipid levels and bl sugar each time a risk ap-
praisal 18 administered. Possibly measure.nent of fitness level, Type A behavior ten-
dencies, and cigarette smoking would also be required.
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Where indicated, low-cost general risk sppraisals can he complemented by more
expensive or more nvasive techniques to refine risk estimates further. Such staged,
or branching risk work-ups would be desirable in cases when initial risk results are
fl_)orderline More extensive work-ups could be made mandatory in an age depende..t
ashion.

Risk: levels cut-offs for Class I certification would nave to be established with
great care, especially at first when norms specific to the population of airline pilots
are not yet ava‘lable Initially, the cut-off point could be indexed to risk in the aver-
age U.S. population (e g, the 60th percentile of risk of heart attack or stroke). The
precise level for cut-off obviously is not a scientific 1ssue. It would be feasible, al-
though not necessary rational, to have different risk cut-offs for dif*orent age
ranges, epg., a more stringent cut-off at the 40th percentitle of risk ir che average
population for pilots above, say, age 65. In any case, due to the rapid increase of risk
with age, the pioportion of certifiable pilots would rapidly decrease wit.a age.

SCIENTIFIC BASIS FOR CARDIO-VASCULAR RISK APPKAISAL

Healtn nisk appraisal is a method and a tool that describes a person’s chances of
becoming 1!l or dying from selected diseases, for excmple, the chance of a 65-year
old male pilot’s suffering a stroke. The procedure generates a statement of probabili-
ty, not a diagnosis. To appraise a person’s risks it is necessary to identify his or her
risk relevant characteristics, for example, blood pressure or smoking habits. Data on
these characteristics are entered into a risk model which compares individual data
with those of groups of sinnlar persons previously investigated in epidemiclogic
studies

Three categories of data are needed for modeling risk: 1. Data associating individ-
uals’ charactenstics with occurrence of disease and death, 2 Data on the occurrence
of disease and death in the population in which risk is to be appraised, and . Data
on the frequency of occurrence of risk relevant characteristics :n the population in
which risk is to be appraised. The latter two categories of data are taken from the
U S Vital Statistics, the Census, and special statisitical surveys.

Data on associations be .ween risk characteristics and occurrence of cardio-vascu-
lar disease and death are derived from studies of large groups of persons %hose
characteristics are evaluated repeatedly over many years. Statistical analyses then
describe how those individuals who developed cardio-vascular disease ciffer in their
characteristics from those who did not. This description has the form of a set of
equations which best fit the study observations. Once a satisfactory model has been
developed to describe the observed data, the same equations can then be used to es-
timate risk of cardio-vascular disease for pe-sons or groups who are members of the
original study population (Gordon, 1974) The numerical examples contained in this
statement are generated in this way based on risk monels from the Framingham
%%agltl S‘)S’It;dy one of the most important studies of its kind (Kannel and Gordon,

- )

If any decisions about people are to be based on risk estimates, the estimates must
be dependable Since risk models are derived from one group of individuals and then
apphed to others it is important to know if the models work outsidc the original
study. This is indeed the case (Pooling Project, 1978). It is also important to know if
the model estimates agree with clinical findings, e g., such that one would find more
obstruction of coronary arteries in X-ray studies in patients for whom an independ-
ent risk appraisal estimated higher heart attack risE. This too is the case (Pearson,
1984). Originally, data on risk in older individuals were sparse, however, the aging
of populations .n many cohort studies has recently permitted the generation of
useful results for groups over age 60.

Among all diseases, risk appraisal for cardio-vascular disease appears to be the
most firmiy grounded in epidemiologic reseaich. An an adjunct to periodic medical
examinations and flight proficiency tests, risk appraisal can contritute to safety, to
the health of pilots, and to more flexible rules for retirement of airline pilots
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TABLE 1 —RISK INDICATORS FOR CORONARY HEART DISEASE

Age
Age * Age
Se

X
Cigarette smoking

Systohic blood pressure

Total seruin cholesterol

Age * total serum cholesterol
High density Lipoprotein
Glucose 1ntolerance

Lef ventricular hypertrophv
Type A behavior

Exercise

Use of oral contraceptives

TABLE 2 —RISK OF HEART ATTACK OR STROKE AS SHOWN IN FIGURE 1

[tn expected numbers of cases per 100,000 population per year]

Risk level
Age
Low Average High
40 119 334 2,656
50 295 902 5741
60 121 2,465 12,975
10 856 2,958 14,773

RISK INDICATOR LEVELS USED FOR TABLE 2 AND FIGURE 1

Risk level
righ Low

Cigarette smoking (cigaiettes/day) 20-39 0
Systolic blood pressure (mmHg) 160 120
Total serum cholesterol (mg/di) ! Avorage Average
High density hpoproten (mg/dl) 0 60
Glucose intolerance Yes No
Let* ventricular hypertrophy No . No
Type A behavior 2 High Moderate
Exercise kcal/week 2 500 2,000

PThe association of fofal serum cholesterol with nsk dechnes w.h age Therelore, age-specdic cholesterol levels were assumed
2 Not included o5 nisk indicator for stroke

AARP,
Washington, DC, January 29, 1985,
Hon Eprwarb Rovsat,
Chairman, Select Commuttee on Aging,
House of Representatives, Washington, DC.

DEear ConGressMAN RovaL We are pleased to have this opportunity to voice our
support for your efforts on behalf of older pilots.

At present, the FAA's Age-60 rule prohibits Eersons 60 and over from piloting
commercial aircraft This policy originated in 1959 and was promulgated for public
safety concerns It wag then accepted that medical expertise could not adequately
distinguish between older pilots who posed a safety risk and those that did not.

A review of the medical data supporting the rule was made in 1982 by the Nation-
al Institute of Health. Their report found ro medical evidence to support the forced
retirement of all older pilots, but recommended retaining the rule until procedures
to change it could be implemented. Such procedures have yet to be initiated.

One way to relax the Age-60 rule is through the development of an exemption
procedure The FAA has the statutory authority to grant exemptions to the rule

EKQ | 404
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under 49 U S.C. Section 1421(c). To date, no exemptions have been granted, nor has
an exemption procedure been introduced. The time has come for the FAA to consid-
er a change in policy.

We believe that at the very least an exemption procedure could be developed
which would protect the rights of older pilots while satisfying public safety con-
cerns. Experts in medicine and aging are ready to m~at with the FAA to discuss the
development and implementation of such a procedure.

We urge the FAA to consider implementing an exempuon procedure. We are con-
fident given the expertise of those involved that a medical protocol can be estab-
lished that would satisfy legitimate safety concerns and allow competent older pilots
to remain active.

AARP believes it is the right of all individuuls, if capable to choose to continue
working. Age limits, which artificially categorizes on the basis of age alone, fail to
recognize an individual’s ability. Such arbitrary barriers to employment should not
prevent continued job opportunity for otherwise skilled older workers,

Thank you for your consideration in this matter.

Sincerely,
Peter W. HuGHEs,
Legislative Counsel.

MER_ER IsLAND, WA, October 15, 1985.
Hon. EpwaARL R. RoyBaL,
Chairman, Select Commuttee on Aging,
House of Representatives, Washington, DC.

DEAR CHAIRMAN RoyBAL: I have been advised of your October 17 scheduled hear-
ing into the FAA’s Age 60 Rule and hope to be able to attend. I filed for an exemp-
tion to this rule in 1977, supported by a complete medical presentation, but the
court at that time found ir. favor of the FAA—not on the basis of the evidence, but
because of the FAA's right to make rules.

1 am enclosing copies of letters to President Reagan and Senator Daniel J. Evans
of Washington. Ycur interest and support in this matter is sincerely appreciated.

Cordially,
Maury KeaTing.
MERCER I8LAND, WA, October 15, 1985.
President RoNaLD REAGAN,
The White House,
Washington, DC.

DEAR PrEsiDENT REAGAN: First, I would like you to know how pleased and proud
we are for our country’s prompt and effective action against the latest hijacking.
Congratulations.

I am aware of how you feel about forced retirement because of age, as I have cor-
responded with your office several times during the past five years. I have been ad-
vised that the U.S. House of Representatives Select Committee on Aging is holding
hearings October 17 on the FAA's Age 60 Rule. I have written Senators Evans and
Gorton and Representative Chandler and have enclosed a copy of the letter 1 wrote
to Senator Evans All of us that have been affected by mandatory retirement based
only on date of birth will sincerely appreciate the support your office can provide in
our efforts to el:minate this discriminatory rule.

Also, I can assure you and Mrs. Reagan that your minor skin operations should be
of no concern. I have had quite a few removed in the last ten years—no problems

Sincerely,
MAaURY KEATING.

MERCeR IsLAND, WA, Octeber 10, 1985.

Hon. DaNIEL J. Evans,
Hart Building, Room 702
Washington, DC.

Dear SeNaTorR Evane: [ think the last time we met was during your campaign
when we took a quick trip around the St~te in our King Air.

I have enclosed a copy of a letter froi.. the Hon. Edward R. Roybal, Chairman of
the House Select Committee on Aging regarding the October 17 hearing on the
FAA's Age 60 Rule.
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This rule continues to force retirement on healthy, capable pilots and your sup-
port of legislation that will eliminate this discriminatory 1958 rule will be sincerely
appreciated I feel confident that President Reagan and the latest opinion of our top
medical people agree that forced retirement at age 60 from any profession is neither
desirable or necessary when operational capability ar.d physical condition can be
monitored and evaluated

1 am now flying tcr Airhift Northwest, a rapid response medical group for the Se-
attle area hospitals, sased at Boeing Field and operating three turboprops and one
Jet On October 8 I flew our air ambulance turboprop to Pasco, Boeing, Wenatche,
Yakima, Boeing, Juneau and Boeing—a total of 10 hours. I find I can still perform
on long trips as well as most younger pilots, although ¥ will have to admit that my
last airhne schedule from Honolulu to Vancouver, B C 1n a Multiple creww DC-10 in
1977 was somewhat less strenuous

Thank you for your help

Sincerely,
MAaURY KEATING.

Tde WHITE HoUSE,
Washiagton, December 17, 1982.
Mr Maurice KEATING, Jr,
Mercer Island, WA

DEAR MR. KEATING Thank you for your recent letter regarding aged based retire-
ment for pilots of multiple crew commercial aircraft. After reviewing your corre-
spondence with the federal government, I apologize for the lack of attentive re-
sponse This 1ssue is one of obvious importance to many Americans.

The Federal Aviation Administration has agreed to conduct a study of the impli-
cations of the inflexible “age 60" rule Under the study, selected pilots will be able
to fly multiple crew aircraft well past their 60th birthdays These pilots will be
under constant medical evaluation Depending on the results of that study, the in-
flexible “Age 60 rule may well be sigmificantly altered.

While many who bear the brunt of this restrictive regulation would prefer to see
immedaate action, I am sure you will agree that the study option is superior to inac-
tion at the FAA

Thank you again jor writing to me regarding this issue of such importance to
America's commercial pilots The comments you have offered will assist the govern-
ment in formulating a more ratioaal federal policy

Sincerely,
CrA1G L FULLER,

Assistant to the President
for Cabinet Affairs.

[From Western Fiyer, Ist Issue of December. 1983)
75-Year-Old Still Dusting Crops After 18,000 Hours

(By Helen Allen)

Max Shears, 75, still enjoys skimming farmlands and citrus tree tops at 110 miles
per hour with no thought of giving up his cockpit seat for an easy chair or a daily
round of golf

“I'm not old enough: to retire,” declared the tall, handsome Ariz..a crop duster
whoI lfsl)oks at least 10 years younger than his year “Whenever there’s any flying to
do, I fly "

Actually, the low flying pilot ran’t imagine what life would be like without an
airplane “I've spent 80 many years in it,” he says

is wife, Louise, isn’t pushing him to quit either.

“It’s his life,” she commented and then added with a laugh- “Besides, the only

wag' I can get him to retire is to shoot him down

hears, believed to be the oldest working crop duster in Arizona, has chalked up;
18,000 hours flying time since 1937. His flying these days 18 in a bi-winged Grum-
man Ag-Cat, but he stil. has a vivid recollection of the day he soloed at :danford,
CA, and the first pline he owned

“You never forget the day you solo,” he remarkd. “It was May 13, 1937. And the
plane was a E-2 Taylor Cub
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One of the reasons he probably never forgot the date is because it took the exCali-
fornian 10 years to raice eno:ﬁ}; money for flying lessons.

He bought his first plane r three hours of so.o time, & two-winged Travel Air
which didn’t have brakes or a tail wheel.

“There was no way to stop or steer it,” Shears recalled with a smile. “But I kiiew
I was un aviator because I had my own plane.” He took the plane through 140 hours
ofﬂ"tytilng time and seven forced landings.

“The engine kept quitting on a ar basis,” he quipped.

Shears, who lives in a rural area near Avondale, was an aircraft maintenance su-
perintendent for a California flight service and had just gotten his commercial
pilot’s license when World War II broke out.

He continued the ground crew job after the firm was converted into a preliminary
Air Corps flight school, but was anxious to get into the flying end of things.

An Air Corps lf)'l:ght instructor post opened up at Thunderbird Field near Phoenix
and Shears it.

The job of training Air Corpe pilots wasn’t considered essential to the war effort,
Shears said, and it was suggestod that he and other c silians at the school join the
Air Corps Reserve to avoid being draited. The unit was sworn in and immediately
put on inactive status.

Because of the inactive status the instructors never rose beyond the rank of pri-
vate, but they trained neerly 2,000 Army Air Corpe and Chinese Air Force pilots at
Thunderbird Field.

After the war, Shears went to aircraft maintenance work, first at Sky Harbor Air-
port in Phoenix and later at his own air strip west of the city.

A lot of planes needed repairs at that time, he said, but the pilots never seemed to
have enough money to pay for them.

“I decided crop-dusting would be more practical,” he added.

Thzfi.lot ran his own crop-dusti.ng service for about 20 years. Ten years ago he
decided to give it up and geto work for McNeley Air Service Inc., an El Mirage firm
now managed by his son, Beryl.

Three of his sons, including Beryl, have followed in their father’s footsteps, first
in taking to the air and later turning to cropdusting, which Shears claims is now a
misnomer.

“There’s been very little dusting the past 15 years,” Shears said, adding it's now
mainly liquid spraying.

His job also includes fertilizing citrus trees from the &air.

Shears contends there’s really little difference between flying a plane at 10,600
gelet agd two to four feet above the ground. What counts is the pilot’s att:tude, not

titude.

At 10,000 feet the only thing pilots nead to look out for are other planes. But in
skimming farmlands, they need to keep an eye out for power lines, traciors and
anything that might be sticking up above the ground, Shears said.

ture plans include flying and dusting crops until he flunks the annunl physical
needed to keep his license.

WRIGHT STATE UNIVERSITY,
ScHooL or MEDICINE,
DePARTMENT OF COMMUNITY MEDICINE,
Dayton, OH, October 1, 1985.
Hon. Epwarp R. RoyBaL,
Chairman, Select Commuttee on Aging,
House of Representatives, Washington, DC.

DzAr MR. RovraL: In reply to your letter of September 13, I am submitting the
following comments for the record concerning your hearing on commercial airline
pilots scheduled tentatively for October 17.

The FAA’s “age 60” rule under FAR 121 that applies to the pilot and copilot of
FAR 121 airline operations, is a relic from the vacuum tube, pre-computer era and
is causing the premature loss of skilled, experienced, productive, healthy pilots from
the airline workforce whose only “crime” is to have maintained good health
through lifestyle and work habits that enable them to reach age 60 healthy and
functioning.

Ifthereis a ?uestion about a given pilot, the ability to reliably evaluate the physi-
cal condition of any pilot of any age can be accomplished by numerona tests avail-
able today, including:

FAA class I or II niedical examination (depending on the pilot-in-command or
copilot }ition of( :f]'le inld(i::ibdlu;ﬂ candidate);
amily history (if applicable);
Past medicall?;inory;
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Present medical history,

Physical examination to check for any additional items warranted by history;

Blood chemistry tests (for example “SMAC-24" or equivalent);

Complete urinalysss, if ir.dicated;

Chest X-ray, if indicated,

Bruce protocol exercise cardiovascular stress test, if indicated;

Psychological testing, if indicated (Wechs'er Adult Intelligence Scale, Wechg-
ler Memory Scale, Perceptual Speed Cancellation Test, and others as might he
indicated in individual cases).

The ability to evaluate the performance capability of a given pilot of any age can
be rehably assesed according to specific criteria by the following:

(1) Demonstrated past history of flying competency.

(2) Demonstrated flight check competency as required under FAR 121.

(3) Demonstrated simulator check compatency as required under FAR 121.

(4) Demonstrated enroute competence as required under FAR 121.

(5) Demonstrated skills in an advanced visual smulator approved by the FAA
for type ratings of airline pilots such that the newly type-rated pilot can make
his or her first flight in the airline aircraft with revenue passengers having
ne\ -~ actually flown the aircraft before (FAR 61 Appendix A). This high fidelity
“.ro fhight time” assessment and certification attests to the validit; of modern
aircraft simulators and can be accomplished using repeated high workloads and
ﬁmixgency procedures that would be very costly and time consuming in #~tual

1ight.

Reserve capacity in healthy older persons is repeatedly demonstrated ir orts
medicine studies, senior olympic games, marathons, and other activities (see 2 ap-
pended tnree papers).

The President of the UInited States, in his mid-70’s, has demonstrated the remark-
abl~ reserve capacity in older heulthy persons, includir~ a rapid recovery from the
near fatal chest wounds due to an attempted assasination and major abdominal sur-
gery for cancer. This example of the remarkable mental and physical stamina repre-
sentative of a man in the 70’s, a man who carries the burden of Chief of State, flies
ll(l) the face of those who claim enfeebleness for those pilots who have reached age
6

In our modern era of coronary by-pass surgery, organ replacement, CAT, echo
diagnostics, risk factor analysis, neurological, psychiatric and pe;chological assess-
ments, plus fundamental medical 2nd scientific progress that has occurred, it is
time for the Federal Government to act to eliminate the now (isgraceful and wholly
unyustified ag> 7 rule

The FAA shouid now get the “age 60 rule” relic off the books, a step that would
retain skilled, experienced, safe pilots in productive activity, enhance the safety of
the total pilot population through skill retention and exchange, and eliminate an-
other odious prejudice from the Governments regulations.

Thank you for the opportunity to communicate concerning this vital human
rights 1ssue before the Congress and the Country.

Sincerely yours,

StanrLey R MoHLEr, M.D.
Professor and Vice Chairman,
Department of Community Medicine, Director, Aerospace Medicire.

Enclosures Reasons for Ehminating the “Age t0” Regulation for Airline Pilots;
Aircrew Phys cal Status and Career Longevity; Civil Pilot Taxonomy: Implications
for Flight Safety
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CIViL PILOT TAXONOMY:
IMPLICATIONS FOR FLIGHT SAFETY

Stenisy R, Mohler, M.D,
Frofessor end Vice Cheirman
Depertment of Community Medicine
. Dirsctor, Asrospece Medicine
P.O. Box 927
Deyton, Ohio 48401

INTRODUCTION

Informetion on the charectsristice of
pilots comprising the gsnarel avietion end
airlina populations fs necessary inorder to heve
in hend sccurete demcgraphic fects when
quastions of yander, ege and othar cheracter—
{stice arise. Thie psper providas e current
descrintion of some tazonomicel charscteristice
of civil ofrman.

For compsrison purposas {t siso displeys
ralevent accidant deta 88 distributed by cohort
sagment, including flight-time correlations,
Conclusions concerning relative riske betwesn
cohort sagments can ba resdily dr~swn from dite
aveilable from the U.S. Fsderel “jstion
Adainistretion (FAA), the U.S. Nstionel
Trasnsportetion Sefety Boerd (NTS3) end other
svurces.

ANCESTRY

The FAA pilct end medicel cerrification
proceduras quite properly do not inquire {nto
racisl axtrection or sthnic derivation. These
ora toxonomic araes that the authorities readily
scknowlsdge have no beering on air safety,
bacsuse parformance snd physicel stetus of o
given individual pilst detarmins Fie or her
ssfaty racord, not This tszonomic .etegory.

Ths outstanding World Wer II sccomplish-
mante of bleck pilote put to rsat qusstione
reiced by some in this erea {10}, It elso hes
baan shown thet sickla treit atone hes no bearing
on perforasncs ee o piltot. HKaither the
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Internstionsl Civil Avistion Orgsnizetion
(ICAD) nor the FAA coneiders thie e eafoty tazerd
4.

GENDER

Fesale pilots 88 o group sppesr inthe fetel
sccident stetistice in genersl evistion two
thirde tin s then theirsele counterperts in
nornslized dete (5). Pressnt eir eefety
snslyets sean disincl insd to pursus the superior
safety record produced by °  ~yerell cohort of
fensle pilote. .

The sbove reference cites major ressans for
the femsle pilot safety record ee the ‘ower
representetion of thess pitots in glcohol=
releted eccidente, 1n unwar-ented low-level
sgnsuve ' eccidents end in accidents ssesocieted
with the deliberste penstretion of adverss
sasther. Thess eccident cetegoriss comprise
the thres ssjor killers of msle generel-syistion
pilote. - "

HEIGHT AND WEIGHT

The FAA publishes ennusl figures on gctive
pilot height and weight chsrecteristice, oll
dimensions 1n tne English syetem (1). Thig date
csn be of {nterast to thoss who design sircreft
cockp’t erese, sepecielly c.ckpit dimensions,
sent si188 end restreint-system “featurss,

As of Dec. 31, 1882, 1,270 a.le end 324
feoale pilots were Lees then 59 inchac tell, ond
108.247 eals end 67 fensle pilote wers over 78

. e
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inches oll.

In regerd to body—weight Levels fer the ssas
period, 262 male ond 70 famale pilote Less
then 30 pounds {n weight, end 8,335 ngle end 70
femsls pilote were over 248 pounds.

FiA etudiss 1n the pest heve found sxcess
sccident retes 1n the cohorte of excessively tell
or short pilote, s sell e 1n excessively Light
or hesvy pilots (3]. he essocistion of
excossive weight 1n reistio: to havitue, sith the
edverss heslth probless of hypertension,
cerdiovosculer wisesss, stroke end sther
dieesses has Long bean established. The studise

eleo provide “pondersl index™ computations in
reletion to eccidents. Tha pondersl index {e
colculeted by dividing pilot weight (in
kilogress) by the body surfecs sres (in meters
squersd]. The excessive relstive weipght
cstegory 1s one eres whers o pilot sey chenge
cohort stetus through self-induced Life-style
slterstions {better mansgement of caloric {nteke
ond physicel setivity).

cherecterize the heslthier, meture piletes wha
sre {ncressingly Progucing fer the eirlines
toduy. In the reais of "aging deterisretions,”
old mythe oftes dis bherd, ond ectusl
"disinforsatisn® confusss  {sLuss. Mecern
Computer—ers dete analyvss ers repidly
dispslling the now-obeslete concepte esbout
oging, gender and ether constituticnal
charsutoristice.

Anslysss of pilot scxident ratas during the
period 15781980 show thet, "On the beeis of
recont flight tima elene, pilet eccident retas
decresss 00 fLight time incressss.” The enalysss
#dd, "Thisholde fer beth Cless 11 piiote end for
the entire pilot populetion (8)."

In sddition, the seme reference cencludes
thet "AllL pilot cleeses with over 50 heurs of
racont TLight time end over 1,000 hours sf tatel
flipht tins exhibit the Lowest sccident rets for
oll wsge clesses.” Thess “"sxposurs®™ dats
highlight the principls thet ths pilst whe
promotss proficiency and prectices socident

pravention will sove into the (higher—exposurs)
cohort and will be ot Less risk from the sccident
stendpoint.

AGE COMORT
As the professionsl pilot groups progres-
sively sge, th sty record hes {sproved in
perslisl. This {s not coincidsntel. This
fsproved sefety s directly sttributebles to the
grester sxperience snd enchsnced judgessnt thet

The ssms report notes thet recent flight
time "csn be viewsd es o sessurs of pilot
proficiency,” since pilote with mors recent

PILOT AGE AND ACCIDENTS: 1978

Pllots In Commsand With
Atrline Trensport or Commsrcial Pliot Certificste

Age Active Pilots No, No, Accident
‘978 Accidents Accidents Psr 1,000
Expected 1978 Cbeerved 1878 1978
16-19 374 3 ] 21
20-24 10,838 82 167 15 Ch
25-29 25,102 20 32 ~ 12 ’ = A
30-34 45,011 ars 44 s
35-39 . 9,74 . as? ?21 L B
A0—4a as, 270 297 238 7
45-49 20,012 238 214 [ ]
50-54 18,F°0 168 164 ]
55-59 22,499 180 R K] 8
g+ 12,208 103 yal [
281,714 2,038 2,038
FIGURE 1
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PILOT AGE AND ACCIDENTS: 1979

Pilots in Command With
- Ailttine Transport or Commercial Pliot Certificate

Age Active Pilots No. i No. Accidents
1979 Accidents Accidents Per 1,000
“Expectsd 1979 Obsarved 1978 1978

16-19 468 4 7 15
20-24 11,839 30 150 14
25-29 25,755 196 294 11
30-34 24,608 aa 359 8
35-39 42,520 aza 309 7
40-44 35,031 267 209 6
45-49 29,585 225 19 7
50-54 18,803 143 148 8
55-59 23,073 175 123 s
60+ 14,069 107 R 5
245,749 1,873 1,873
FIGURE 2

PILOT AGE AND ACCIDENTS: 1980

Filots in Command With
Airhne Transport or Commercial Pjlot Cartiticate

Age Active Pilots No. No. Accidents

1980 Accidsnts Accidents Psr 1,000
Expectad 1980 Obsarved 1980 1980
16-19 468 3 15 32
20-24 13,020 93 153 12
25-29 26,602 18y 266 10
30-34 43,430 309 361 8
35-39 43,560 310 270 6
40-44 35,223 257 230 [}
45-49 an,s72 217 ) 196 8
50-54 19,768 1 128 ]
55-59 22,359 158 105 -]
6o+ .. 17,008 121 b1 4

253,011 1,789 1,799

Source: NTSB and FAA Statistical Handbook for CY 1980

FIGURE 3
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flight hours hsve fewer accidants. It eleo
points out thet "pilots with mora totel flight
time could be #xpactad to exhibit a lowar
accident rets then pilots with less total flight
time."

CORROBORATING STUDIES

Corroboreting studias utilizing FAA end
NTSB eccident date of pilots flying in ganeral
aviation who have ssrned pilot-in—command #if
transport end cosmsrcisl pilot certificetes
revaal the stesdy decresse in the number of
sccidants thet occur with incressing sge {Ses
Figurss 1, 2, 3 end 4}. Student end privets
pilots ere not fncluded so thet the fsctor of
taginning proficiencies csn be slimineted.

The observed sctusl sircreft sccident rete
begins to rapidly decrsese in the 308 cohort sge
groups, ~.:h the trend continuing to decrsess
pest 60. The dete stos this yesr efter yesr. It
has, therefors, never besn found justified by the
FAA to plece en uppsr egs limit on generel-
avistion pilots (6). The FAA reporte 35,154
sctive pilots over the ege of 60 es of Dac. 31,
1982 {1]. This cohort is grester then the tots.
nunber of ective pilots in most indivioum
countries of the world.

404

espect, it 18 noted that how s person fliss, not
the totsl hours sloft - or "exposurs® to the sir -
determines eir safaty in the main *wgll over
holf of sll svietion sccidents® sra cousad by
pilot arrors (2). A sesll numbsr sre dus to
primi eirframe structurs| or systes feilure or
enexternsl force out of the control of the pi lot.

"Exposurs®™ e» o fector cennot be cited in
thoss eccidents where pilote slect to (1)
deliberstely penetrete known sdve:ss westher
beyond pilot or eircreft cepabilitiss (2},
{mpetuously perform en unwerrentsd ‘ow~levsl
sansuver of (3] fly shils ispeired by elcohol,
drugs, emotions or disesss. As the yesrs 8,
the esfer young pilots, throug™ incressing
Judgement end experisnce, becose the .Lder pi let
cohort end contribute to the outstending sefe.y
record produced by older pilots.

Some  sesudo-scientific “epidemiologic®
spologiste for the incredibly poor flying thet
sccounts for sost of the pilot="error® sccidents
esquete piloting with Ruseien Roulstts, thet is,
the sare one fliss, the mors likely ons is to
experience en eccident.

Nothing could be further from the truth 7],
For example, sct ive instructore es e colort group

In regerd to the sbove—discusssd sxposurs fly fer more then .5t others. Instructionsl
PILOT AGE AND ACCIDENTS: 1981
Pitots In Commend With
Airfine Trensport or Commerciel Piot Certificate
Age Active Pilots No. No. Accidentes
1881 Accidants Accidents Per 1,000
Expected 1981 Otserved 1981 1881
1618 330 2 8 24
2024 12,565 92 1860 "
25-28 25,735 180 258 10
30-34 36,770 270 355 10
35-39 4,735 308 27 7
-4 34,532 253 207 e
45-49 29,558 17 168 8
Sp-54 20,285 149 13 8
55-59 18,609 137 108 [ 1
60+ 18,764 128 8z L]
238,891 1,783 1,759

Source*

N15B and FAA Statistical Nandbook for CY 1981

FIGURE 4
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Year
17359
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
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SAFETY RECORD

of U.S. Certificated Air Carriers
All Scheduled Service, 1969-1979.

Accidents Per

Milhon Awcraft

Departures Accidents Miles
5,377,000 51 021
5,100,000 43 .018
4,999,000 43 .018
4,966,000 46 .020
5,134,000 36 .015
4,726,000 43 - .019
" 4,704,000 30 .013
4,835,000 22 .009
4,934,000 20 .008
5,013,000 19 .008
5,050,000 23 .008

Air Transport Association of Ameraca 1980 Annual Report.

FIGURE §

Median Age of
Crewmembers by Seat and Age

V_e;«l_r
1968
1969
1970
18971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981

Captain M
46 35
47 34
46 35
47 37
48 37
49 38
£4 44
51 40
51 41
51 41
51 42
51 42
51 43
52 45

FIGURE 6

First

Second

Oftficer

51
30
31
32
33
34
40
‘36
37
as
38
37
39
41

Total
36
as
a7
s
39
40
a5
41
a2
a3
a3
a4
a4

‘46
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flying 18 charactarizad by accidant rates 1n tha
lowest Leveis.

In eddition, corparats and eirline pilote
fly hundreds of hours sech yesr end ragulsrly
produca very low sccidant ratas. Thess pilotae t.y
sith care, utiliz.ng Js dgemant end exparfience.
Thers ore soma pilrtie who fly rorely,_ s
previoualy noted, prr.ducing during sech fligh. s
self-induced hezerdous edventurs. Thess *(ow-
exposures® pilote compries s high-risk group for
sccidsnte,

AIR-CARRIER PILOTS, LOW RISK

The LS. certifiad e1r carriors demonstrats
o prograseivaly {mproving asfety record as shown
by tha U.S. Atr Transport Associs .1on 1880 Annuel
Report for the 1968-1978 pariod (Ses S{gure 5) .
Accompanying the decreessd scuidint rete hes
been the incressing wadien ege of capteins end,
corraspondingly, other cockpit crew meabsrs (8}
(Sen Figure 8§},

In eddition, the ol.der capteine wers
sesignad to tha Lergar wide-bods ed sircreft (Ses
Figura 7).

i Thers ere,

rangns raletive to slder cray col
the Lergar sircrefe virt,
Figure B),

As shown, higher chranologic ege Levele ore
coneistantly gesociates uip+ sccident
retes, becouss the plder pilot: performenc y
raflecte :he offecte of incressing sxperience
srd judgement. Thers are ®any proficient young
pilots; and .heaw becone the superb older pilots.
unfortunstely, pilots 1n the younger
group, v bersues of eglf~induced dangersus

flight bebev ar, will never becoms asmbers of the
olde- spa cohert, .

It ‘e resmpheaized through Figure 7 that
wide=bodied et trensport ef rcreft, comprising
the Lergest, sore-sxpensive end complex typse of
civil sircraft, with the potantisl for the
graatest loes of 11fe and property damage, srs
entrusted to the more~+ afer, mset-experienced
pilot and flight-engtr . ecochorte.

This 18 not sccidentsl. The raletively

Median Age of Captains

by Equipme

Median
Age

59

nt Flown °*

58 —
£7 -

56

—

55—
54 —
53

52—
51—
50
49—
48—
47

Computer Pnnt Out -
Otlicers by Fleet/Sea)

“Counls of Fiight
{ by Age - 1950

1

Equipment  B.737 B-727

FIGURE
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high wide-d0di1ed efrcraft operstionsl cafoty
rerord fs the direct result of the utilizetionof
thess highly compstent oldar, sxpsrisnced crew-
sesbors. Thers ere currently in the U.S. mors
then 300 asrTina fLight enginsars who srs over 60
yeers of age {including wall over 100 who sre
forner eirline cepteine] end who sre producing
qualfty work for thefir eirlires. The contribu-
tions to the cockpit cres resources end to the
sicollont eir safety record by this outstanding
crew cohort should be spprecieted end fe fully
docmented by afrline, FAA end NTSB recorde.

COMMENT

Todsy's efrcrew sembers srs sost nften
selacted by physicel, buheviorsl end historicel
criterts thet {nitielly stretify candidates
sccording to  long-term retention
probebilitiss. Soes cumpeniss exclude from
selection, for exespls, cigeretts smokers,
fndividusle who compries @ group with distinctly
higher probebilities for esubesguent eedicel
disquelificetfon. It behoov-+ those whe gesk to
Jo'n the renke of sfrline 0. .orporete pilote to
teka control of their haslth. To do otherwise e
to prczote fasilure to entsr, or premeturs
subtractfion from, the texonomic rosters .f
Pilots. :

CONCLUSION

The texonomic date presentad

hersin
deronstrate thet the U.S. civil pilot populetion
consists of .ersont who cen be cetelogued in el

shapes, colors, aizes, types end eges. Over
periods of time, given pilots »igg or fell §n

proportion to piloting ekills, ludgesent,
experience, heslth end sotivetien.
Attempts  to escribs  flight  sefety

cos7ficiente on the besie of texonosicel ssgesnt
slons will slweys feil, beceuss the individvel
cheracteristice of fresdom from {mpeiring
disease, ebility toperfora andmotivetion to fly
sre the predosinent fectore in ssfe performencs,
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AIRCREW PHYSICAL STAT
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Stenisy R. Mohler, M.D,

Professor end Vice Chairmen
Director of Asrospece Medicine

Depertment of

Community Medicine

Wright State University School of Medicine
Dayton, Ohlo

INTRODUCTION

Advances {n eedicel science during recent
years heve resulted in U.5. Federal Aviation
Adrministretion {FAA) medicel cartificetion of
sircren mesbers who in sarlier times would have
been denied certification. Perscna diegnosed
os having alcoho 1sm, coronery haart dis
cs-diac dysrhythmius and verfous other 1lln
are  now individuelly certiffed in
instences,

neny

Tcdey, for exsaple, mora than 500 sbetinent
slcoholic pilots sremedicelly certified becauss
of progress in the medical scienceas, including
psychisry, neurology, psychology end physio—
logy (1.). - -,

. v s

By the end of Msrch, 1983, 1,225 p1ilote who
hed exparienced myocerdisl inferction heve besn
recertified (34 f1rst clesa, 137 second clesa end
1,054 third class), ss 435 pilots who heve
had coronery artery bv-pess surgery (15 first
cless, 35 second c less and 3BS third cless) (18],

Such progress has been meda possible by
rtudies conducted by the FAA, espscislly the

Civil Aeromedicel Institute; the American
Hedical Associetion (neurologic espects of
ovietion esfety); the Americen College of

Cordiology and other groups (3)(5)(6). A few
pilots also have nowbesn recertified with sortic
pc-cine velves end pacemekers (16).

In eddition to the sbove, thers sres
spprozimetely 5,000 pilots with monoculmr vision
who ere recertified, ss well os 18,000 with color
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vision deficiencies and 43,000 with substanderd
visual ecufty (16). Abovt 500 recartdfied
pilote heve miscing ({mb components (18).
Further medice! stetistice ers eveflsbla from
the FAA (1],

PHYSICAL STATUS,
DEMOGRAPHICG CHARACTFRISTICS

The ceuses of air crew medicel cortifica-
tion loss have Lesn documented by o msfor efirline
for tho period 1938 to 1981 (8)(14), Theas ere
Listed in Figure 1., Cerdiovesculsr disseses

42.2% - mesn Qe 43.8 yesre), corcers (10.1% -
meon oge 47.2 yssrs), ceresdrovesculsr dissess
[£] - mesn egv 48.5 yesrs), peychisteic
dieorders (2.4% - mean ege 43.5 veers) end
diebetes mellitus (7.5% - mean sge 41.1 ysars)
constitute the mejor diesess cetepories within
which medicel cortificet ost. Itwillbe ”
notad from Figurs 1 thet the prepondsrence of
mesn eges ot the time of initiel groundiog fell
within thr 40s ega brecket.

Ffigures 2 end 3 provide bar greph
illustretions of medicel groundings by sge of
flight officerse based upon Figure 1 for the yoore
1879 end 1980 respactively, It cen be seen that
oSt of the nedicel groundings per o hort ere
wall below the 1% Level, end in no cess ~ sven st
the most edvenced eges = do the madicel
groundings reesch 2%.

.

Thase two figures clesrly portrey the high
degres of heslth stetus enjoysd by efirline
pilote. Compstant suthorities sssert thet, ss e
group, sirline pilote ere the heslthiset persons
in the world {13).

o peeshet 51,'1_)»_-__,‘
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Fros the yeers 1838-1961, the efirline whose
data sppesr in Figure 1 was able to echisva e
substantisl return to flignt etetus by
previously permenantly grounded rlight orficers
Isee Figure 4). Thesa rlignt ofricars had
sufficiently responded to sedical trastasnt to
enable their sefa return to flight stetus.

Figure 5 prasents the sge breek down of
permenently groundad flight officere who ware
lstar returned to rlight stetus for tha pariod
March 15, 1960, through 1381. The dats show thet
persons 1n sll ege groups wers represented by
those who were raturned to flight status, with
tha bulk of thes in the 35-S4-ysar ege ipen.

INFLIGHT INCAPACITATION

Inflight incspacitetions of cockpit crew
sembars  in  the docussnted population is
portrayed in Figure &. Acute etomach and
intestinal tract problens Lead the List of ceuses
for inflignt aircrew incepacitstion. The dsta
in Figure € cover the yasrs March 1S, 1967,

through 1987. Lesser causes ere lOsa of
consciousness, kigney etonss, syocardiel
fnfsrction, mental problems and s few

miscellansous conditions.

Thrse inflight incapacitations occurred in
ell ege groups [20-29 yeers = 17; 30-39 yaers =
17; 40-48 yasrs = 13; S0-59 yeers = 17; four
incepacitations were of unknown eagel.
inteatinel {Llnass can occur, of cours at eny
€08, es con e kidnay stone etteck or elcohot
withdraws| convulsions or other incepecitation
ceusss.

A computation of the rate of inflight
cockpit aircrew incepacitetions for the efrline
per deperture for the Nerch 15, 1960, through
1991 period 18 provided in Figurs 7. I3 is noted
thet no pessenger injurise or fetalitise
resulted from {nflight incspacitetions on thie
afrline. Tha rate of incepecitetion during the
period is 59 out of 17,302,742 deperturee. Thie
cotputes to one in every 182,308 depertures,
(givings ~tioof0.0000052), en sxcesdingly low
rate.

This airline hes for yeare conducted e
treining progrem for cockpit sircrew membere
thet enebles them to recognize end desl with
inflight incapacitetisn of eny crew member. A
study by P.J.C. Chapman, of British Caledonien
Afrweys, has shown that caroiec causes could be
forecast to poasibly result in en gccident every

Permanent Grounding of Flight Officers
by Medical Category and Mean Age*
1938 ~ 1981

Cause of Grounding

Ca rdmvasMseases
Cancers
Cerebrovascular
Ceizures -
Other neurologic disorders
Dementias

All psychiatric disorders
Diabetes .
Gastrointestinai

Visual disturbances
Hearing disturbances
Miscellaneous
Unknown

% .MeanAge
424 498
10.1 “ 47.2
5.8 485
2.1 388
35 426
2.5 _52.9
9.4 435
7.5 -'41.4
1.0 50.8
2.9 49.2
2.7 49.8
6.3 48.8
_38 -
100.0% ’

'Excludes Navigators and Persons later “"ungrounded”.

“"Age" ‘s the 3 ,& when removed from flight status.

FIGURE 1
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©,307,082,600 flying hours, 17 Ons assumes thet
one out of 400 inflight cerdiovesculu.r
incapscitations results in snsccident (4), The
&00 figure comes from reports by laternstionsi
Arr Trangport Aesocistion cerriers thet one cen
expect > sccident from cerdisc cou.es every 400
yeors,

Reigherd end Mohler heve documented thet,
on the sver one cerdiovesculsr inflight
cdesth of » ceptein occurred ssch yssr between
“S51 end 1965, o figurs sbout the ssme 88 thet of
today {15). The sbove computetions, st pointed
out by Chspasn, revesl thet th ty risk rats
now being schisved in commercisl operstions in
respect to pilot fincepscitstion s 10 times

better then thet required by sirsorthiness
criteris  for vitsl sefrcrsft systems ond
structurss,

As documented in this peper, the rigid end
sbsoluts eppiicetion of published medicel
stonderds to cockpit sircrew s not justifiedin
meny individusl ceses. Numerous pilots snd
flight enginer~s, through modsrn medicel
sSssssagnt, ce  be returnsd to ective flight
Stetus sfter being “permsnently” grounded for
cordiovesculer or other disesss stetss, Hany
hsve done so,

Figure 8 Lists the dssthe of cocxpit
cr bers of the d ing sirline who died

Medical Groundings and
Age Distribution of Flight Officers - 1979*

Number of

Fipht Ctlicers - 1,324

13004

1,250

1200 1,163

1100
1000
900
8004

7004

5004 483

400

3004

219

200 4

- A
‘*Zcroy'* Zero] 4°° 2°°

Includes all fhg otfic. s iemoved lrom
(hghl status 10 1979 who werp
Later permanently grourded

742
698 4

g 1°0 ] gee

”"_’_:' 034 2519 444 4549 5054 3358 Flpht Officor Age
3

“*8rted 0N agc when semoved

tiom thgnt sistus o 1878 FIGURE 2

O
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tAedical Groundings and

Age Distribution of Flight Officers®
Number of

Flight Ctizers
1400 = 1393
13004 1277
1200 —
includes sl thg™ ofticen
remeved 1rom fight s1atus
1100 N 1880 whe wers later
Permanently grovnsed.
1000 ~
923
00
800 — 772
747
100
600 —1
300 4
400 - ae?
300
200 —
124
100
TR 2o -Zen) "Zewl 3 See g | 13
2024 2529 JD3J3s 3539 4014 a3 ay 5054 3539 Fugn Oftucer Age
Prcd on age vonen icmeved FIGURE 3

60m 11 5t sratus mm 1000

““Permanently” Grounded Flight Officers
Later Returned to Flight Status
(“‘ungrounded’) by Medical Category and
Mean Age at Initial Grounding*

1938 - 1981
Cause ¢ Grounding % Mean Age
Cardiovascular diseas = 48.7 44.5
Neurologic disciders 20.5 41.5
Seizures 2.6 49.0
All psychiatric disorders 5.2 44.5
Visual disturbances 12.8 44.8
Miscellaneous 10.2 50.0
100.0%

*Excludes Navigators. “Age" is the age
when remoOved from flight status. FIGURE 4

El{fc 41/
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during ths Perfod March 15,
veptembar, 1972. Nota that none of thess
crewmenbers died 1n ftight. Ths median age of
desth for these 180 crewmembars was 43 yma*s.

1920, through

Infight desths cen, snd do, occur ingll
sge groups. 1n this respsct, sn uppsr age limit
of 60 has baver basasn found to bs justified for
U.S. ftight engineers [sscond officers], and
rodern mechics! progress has vitiated ths baais
for sn sirtina pilot upper sga Limit (11},

DISCUSSION

Tha age, gandsr, sizs and racs charsctaris—
tics of the U.S. pilot populstion wera descridad
{nsnssrtiar {asus of ths HUMAN FACTORS BULLETIN
{i2). Informstion in this papsr covars modarn
msdicsl aspects of pilot certificstion.

Ths chancs of an sir crewmesbsr
experiencing s paissnent madicsl disqualifice—
tion {8 quits low, 88 shown in ths figurss

413

portreyed herein. An analysis by R. R, Orferd
snd E. T. Carter has shown that air crewnc-ders
enployed by Northwest Airlinea have only a 20%
chance of not resching retiremsnt becsuse of
medicsl ressons (13).

C.R. Herpsr hes documentsd thst United
Afrlines, a company that also has s medicsl
departmant, hss fivs fewsr pasrmsnant mad‘csl
groundings psr yasr par 1,000 sircraw thsn
sirlinss having no mscicsl dapsrtmant (8). Hs
further providss s ststemsnt on s praventivs
progrse succesasfully utilizs by soms praviously
:;;qu-llﬂed pilots with cardiovescular disesss

As providsd by R. Anderson sndC.C. Guttete,
forser medical dirsctors of Trans World
Afrlinss, companies csn do thasir psrt in
ssintsining crewmembsr msdicsl atstus by
supporting sffactivs medicsl dspsrtments (2).
They show thst ons third less pilot dissbility

Age Distribution of Flight Officers
“permanently grounded” \Who Later Returned to Flight Status.
March 15, 1960 through 1981.

Number of
Persons
Returned 10
Flight Status

Under 30-34 235239
30

4aD-44

4549 5054 555% FlightOtticar Ags

FIGURE 6

54-782 0 - 86 - 14
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Frequency of Causes of All In-Flight
Incapacitations of Captains,
First Officers and Second Officers
March 15, 1960 through 19841.

Number of
incapacitations

27 4 Gastroenteritis,

Pan,

234

214

Neurologic,
Consciousress

Renal
. {Kney
s Siones}

Uicers, Virsl Intections, Gallr
25 Sladder Pain, Food Relaled)

Myocardiat
Intarction

£
Pychologieal,
Purchiatne Ukn

.

ofe FIGURE ¢

€an be achisved through Preventive medicine
Programe thet decrssss the emount of
diequelifying diesees smorg FLIGhT crewmsnbers.
For Trene World Airlines, thie ssounted to o
totsl coesr evoidence during 1870-78 of
$28,190,418, providing o benefit/cost ratio of
better then §:1.

As further decumanted by lisiper, snhanced
pilot retantion through e preventive medicine
program results 1n annuel sevings . i=eirline
of t15,220,000 (8). The s vings in mdicel
dlosdility poyments (eversys duretise = 8.8
yoors) of 355 of sslery ond 185 °ringe ‘enefite,
coupled with the ssvinge brough eb.ut by deily
oirline physicien gpdical o8 i-ultetien end

Pamcd
(.
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Causes of Incopacitations . =

hesring conssrvetion pregress, give the eirline
sedicol depertasnt ¢ benefit/cost retioof 8.2 to

1. This 1s very clese te the Anderson end
Gutlett findinge.

CONCLUSION

Individuslization ef efrcrow gedical
Sertificetien 1s currently practiced ot the
highest Levele sver. Companies with effestive
esdicsl progreme coen previds eignifisant
essiotance t0 their eircrow mesbers in thie
respect. The spplicatien of mpgern mediosl
ecience in eircrew proventive medicine progrove
ond medicel ssrtification Precedures senetitus—
080 true rovelution in sedern gvietion pregrees,
Incressing sppertunities for oxpendad offarts in
these orees exiet. .

o, el




59 In-flightincapacitations (3/15/60-1981) _

415

Rate of Flight Officer In-Flight
Incapacitations per Departure
March 15, 1960 through 1281

.0000052*

71,302,742 departures (3/15/60+ 12/31/81)

Number of injuries or fatalities to passengers
as aresult of in-flight incapacitations

3/15/69-1981 ........ eeeesenaeans o

1 'n every 192,308 departures.” FIGURE 7

Deaths of Captains,

First Officers, and Second Officers

March 15, 1860 through September, 1979

g:::::r of Number of Deaths: 180
3 Number in Flight: O
35 r— Median Age of Deaths: 43
T Average Age 4d.1
31
29 ’
25
26 1 24
22
12

12 4

Ug; 3034 3538 4044 4549 SOS4 559  FlghtOfficorAge

Y ! 9
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The catendar age of 80 is no longer madically justif:able as
anupper age limit for airline pilets Advances in geron.ologic
studies, chinical i and flight p

now atiow o pilet for

heatth status and Y i 1 the
carser duration of pile1s by eliminating the present age 60
upper imutation will enhance flight safety and etficiency as
the highly quahf and pref: older
Reatthy pilots continue thet preductive careers

HERE IS today no medical. physiological. psy-

chological or operaconal justification for retaiming
the calendar age of 60 as a mandatory career cut-off for
anairhine piot Age alone, as 15 the case with race or
sex, gives noinformation about an individual's com-
petency or health

The three critical determinents of pilot fiiness are
freedom from impainng disease ability to perform and
destre to continue flyting.

This paper wall explore the interrelationships of the
normal aging process. diseases. and flight record,
ncluding performance as demonstraled in accident sia-
uistic trends by different age groups

BACKGROUND

The US **Age 60 Rule” for forced airline piiot retre-
= #1t15 contained 1n “*Part 1217 of the Federal Aviation
« ~ulations luistwo decades old (52) The reasons why
the rule 15 no tonger justified are documented tn the
1979 Heanngs of the Subcommuttee on Avianon, Com-
mittee on Public Works. U S House of Representatives
{55) Unfortunately. the onginal justifying records have
been misplaced (19) However, there are adequate
assessments today that document the no-longer-tenable

Dr Mahicr n Prafesnr and Vice Chasrman Depasimenl of Cam
munity Medwine and Dirccine of Acrospacs Mediane, Weght Siate
Universuy Sthont af Medwine P (G Bar 927 Daylan Ol 38401
Presenicd a1 the 22tk lnseraatinnal Congress al Aviinn and Space
Medicine Manitcal PQ Caneda Scm 11 1980

basis of the regulation The rule does not apply to light
engineers or any other fight crew member Neither does
the rule apply t0 air commuter of air taxi Operations
governed in **Pant 135" or to vanious flight activities
involving charter or other non- 121 operations.

While working at the Center for Aging Research, Na-
tonal Institutes of Health. the authorand G H Humt
studied the scientific iterature 1n the field of aging as of
1958 and published an assessment of its status as of that
ume (35) 1n 1961, the suthor correlated the current
level of knowiedge concermng the field of aging. med-
)cal dragnosis and treatment. with the airhine Mlight tech-
nology of that time (50) A further review of the field of
aging was made 1n 1961 (51) Tn 1973. a new assessment
of research findings in aging along with developments in
disease detechion as related to airhne pilot retirement
was pubhshed (52) Further progress n understanding
the aging process as this bears on pilot performance was
publishedin 1978 (54) A year later, aconsolidaied and
updated statys concerning the matter of airline pilot age
and flight duiies was provided (56).

Tt is now clear the' the evolution of understanding and
knowledge .bout the normat developmental aging proc-
€55 and the pathophysiology of specific acquired diseas-
es. has given us new insight concerning individual
herith This and the new diagnostic and disease pre.
vention tech haver d the thinking
about who s, or isn’t, healthy and. consequently. fitto
fly Paraliel advances have occurred in Might technology.
including Might simulator fidehity Ths latter field has
progressed to the siage (especially in the aspect of high-
quabty optical displays) that 11)s now [easible 1o give an
arrline pilot the necessary traiming for a new type of
aircraft in a simulator (26) The first ime a captain ac-
tively flies the aircraft can be in 1evenue. passenger-
carrying Mights, if the new procedures are [otlowed

THF AGING PROCESS

The normal. geneticatl; programmed development of
an individual 1s 2 ife-long continuum that results ule

422
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umasch in the terminal involunuonal subtraction of 1he
aged individual from the populluon (17) The enure
Wfe<pan 12 develog | process—a f| nor-
mal process 1012l distnct from acquired diseases (69)

Humaun Lifespan potential 1n the 20th century 1s reach-
g 100-120 \ ears. depending upon hiestyie. environ-
ment. and genelic sirain and diseases (17.67) The
changes with age involve modifica 1ons of funcuons and
siructures but 1o describe for example. graying hair in
peioratiy e tlerms 1s 1o fall vicum to arbitranh adopted
sociocultural concepts Graying of the hair. as withall
oiher normal aging changes. is a developments! change.
nomore no iess Unul the ulumate snvolutional
changes of advanced sge occur. these aging changes
have no bearing upon an individual ‘s abihty 1o perform

Man things improve with age. inc'uding judgment
and ‘nteligence (16) Expenence enhances judgment
and older healthy persons tend 10 be less impulsive. and
consequentlv. have better safety records (37) Sonnen-
feld points out that factual evidince of vider workers
performan. = rejects the *'stereotyping” and prejudices
that link ag. wrth semility. incompetence, and lack of
worth 1n the labor market (70)

Improvements from 1901-55 1n survivai into old age
esseeninUS malesareshowninFig 1 The trend for

Survrors Ipercent)

20 W 60 ] 100 120
Age (years)
sig 2 (3]

plots of
ership for humans. o3 shown. essuming that lhmm
causes of desth wers contrelied. Curve 1 is that of Cauasslan
US maies 1987, end has o medion survivership of 71.8
yoars Curve 2 sssumes that veesular lesiens sre cured, with
m‘ln-uw&-ﬂeﬂumﬂn’l!ﬁm"mhm

978 trelied, the medisn unlnlh74 Imm;),-m."
hesrtdinssse s , the medisn
#1005 veers {gurve 4) I oll three disssses ars m
" the median survivel is astimated as 98.8 yeany
3
¢ previously idenufied with *‘aging"™* by present socal in-
M teracuons. health promotion. and personal autonomy. 13
L % highlighted by Fries Life 1n the older age brackeis has
E oonunued for those who realize their potential, 10 be
i physically. mntel lly, and lly vig and
£ 0 producuve This achievement. of course, js nhibited by
age 81w externally imposed constraints, as lypiﬁed by arbitrarily
are recoced D,‘“. g AT 1mposed upper age limits for employment or other activ-
wes Current life tables reflect the dats on the greater
O3 % 40 % 8 70 0w oo bers of healthy persons extending into sdvanced
age age (21 59) Many of the conditions previously con-
[TREN Lip and life o n’.. strued as wum-l'or example, stherosclerosis, em-
improved nte the ninth decade 117) THe 1980°s ore [ N -
lm:m' shitt 1 the d'm of the ummu curve 88 :t:: Dh”smo;yﬁ;:‘l V m‘:‘":dnwnd‘um nmm take s
L
.- n te-etrie o waisos  hence. the confusion by some with the normal aging
hesith e 1" theshitt e the process
nght One reason conf has been

subsequent vears commuts 10 be a marked conunuation
of greater bers of duals extending 1n1o the
older agearea For individuals whose hfestylt and envi-
ronme nt promote the full potenual of their geneuc
endowment, healthy survivat into the 90s and eveninto
the early 100s 15 feasible as ltustrated on Fig 2

Fries has recently shown that the average lengthof hife
mnihe US has nsen from 4710 73 years in (his century,
and that this length 1s moving toward an 1deal average
tifespan of 85 years for the present cohort of young
adults (28) Fries model demonstrates a national health
pauern of continu«-.g dechne in ptemature death plus an
emergence of natural death at the end of a realized natu-
ra! hfespan Postponement of the disease phenomena
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the distinction between changes due 10 diseases and
those due 10 the normal aging process is that medical
schools have traditionally correlated the two as synony-
mous This s partly due to centuries-old culiural bias
and partly to narrow faculty tratning ( 14) The concepts
of Charcot, as pubhshed 1n 1881,

with the aging process, are still operating 1n the minds of
many (15)

Cross-sectional studies of age have tended 1o support
confused views of which changes are due 10 age and
which are due to discase For example, the largest study
of vital capacity “as related 10 age'* was done by John
Hutchinson in 1846 (36) He made measurements in
more than 2,000 **heaithy"* males and concluded that
wvital capacity js inversely proportional 10 sge Somehow,
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over the decades. the composiie fird.ngs became meu-
ical axioms, 1gnorning the great individual vaniations with
age Newtables of pulmonary function Zata were pub-
lished by Kory era! 1r 1961, but these included smokers
(43) Pulmonary function standards 1n accepted general
use were not derived {rom subjects who, fnr example.
were screened for cigarette smoking until the report of
Morns eral 1n 1971 (58)

Morns eral rectified the **smoker™ defect of pree
vious pulmonary function studies by performing studies
on healthy nonsmokers This approach of excluding per-
sons whose life-style included cigarette addiction—with
tobacco tar destruction of their pulmonary tssues and
con.equent degrees of chronic obs:ructive pulmonary
disease —resulted 1n & 10-year improvement in adult
pulmonary funcuon tables (Table 1)

TABLE t VITAL CAPACITY 70 INCH TALL CAUCASIAN
MALES

Age 1961 1971
30 50 53
0 42 L3 |
50 46 a
I ““ a6
70 42 44

1961 durs includes smokers 143)
1971 duts excludes smokers (58)

Through exchuding smokers from the studies (thai s persons
whose setf desiruciige pracuces  <oduce 4 gre.ier degree of chrome
obstrucuive pulmonary disexse} Morns e of rolled the average
norrs for 4 Brven sge Bracker back an ennre decade

There 1s wide individual variation in changes with age
atall age groups This s one of the primary findings in
the longitudinal age study conducted by Shock and asso-
ciates 1n Baltimore (69) Although certain physiologic
functions based on populanion averages show a change
toward less capacity 1n older age groups. the important
factor is that there 15 a treme ndous varnalion among
ind:vidual capabihtiesin a givenage group Forexam-
ple. the cardiac stroke index group mean dechines some-
what with age but. as shown in Fig 3 by data obtmned by
Landowne. there are healthy 70-yeat-olds (and older)
who outperform others in this respect 1n their 30s (44)
Present capacity to perform by an individual is the sige
nificant point, not the chronological age

MENTAL FUNCTIONS AND AGING

It 1s now understood that senility (senile dementia) 1s
not a part of the aging process (13,75,79) Only about
one in five persons of advanced age will become *'se-
mie’ and there are tesisavailable that determine this
syndrome A proportion of these vicums suffes from
Alzheimer’s disease. an entity receiving considerable
attention Some have hypothesized 2 possible viral
eniology

Simularly, earlier concepts that “crystahizing of the
thought process,” loss of “*creativity,” or other cogni-
uve changes with age, were expenenced by ail are now
known to be fallacious {24) The healthy, undepressed.
interacting bran cortinues 10 function irrespective of
age Ifaperson believesthat higher menial functions
deteriorate with age. he may induce 2 depression that
can bring about an altered self assessment of capability

B0
7
T SR :
w®
3
€
§
é“’
&
30
20
2 % 0 0 6 70 8 w0
Age (years)
by oany (LY
i " bility with

downs 144} found » superior streke index in many
ons P to tha’ina H proportion of
younger indlviduals

(38) The individual hiterally becomes his or her own
self-fulfiling prophecy The phenomenon is analogous
10 the **burn-out™ syndrome found in some aif traffic
controllers In a detailed study of controllers. Rose eral
found that, when the bebef exists that air trafTic control
work causes deterioration of the nervous sysiem, a be-
lieving controller 1s at risk of manifesung “*burn-out™
(66)

Studies by Lehman of some creative persans indicated
that creativity peaked in young adulthcod and dechned
thereafter (45) These studies failed to recognize that as
many of the subjects grew older, especially the sciene
usts. they eiected to move out of the laboratory and into
administrahion, a setting without the same types of creae
uve pursuits as the lab (16) Some of the more signifi-
cant products of human creativity have come from per-
sons 10 their 70s and 80s—Tolstoy. Hugo. Verdi, Dare
win. Liszt. Chagall, Monet, Michelangelo, Picasso.
Ibsen, and Frankhn, to name afew and not forgetung
Shaw, who created actively to the age of 96 Some of the
great creators lost their abihities due to disease in madlife
Others became alcoholics or addicts. or wentnto de-
pressions with consequent loss of creative funct.ons
Bullough e7af have documented that creativity cone
tinues past 80 (9)

Butler has pointed out that changesdue to diseases
and social stress must be separated from changes du€lo
normal aging (12,14) He also notes that there i, for
example, no noniceable difference in cerebral blood Now
in healihy. elderly men from that of healthy 20-3 eas-olds
{14) Thisis new knowledge which ofTsets the older
concept that the brain loses blood Now with age 1n addi-
tion, Butler and associates point out that many brain
function chenges aitributed 1o “"age™ are actually re-
versible brain syndromes based on for example drug
reachions. overprescription of drugs. tranquilizess alco-

ERIC 424

Aruitoxt provided by Eic:




ERI

Aruitoxt provided by Eic:

ho! abuse and o:her spetific conditions due toaging
{60}

Eutler comments tha: *he confusion by snme physi-
cians ¢ ncerning the above 10pics may well be due 1o the
faci that asof 1978. onlv 5001 120 U5 medical schools
£31€ any IRStru. 10N 1R geniainc med, (14) Medical

drug use. a factor not controlled in many study popula-
uons Parker and Noble have found that alcohol orink-
1ng 3t social lev<ls results sr 2 deterioratior, of abstract
thinking as shown by dec in adaptive abnl
concept formation. and capecity to shift from one 1dea to

students often get thei® Crstampressions of aging as a
disease " associaied with death wnen ,hey are assigned
their cadayver. as no1ed by Butler He observes that med.
1cal <chool training gives hitile exposure to healthy older
persons during this traiming concepts equating age. dis-
ease and death all become hardened

"isdorfer siresses that ihe results of numerous long-
t nal studies do not suppon the hvpothesis of a pro-
gressive 10ss o cognitive functioning with advancing age
in ali persons (24) he notes that many studies pur-
porung 10 show cog.-ntive decis * have actually
mezsured functions in persons who were depressed De-
pression. of “ours” czn occur 1n individuals at any age
and 15 nOt a Nece,LaTy concomitant of aging

Busse emphasizes that cross-secucnal **studies™ of
ntelligence and related functions have reponed declines
for those over 60-65 years of age. but that these studies
were methodoler.cally Nawed (11) He pointe out that
longitudinal stdies demonstraie clear ncreases of imel
hgence imo md-adulthood and that the enset of disease
cr adyerse sociceconomic factors are then responsible
for deciinss

HZALTHY OLDER PERSONS

Studiesare 1 creasingly demonstraung that the 20th
century sedentary hie-style adopted by manyis having
an adverse effect on central pervous sestem fi |

her (62) Tinsand the previous studies demonstrate
the errar of atinbuting 10 age those changes actually due
tonactivity. disease. alcohol. and other factors e xtnnsic
to the normal aging process.

LONGITUDINAL STUDIES

Six longitudinal studies are of specific siymificance in
providing data on normal aging and the occurrence of
pathological changes These are the **1.000 Aviator™
Study begun in 1940 and sull underway today (the au-
thor served as FAA monitor of the study 1n the 1970s)
witk the subects now in thewr 70 23). the Gerontology
Research Center studv in Balumore begun under Ng-
than Shock 1n 1958. . ith about 1.000 subyects. the old-
estin their 90s (£9). the Duke University longstudinal
study. “'The Effect of .ging Upon the Nervous Sys-
tem.™ begunin 1955 by Dr. Ewald Busse wizh 267 non-
nstitutionalized persons age 60-94 (11), the “Adapic
uon Study™” at Duke using Schaie’s **cross-sequential™
technique (four 6-year cohorts with an overall 6-year
time of measurerment) started 1n 1968 with 502 persons
¢¢s 45-69 /11). the Framingham Heart Stuay. begun in
1948 anc currently the longest umnterrupted detailed
study of nisk factors over ime inthe devel ~ment of
hear: discase and strokes (41). and the Seatts. Heant
Watch. begi 11nthe early 1970« and yielding practical
chmeal tech for d cardio: lar disease

efMcikncy 1 hose who avord tie bodily deteriorations
accompans ing phe<ical inactivity. meoure addiction. 10+
bacco use. alcohol and drug abuse and orh 31 seif-de-
strucuve behaviorz. do not show the cogminive function
deteriorations repnrted so frequently in poorly discrimi-
nating cross-secuonal studies For example. Young has
h.own that a 10-week program of jogging. calisthenics.
and recreational activities gave ymproved scores on the
Wechsler Adul* Intelligence Scale D-git Symbol and
Block Design tests. travl-making (brain funcuon), cross-
ing ofT (speed of performance) and Associate Learning
(80) The subjecis showed an increase in heaith status
rating and a decrease in anxiety. Those who exercise
denve beneficial #fTects on cogmtive functioning aid
personahity Since many earher concepts of age deteri-
oranons have been based on studies of sedentary. ac-
tualls itl, persons. the newer knowledge 15 re‘uting these
gererahzations

Spirduso and Chfford have shown that 70-year-old
phsically active persons {racquet ball sports of jog,.ng.
for example) can have simple. complex. and choice re-
aclion imes €q tothose of y 30-year-
o0lds (72) Szafran has demonstrated the remarkable
maintenaace of mgher mental functions in healthy older
pilots drawn from the active pilot group (74) Spieth has
shown that pilots with diagnosed hean disease had a
grener deter of men.al f than healthy
older pilots (71)

Complicauing the daia  ncerning cogmtive functions
wi Various age groups 1s the mati~r of regular alcohot or

inindividuals. with f of the likelihood they
would experience a cardisc event in the next 6 mon.hs,
12 months. or 5 years (7)

The *"1,000 Aviator™ study found that, as of 1977, 95
of the subjects had died of non-military causes, while
208 matched non-pilots of similar background had died
(7% This mar, .0 decrease 1n deaths s attributed by the
nvesigators to factors including a §0od soci 0
background. long-hvea parents. above-ave ‘age inselli-
gence, an orientation towsra health and fitness, and pe-
nodic physical examinations that provide early detection
and treatment of any developing diseases. The U.S.
Navy has scted on avalable aging data and has eliminat-
ed usper age limits for pilots. basing flying status rn
individual health and capability (1). The Air Forc. has
al50 upaated its approach to gilot physical standards in
regard 1o disease detection (20),

Inaddition 10 the above, the Federal A viation Admin-
151rati01 contracted with Assessment Systems. ine.. for
cogniive and perceptual motor tests on subjects drawn
fromthe **1.000 Avizror*” group (77). These studies
demonstrate that 60-67-y *ar-old subjects in the group

showed ro difTerences cor ' with healthy

30-34 year-old compera™ 8 in visual scan or col-

or word lests There wer differences in judgment »
assessments concerning Jiscrepancy, attunment

discrepancy. or judgme. .iscrepancy. On other tests.
many ove™-60 individuals outperformed a substantial
number of younge: persons

The same contractor has studied Jpilots from
several airiines. including United. BramifT, Southern.
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and Aloha. as well as many non-pilots (76) He and his

forecast for an individual the "ikelihood of developing a
d lar eventin the next 6-12 months and also to

associates orally reported thay thewr applied
of measuring cognition. personslity and mental status
are 5o sensitive that they detect incyient effects of dis-
case, alcohol or drug use, and depression (78) The
group reports that the technique correlates with light
performance and 15 predictive.

As previously cited, Exsdorfer reports that the findings
of these longitudinat studies do not support the hypothe-
i5 that there 15 2 “*universal, progressive loss of cogni-
uve functioning with advancing age** (24). Jarvik et 2L
have demonstrated that *“if iliness does notintervene,
cognive stability 18 the rule and can be dinto

ca
5 years The technique involves a sympiom-imited
treadmull test of functional aerobic capacity and 1s
applied 1n an ambulatory seting Differencesinre-
sponse by different individuals are recorded. asare rates
of ch These b predictors of future cerdio-
vascularevents His group projects that hft z-lonsssedem
tary persons have marked deterioranon 1n the 70s,
whereas healthy active persons can extend decades long-
er.

Bruce has found that 15an
nsk predictor, as ire the onset of certain symptoms,

the ninth decade™ 137).
Shock h thatg gic | ¢ prior to
the 1960s was based on studies of older subjects drawn
from hospital, nursing home, or other institutional set-
ungs (69). Many of *hese studies have been summanzed
by Gerathewohl in his report No 1(29); hence the im-
portance of longstudinal, prosoective studies that, on
1ntake. €Ontain active persons, functioningindividuals
living in the community. The datafrom these studies
give afar different picture from that of the classic cross-
secuonal studies of aging. The longitudinal studies of
Shock £nd hiscolleagues have shown that there is a great
deal of individual vanation in health status at varioas
agesand that anindividual’s age 1s not a useful predictor
of performance Also, changes introduced by age alone
are small, withthe n}_lrked changesin given individuals

resulung fromsp
Since age changes are very gradual, adaptations and
onsare inually made 1n the healthy ac-

nve individual Age is not a primary factorin vanous
dechines unul well beyond the 70s Learning and mem-
ory 1n healthy individuals do not change into the 70s In
' egar¢  Sock warns that we must watch for un-
scientific.  .ments about the aging process, especially
based on . and that “‘norms’* based
on older **sick* persons must be discarded (69)
Kannel states that the Framingham study has shown

the greater Iikehhood of coronary artery discase in per-

tuding chest pain and syrnptom-limited exercise du-
rauon Isch STECG dep greater than 1 mm
or an upsiope change greater than 3 mm are also pre-
dictive, as are certain impairments of heart rate. The
Seattle Heart Watch has found that, if a physician elicits
a negative history and finds no clinical or electro-
cardiographic evidence of heart disease in an asympto-
mauc healthy man, the probability of developing a pri-
mary cardiovascular disease ¢.ent within the next §
years s less than 0.017 (7) This compares with 0.014
calculated by Bruce from Framingham data (40). Ad-
verse nsk factors include a posstive family history for
heart disease, smoking, hypertension in excess of
140790, and cholesterol 1n excess 0f 250 The com-
putauions of cardiovascular event probability can be
made irrespective of age

Muluple studies on card lar d risk factors
have corroborated the technologic advances that now
permit the quantitative esumate of these fora given
individual (3,18,32,48.68) That these findings are be-
1ng applied to the airline pilot group 18 refected in the
following quote. ** Aiwrline pilots are the healthiest group
1n the world,* made in July, 1980, by Dr. G. ] Kidera,
reured Vice President for Medical Services, United Atr-
lines (42). His successor, Dr C R Harper, describes
the successful reversal of disjualifying cardiovascular
signs and Ssymptoms in airline pilots by a program of risk
factor reducuion (33). He pives case histories of medical-

sons with untreated hypertension, gl
or who smoke and are overweight (39) A nisk profile for
a primary candidate for s oronary artery disease includes
a stsady nch diet, smoking, hittle exercise, obesity, igh
blood pressure, high blood lipids, a marked sense of
“*ume urgency' and a iendency toward diabetes One in
three with this profile will have a cardiovascular event by
the age of 60

Kanne! pnints out that multiple marginal abnermali-
ues,if n- tended t2, can, by muluplexing, become the
equivalent of a major nisk factor. These nisk profiles
developed by the Framungham study powerfully en-
hance the abilisy to predict an individual's nsk of devel-
oping cardiovascular di High-nsk individuals can
be readily identified today.

Bruce reports that, of 2,365 clinically healthy men
between 25-69 in the Seattle Heart Waich Program, 47
(or 2%) develored a primary coronary heart disease
event (7) The mean follow-up was 5.6 = | & years The
Seattle Heart Waich has thus generated dat that allow
screening of a population of apparently healiiy persons
for the presence of heart disease (6) Theda >can
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ly grounded airline pilots who, following reduction of
ceriain risk factors and the adoption of healthiet life

styles, returned to healthy states and were sabsequently
medically recertified and resurmed their airl'ne prlot du-
ties Harnison and Smith suggest methods of assessing

the cardiovascular dynamics of pilots, irrespective of age
(34), The Bethasda Card I sup- -
ported by the FA A gives specific means for assessing the
cardiovascular status of individual pilots, irrespective of
age (23) Busby and Davis describe the returnta duty of
airline and commerciz! pilots who have atrial fibriflation™ -
but have been found 10 have no other cardiac condition
precluding safe Might duues (10).

A report by Orford and Carter in 1976 demonstrates
that Northwest Airlines pilots had only a 209% chance of
not reaching retirement because of medicat reasons
(61) 1n this vein, the Ajr Transport Association pre-
sented a tabulation of permanent pilot medical ground-
wngs 1n United Atrlines for 1969-78 to the Subcommittee
on Aviation Hearings, U § House of Representatives,
July 18-19, 1979 Tabie I1sliows the data for the years
1977and 1978 It wr" be noted that aimost half of the
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TABLEN UNI‘TEDAIILINB PEIMeEENT MEDICAL

Toisl No Munlum k20
1977 Thas = 0 8% of pitets (41 groundngs smong $.26 puiois}
1978 The = 0.5%  ~iots (27 greundengs s:nong $.670 puiows)
47% of 1he condnions = 1ol age reietad
{rychoiic $worder. convulsve duarder.
mmlm-emu‘n.mlu-u.
cancer of the lung, leukemia, phobec reacuen, hesd
1yury ShMA, NON-ITomes] sprue osteomysing
Piuiary sienema. and sther condnions)

24 pelotsin 30's

0's

90-40°% = less than S0 years of ape

A review of fate m-.-numlu'ylmhmmmon Avie-
ton Hearings, US Howse of Reprasenatives, DC. con-
1amned mmmmmmnh- The dsts do not
SUPPOTt gn age 60 rule

conditions are not age-related and that aimost half of the
persons were less than 50 years of age. The remaning
conditions were made up of “‘arterioscierouc heart dis-
ease,” diab or other genet)-
ally pred:woted or hife-style-promoted conditions. The
sroundings were in the 0.5-0 8% range of all United
priots An upper age lim.. o 60 years does not serve rs
an effective means of elimiaating these persons from
fiving Neither do these conditions justly any upper ace
hmit

Although some medical disqualifications tend to oc-
curat hulmues. |heu ditions are ofien cally

TABLE Il SCHEDULED US AIRLINE ACCIDENTS DUE TO
ARDI R

50 Yeans

NONE
L} - [ ] . L} L}
1 1 1 1 1 |

— 010100 00 %0

TABLEIV AIRLINE CRASNES DUE TOCARDIAC
INCAPA

Capuain’'s Agn
Unacheuvied Fiyng Tiger (Pumen-¢ Engine)
Neorth Holtywsed. Califoris »
Dete. 14 Dec., 1982

Unscheduled American Fiyers
Arémers Okaivoms (Elecira).
Due 22 Apr.. 1966
E:'u he n:i.m iod

- he v hlwll'
el e nd e

:dwduhdmﬁns(lhel%hﬂddmtmnwpnuo
Nute that the incapacitated captain in 1962 was 38 years
oid (also, the eo-pilmvunotl’ullyqulmhdinhdv-
craft). The 1966 966 accadent we- heing flown frauduiently
w-s&yeqddumnm wh&mdlw

d. or both. Certain dis-
cates take nme 0 develov and, accordingly, may be
improperly sttnbuted 1o the aging process.
Effecriveambulatory screening methods for neuro-
logical and mental status disorders in pilots are refer-
enced in |wblsuuonmedonnwbhopm
by the Federal Avia * a Administration (22). Itissig-
nificant to note that the group does not reference age as
a factor. but concentrates on individual pilot assessment.
This 15 because these screening taethods are used inde-

pendmtofue Spec:fic techmiques for determining cen-

peripheral hervous sysiem iregrity. includs
ao;nmvc functions, are give v Strub and Black, in
Mental Siatus Exorination in  rology (73). The FAA
has issued neurologic guidel,. uaeuim mental
and neurologic l’unﬂtm including cognitive functions,
in recovered alcoholics (25). Sm of the pilots checked
have been found to have permanent alcohol-induced
organic brain damage or other sbnormality and have not
been recertified. Others have been found to have normal
brain function. More than 300 exemptions have been
1ssued to slcoholic airline pilots besed on findings made
1n accordance with the above protoco! This approach of
ndividual assessment can be applied to nonalcoholic
pilots of any age.

ACCIDENT DATA

Table 11l shows lhe scheduled U.S Alrline accidents
due to prlot i of other
discases Note that since mo when aitline openations
became a practical reahity, there have bee:i none—a half-
century of experience Table IV shows thetwo US
cardiac Incapacitation accidents that occurred on none

and his diabete =, “ving ins.lin from

uheFedmlAvhonr -SURIoN )¢ also Owned the

aithne). Namuonmwumomn-um

This rule could nos Yave prevented thess sccidents.
Fig. 4 shows capuain ages in scheduled sirtine ac-

ddems for 1970-77 smuin-thmomlT

tion Safety Board Reports. The peak captain 4998 for

Accident by Capiein

u&mmu‘gm

P, n i Pessenger Servh
1970-1977

BR BN BN Ms 0 BN N

A Sy
T Ao
Pig.4 Coptain ape pletted sgainet siriine
Ons1estes o marked fal-aff sfrer the 40°s The sider pliets sre
mare sxperionsed snd loes lkaly 10 be lnveived in acsidenm
{NTES Repornl.
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these accidents 15 in the 40s, with a rapid fall-ofT to age
60 The older captauins have the greater expenence, abih.
ty. and judgment, and have become older captuins by
not having fatal accidents while younger. These are the
safer pilots, and this 1s why command of the larger, more
sophisticated, wide-body, high-density passenger air-
craft is universally entrusted to them when they bidon
them. as they almost invariably do.

fatal inflight ions, the averace age of 44.3

Years again does n¢ ' justfy an age 60 rule -

Resghare anc Mohler documented inflight pilot
deaths for 1951-65 and found the average to be close 10
one per year, with some years subsequently having none
and some having two or three (65). The continung
average remains the same. Muitiple crew members and
FAA-required crew training renrdin;‘m‘ﬁi;hl handling

Table V provides an analysis of pilot-in-command - of incapacitations, her with the "
TABLEV, AGE AND A - ¢
Sof Observed
Acive  No. Acadents  Acdents  Ng  ccidene  Acodents Per
Age Pilous Observed By Age E L 1,000 Pllets
1-19 F12) 3 04 K] o4
20-24 10.009 167 22 -n 154
pis. ] 26.102 m 153 0 120
30-M4 43.018 44 03 m 2
5 41,742 pr) 153 m 17
4044 15.27%0 2 18 m [ %)
4549 23.012 214 105 pi ] "
30-54 19,660 164 0 166 18]
558 1249 m 64 1% H
0+ 1 n 23 10 H
M4 P X 1000 1.0

Source NTS2 snd FAA Smunlﬁl.mhwi. Calendsr year 1978 Piots-in-COmmand having
commerenland Ai¢ Transport Cenificates, Genersl Aviation

An snalyss ‘or the year 1978 demonstrates s progressive age fall in the scadent rate of

commeraal and srhne iransport pilows fying 1n the gencral avistion environment (NTS2 and

F2 A Repora), o

cidents by age dunng 1978 1involwing those pilots hold-
ing Asir T tand C ] Certifi p g
1n the general aviation area, Note that the ;. rogressive
decrease in observed sccidents per 1,000 pitots with age
further sub iates the sccid p on sched-
uled arrlines Increasing pilot age and experience is
correlated over and over with a decrease in accidents.
This has been previously shown by Booze (5), and by
Mohler etal. (57). Gerathewohl, on page 46 of his re-
port number I1, graphs the pilot accident dsta by age as
given by Booze, visually demonstrating the decline in
accidents by experienced pilots with increasing age (30).
In regard to inflight pilot incapacitations causing ac-
cidents, Buley reports five examples for 1961-66, as
shown in Table VI (8) Note that the average prlot age is
46 2 years and, if the $9-year-old fraudulently flying
capuain is deleted, the average age falis 10 43 years.
These dats, not significantly changed to this dste dono?
sustify anage 60 rule. Buley aiso gives information on 12

TABLE Vt AIRLINE PILOT INCAPACITATIONS CAUSING

of these cardiovascular events, account for the half-ven-
tury safety record in this respect.

Bennett has reported that the vast majority of inflight
incapacitstions are not age-related and include, in rank
ordur Jastrointestinal upset, diarthea, ear problem,
“faintness,” hcadache, and vertigo (2) Theseare zlso
cited by Lesg) White, who that food poison-
ing. notan age-rele:2d emergency, has received little
attention from the airlines asa potential hazard, reflec:-
ing Lhe general concept that incapacitation of a crew
meniberis a very low-risk problem todsy «46).

Older healthy capiains have the experience, judg-
ment, problem-solving ability, and rapid response capa-
bilsty to avert emergencies of all types. Two examples of
this are given in Table V11 In beth cases, the captains
were commended by high autherity for ay erting catas-
trophe Uni.ed Airlines gave 3 major cash award to the
B-747 capiain who, a few weeks later, was forced out
preraaturely by the age 60 rule. The Department of

TAaLEVH El CAPTAl

ACCIDENTS (INCLUDES UNSCHEDULED AIRLINE Good Judgment
FLIGHTS) Fast ::won- Time
Locavon Pilot Age Best Safety Record
1 Brabane, Ausinalie 24 May, ‘6! 44 (MC) CipunAge  Due __tocason
2N Hollywood. CA 14 Dec., 62 3 (MO Unned 747 89 May21,'78 Paaific (Honolulv)
3 Ardmore, Ok lahoma 12 Ape., ‘66 $9(PIC)* (Engines 1, 2, and & foded a1 22.000 feer due 10 ics.
4 Csuagena. Colombia 13 Jan., 66 43 (piC) Captain got No 2 youig a1 JO00 feet sbove surface and -
$ Oslo. Norwsy 8 Dec., *66 45 (COP) made safe landing.)
*Pilos Nying fraudulently Ave Agedb2 Conunental .
Minus frsudulent priot: 4) Years Ave Ags DC-10 59 March 1,78 Los Arseles
(12 aonfaust inMight incapecitaions. 443 Years Ave Age) (Reseted 1n 12 se.cads when tres Diew o5 take-off
Buley, Jan ‘969 1oft) R

Duts on serrdents cavsed by airhne pilol Incapecils 1ong 3how sn
sverage piot 3g€ tn the msd<0"s These dats 4o not suppon sn age 60
rule

Oldes captains have an excetlend record f a3 scuion it responding
10 emergencies as shown here (Subcommutee on Avisio. Hes ings,
L S House of Representatsves, July id19, 1979).
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Transportation and the Federal Aviation Adrunistration
save s myor sward : 1 the DC-10 captair who was mek-
1ng lus last flight before being foroed out | # the age 60
fule when he encountered the catagtrophic
take-ofT event, reacting within | 2 seconds and averting
dusaster (60). Many other examples on ail irlines could
be cited. There* no evidencs that bealthy compeirnt
older pilots are susceptible 10 degradation in per-
capebitity compared with younger pilots.

There 15 no evidence thet older pilots have any greatar
m-cummnndumnmmmnw

plots.
The continuing premature loss today of these and
hundreds of other experienced alitine captains is no

SAFE PILOT PERFORMANCE
Safe pilot performance rests upon the following:
A.Freedom from impaiting dissase (including the
longstudinal health record and current health).
B Cap:'iil_nydpufmm. including the longstudi-
nal

C Motrvation 10 continue (as articulated by the
individual pilot).
These items are highlighted in Table VIII. Today

TABLE VIl FACTORS IN DELETING A FIXED MANDATORY

1 Froe of impeiring Disease
Amwmuu-nu—o
8 Pressnt Heshh Assessment
Uncluging Risk Facvers)
I Capadle of Purforming
A Longuuinal Performanes Resord
& Prosern Purformance Rosary

Simulster
Enrowe

) Mpuvyign i Congiovs

Ummeuellmmmdmufym-ndunpu-
tinent performance functions and fully the
Mmmo{mﬂmu.fulhumn.wm
crew member, irrespective of age. Gen. R. L. Bohan-
non, on contract with the FAA 10 evaluats the ags 60
Question, further describes how low-risk pilots, from the
health standpoint, can be identified and allowsd 1 fly
with the sirlines past age 60 (4). At present, the Inter-
nauonal Civil Aviation Organization hes receivyd s

CONCLUSION
As illustraied in this paper, there is today no physio-

logical, psychopl.ysiological, or medical justification for
the “‘age 60" sirline pilot ruse. Some of the
song why this is so follow: Ay res-
1. us.mvummdmmm.
when the regulstion was heve mark-

10 very advanced ages;
Dramatic advances during the past 10 years in dis-
understanding, and trestment have
aummmhmmu&
many other countries;
in the of
o mauu“ Gevelopmant

| od

>

Ppractiosd by various airtines
today thet are not subject to the rule 155). Indeed, elimi-
nation of the age 60 rule can only enhance air sefety, s
companies will be able 10 continue utilizing the sd-
:‘Mﬂmmwo{umu@w
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PREPARED STATEMENT oF CAPTAIN FREDERICK A. MoRrsg, TRANS WORLD AIRLINES

My name is Frederick A Morse and I am employed by Trans World Airlines as a
747 Captain. I am being forced to retire on December 1, 1985, my sixtieth birthday,
mn accordance Section FAR 121-381 of the Federal Air Regulation unless the Feder-
al Aviation Administrator grants me an exemption or quickly modifies the age 60
ru'e. I have applied to the Administrator for an exemption in accordance with FAR
P: 11, a cory of which 15 attached. I have also included copies of my blood and
stress tests taken this month to support this testimony. These tests are not normally
required by FAA, but are provided to indicate that I am physically qualified to fly,
and well 12 excess of FAA standards.

On December 1, 1985, I will have been flying for 40 years. These include 33 years
with TWA, 23 with the U.S. Naval Air Reserve and a total of 24000 flying hours. 1
was also an FAA approved Flight Instructor and Check Airman for approximately 5
years In addition to ﬂy% I have been a member of the Airline Pilots Association
for 33 years, serving as TWA MEC Grievance Chairman, Pilot member of the TWA
System Board of Adjustment, local Council Chairman, and Aeromedical Chairman. 1
be{ieve that this experience make me uniquely qualified to comment on the age 60
rule.

1 believe the age 60 rule was made originally by well intentioned officials respon-
sible for public safety In my opinion, there were four reasons for it; age, health, the
transition to jets and economics. Back in 1959 the airline industry was only 35 yeers
old and there weren’t many pilots age 60. Military pilots could not fly combat sir-
craft beyond age 35 nor act as pilot in command past age 50. There was no pilot
history for officials to use to determine how long it would be safe for an airline pilot
to fly Today we have that history and experience, including 50 year old astronouts,
65 year old flight engineers and hundreds of pilots flying to age 60. Current statis-
tics indicate a continuing rise in life expectancy, which reflect medical advance-
ments and a greater knowledge of health, diet and exercise. So age 60 which might
have been “old” is now “young” and experience of pilots flying to age 60 which was
lacking is uow available “Therefore, age by itself, is not longer a legitimate reason
for forced pilot retirement.

The second reason, health, is also unrealistic. Pilots are the niost health con-
scious, health monitored professionals in the world. Our jobe depend on our good
health.

To safeguard the public, airline cantains are required to take 2 FAA physicals
each year including an annual EKG after age 40, some companies also a minister
their own more rigorous medical examinations. Our Union, A. PA, has its own med-
ical department which provides the membership with the latest developments and
techniques in health maintenance. In spite of these advancements, health proble:ns
do arise for pilots just as they do for the general population. However, the system of
regular physicals required by the existing regulations insures medical e iciencies
are discovered early before there is an adverse impact on safety. Once discovered
the FAA has a system of exemptions for certain physical problems. Medical exemp-
tions have been granted by the FAA to pilots witrn one eye, heart repair, high blood
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pressure, and a host of other impairments that are rendered safe by a close-monitor-
ing. Age is, however, omitted, but it could and should be included in FAA’s list of
approved exemptions. I am sure any pilot desxring to fly after this 60th birthday
could also be willing to undergo more frequent and rigorous medical examinacions.

The third reason for the rule was pilot proficiency, which included the transition
in the late 50’s from piston aircraft to jets.

Pilots have always had “‘check rides”. Captains have 2 a year and co-pilots and
flight engineers have 1. Few professions are subjected to the same degrees of career
long checking as professional pilots. To compare early checking equipment an&‘)Jsro
cedures is simlar to comparing the first flight by the Wright brothers and ays
Shuttle. Simulators today are highly sophisticated and have the capability to per-
form all the manuevers the aircraft can, including fires, wind shears and electrical,
engine, hydraulic and pressurization failures. Simulators are used extensively to
recreate and thereby learn from most accidents. Today’s flight instructors are also
highly experienced and trained, and can easily determine the competence of any
pilct, in both knowledge »f line equipment and capability to use it. In addition to
these checks, everyday line flying is also checking A captain I knew was found to
have Hodgkins disease as a result of a report to management by the ..ot flying
with him. Finally the transition from pistons to jets has been accomplished, and
most airline captains reaching age 60 this year have been flying heavy jet aircraft
for 25 years. The means of assuring their continued capability to do so is available,
and could be used to protect the public safety.

The fourth reason the age 60 rule was adcpted was economics, and in my opinion,
it was the only reason, Union-Company agreements are such that the senior pilot
flies the equipment of his choice. This meant that a senior pilot would choose jets
and the return to a company from the investment in training a senior pilot on jets
was insufficiert. Also, if a senior pilot was forced to retire, a new pilot could be
hired at a much lower salary thus saving money for the cor “any. Also, at the time
of the implementation of the rule, it was conceivable that a senior captain would
not be capable of flying jets. In which case the training costs expended was a com-

lete loss Todcy, however, every one flies jets and the problem is therefore solved

fore becoming a captain. The other economic consideration was the pilot union
which in 1959 was practically all pilots, flight engineers belonged to a separate
union. Although no poll was ever taken of 1ts members, ALPA at first fought the
rule tooth and nail. Pilots simply did not feel that their age was a factor nor did
they want their means of livilihood removed. But in 1966, procedures were changed
and flight engineers joined the pilots union, and they entered the progression from
flight engineer to co-pilot to captain. Further, qua{xﬁed existing flight engineers
were trained and given the opportunity to become pilots.

This eventually changed ALPA policy from fighting the age 60 rule to favoring it,
as 1t meant that promotion to captain would occur more quickly. It remains that
way today

To summarize, there is no comparison in any area of the industry between today
and 1959 The unknowns of 1959 are now known and the precise means of determin-
ing the factors necessary for the safety of passengers travelling by air are available
and used The locs of a pilot’s afe 60 experience is not in the interest of public
safety 1n my opinion Everything I have learned 1n a 40 year career tells me that it
1s time for a rule change It is an honor to appear before this committee. I fe.:: very
humble and proud, and I hope that my testimony will help 1n some smail way to
change the rule

OcToBER 31, 1985

Hon. EpwaArp R RoyBAL.
House of Representatives,
Select Commuttee on Aging.
Washington, DC.

DeAr MR CHairMAN. Thank you for your support to change the FAA Age 60 Rule
and your letter of October 22, 1985, 1n regards to the hearing held on Oct 17, 1985,
by the House Select Committee on Aging. Many good airline pilots are having their
employment terminated becausc of this antiquated rule Tﬁe FAA Age 60 Rule
serves no useful purpose The FAA even hires airline pilots over age 60 to work for
them aad give us check rides A few years ago, the FAA was allowing some United
pilots over age 60 to fly a B-727 for the San Diego baseball team.

My employment was terminated by this rule in August of 1982, as a B-747 copilot
by United Airlines By court order, I was returned to my old career as a flight engi-
neer in February 1983 I enjoy working as a B-747 flight engineer My health is
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good. I completed a 3-day proficiency check ride 1n Denver on October 29th. The
check pilot complimented us for doing a good job. I had an FAA physical in June of
1985, and a Company physical in Oct 1985, both were good. I believe I am doing the
best job for United that I have ever done. I believe this is the same story that you
would hea /rom hundreds of airline pilots that are approaching age 60, and if they
eni'oy their work. I see many good pilots being terminated at age 60.

t is time *o terminate this archaic FAA Age 60 Rule. United is very short of crew
members anu the training center is overloaded. This will be true for many of the
other airlines. Now would be a good time to change the rule, and I look forward
with great expectations that within thirty days the doctors will have developed an
“em}mination protocol” for those who desire to work after age 60 as a captain or
copilot.

have reviewed the statement of Captain Henry Duffy, President of the Air Line
Pilots Association which was submitted for the record. In my opinion, the reason he
did not appear at the hearing was that his statements would have been different
from what he put in the record. History would tell him that ALPA has in the past
negotiated for pilots over age 60 to continue flying for TACA Airlines (Council # 58
in New Orleans, La). He should look at his ALPA Policy Manual for 1967, page 77
(copy enclosed). He knows that it is safe for pilots over age 60 to fly and it appears
to me that he did not want to make these statements before the committee, because
this would put him in bad standing with the younger pilots. The yo r pilots
would like to see the older pilots leave so they could have better paying jobs. Safety
is not the problem.

Will be looking forward to progress in terminating the Age 60 Rule. Thank -ou
for keeping me posted
incerely,
L.F. Mureny.

(Retirement Policy)

Fixed Retirement Age for Air Line Pilots

The Association strongly op,7oses any air line, government agency, or person arbi-
trarily setting a retirement age. A pilot of any age should be permitted to continue
to perform the duties of an air line pilot so long as he is able to meet the established
standards for a scheduled air line pilot. (Board 1950.)

Negotiation of Company Retirement Plans
The Association deems pilot retirement as a proper element of pilot compensaiion
and as such 18 a valid objective and subject for negotiation and incorporation into

collective bargaining agreements between the pilots and respective air line carriers.
(Board 1954).

Retirement Policy and Principles

The principles embodied in the report of the advisory committee on retirement,
which reported ‘o the Board of Directors at its 1954 Convention shall constitute the
guide for the President and officers of the Association and for member air lines of
the Association in resolving ret;rement problems for pilots.

Although reasonable and sound deviations from this program may be permitted
in specific instances by member air lines and the President of the Association. nego-
tiation of retirement pgframs to cover air line pilots shall substantially conform to
the principles enunciated in this report. (Board 1954.)

Pilot Aging and Retirement
Association policy on pilot aging and retirement include consideration of the fol-
lowing provisions
(1) An air line pilot carrier should provide the pilot with a standard of living
over his entire hfetime which 18 commensurate with the high standing of his
profession
(2) It is desirable to keep the pilot flying as long as he can do so zafely and
efficiently
(3) A pilot should be able to retire prior to normal retirement if he 8o desires,
rovided however that there shoultf also be a positive financial incentive to
eep flying until his normal retirement age.
4) T{ne Association should continue its past policy of not recognizing a com-
g:lsory retirement age for pilots which 1s not supported by valid statistical
ta

(5) Because of individual differences between chronoloEic 1 age and physiolog-
wal or functional age, 1f must be recognized that any chronological age agreed
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upon will be some sort of an average, and pilots at both ends of the scale should
be given consideration. (Board 1956.)

TRANSAMERICA AIRLINES,
Oukland, CA, August 26, 1985.
Hon. Epwarp R. RovBaL,
Chairman, Select Commuttee on Aging
Washington, DC.

Dzar MR. RoyBaL: Transamerica Airlines wishes to support the efforts of those
who wish to modify or change the FAA age 60 rule.

It is the feeling of this airlines that, given adequate medical examination, most
pilots will be found to be medically qualified to fly in airline operation after age 60.
As long as there is 1.0 restriction on the use of pilots after age 60 in terms of types
of scheduling and the like, Transamerica Airlines heartily endorses the concept and
the efforts of those v 'i0 wish to revise or change the rule, and will be supported by
us.

The incidents of medical disqualification of pilots at this airline occurs at an aver-
age age of 51. Of the 86 pilots and 6 flight engineers who have retired from
america Airlines in the last five and one-half years, only one nas died. Many of the

ilots who have -etired from our company have continued their flying careers with
oreign airlines. These pilots who are forced to retire at age 60 are, in our view,
capable of continuing in their positions in almost every instance. Our airline '.as
significant investments in these pilots in terms of training, and they offer the great-
est level of experience in our pilot work force. It seems to Transamerica Airlines
that an appropriate medical protocol for exemption from the age 60 rule or modifi-
cation to the age 60 rule, based on advances made in medical science and technology
over the last several decades, will show that these pilots are capable of continuing
their rr?onsibilitiea with the airlines of the United gtatas.

Should you or members of your staff wish to talk to me, I will be happy to do so. I
will be the spokesman for Transamerica Airlines in regard to this subject.

Sincerely, HL N
L. Nerr,
Vice President, Flight.

JENNINGS, OK, October 11, 1985.

Hon. MIkE SYNAR,
Select Commuttee on Aging,
House of Representatives, Washington, DC.

DreAr MikE: I understand that the Select Committee on Aging has tentatively
scheduled a hearing for Thursday, October 17, 1985, at 10:00 a.m., to consider what
action, if any, the Congress should take concerning the FAA’s so-called “Age 60
Rule for Commercial Airline Pilots.” I would like to give you my views on this
matter.

I was a pilot with Trans World Airlines for 35 years; and for 33 of those years, I
served as a captain. | commenced my airline career (after having been a Navy pilot
for 5 years) flying Douglas DC-2s (“Giant Silver Airliner Takes the Skies”"—the
headline in the Los Angeles Times, for this 14- nger, 1560-milee-per-hour air-
liner). And, I closed my career flying the Boeing 747—I was the 6th TWA line pilot
to fly this plane when 1t started service in 1970.

On May 20, 1974, I was retired (“fired”) simply because I had reached age 60. I
believe that all knowledgeable men realize that airline flying is a judgment factor;
and should not everyone's judgment continue to improve wit experience? 1 should
like to honestly tell you that I believe the best flight that I flew during my first

ear as captain (1941) was as well flown as the worst flight that I flew the last year

UT I don't believe that it would be a true statement.

I was 71 years old the 22nd of May, 1985 and have just completed a ve? exhaus-
tive routine health examination (including a stress cardiogram) at one of our Na-
tion's leading medical clinics and the examinirg doctor started our ‘“debriefing” by
sayinz, “There are lots of 30-year<lds that wish they were in as good condition as
you”—blood pressure—115/68; cholesterol—179; vision—20/80 (uncorrected); etc. I
asked, “How ons do you ex’)ect that I will live?” The answer, “Somewhere between
5 minutes and 30 years!” We don’t know how long we will live, do we? That is one
of the main reasons, starting back in the early '30s, that we had a copilot—ta “take
over” ghould “something happen to the captain.” And, as you already know, on the
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planes that I flew at the end of my career, we had 2 extra pilots to “help the cap-
tain, if necessary.”

Most members of Congress do an extensive amount of flying. I should think they
would feel more comfortable in the hands of older pilots, supposing those pilots had

their physicals and flight checks.

1 feel that our Country has unfortunately drifted into a routine of settling some of
its most imhfortant problems, purely on a basis of existing pressures and that’s “sure
too bad!” Me? I just want to see done what is best for the Country I love. If I had
the chance, I would not choose to return to the cockpit; but I would feel very com-
fortable with some older guy at the wheel, provided he had passed his checks as
mentioned above.

If there cre any questions that you, or any other members of your Committee,
would like to ask me, then I would be ha;‘)f{ to try to answer them. I would even
come and testify before your Committee and let you see “how senile I am not!”

Your grateful constitutent,

Aruix J. NixoN.

P.S. As to the argument—‘‘Make room for the younger guys,” we should not think
of the airlines, where 8o many lives are at stake (your life included) as a “welfare
agency”—we have many other agencies that provide for the needy!

DaLvras, TX.
Subject: Biographical Information on Harry S. Owen.
Acr SixTy ExEMPTION PANEL
Chicago, IL.

Born June 30, 1924 at Rotan, TX (Westerr: part of State). Divorced; One adopted
Daughter (Donna Owen: In College majored in music. Works in Entertainment field.
Partner in own band, Song writer, and performs as Vocalist.)

Had a very early interest in Aviation. Started taking flying lessons in Late 1930s
{Parker Flyi Scf-:ool. Sweetwater, TX). While still in High School, soloed in 1940
on 16th birthday.

After completing High School in 1941, enrolled at Parker Flying School for com-

lete course in Flying. Worked at R.A.F. Training Centre, Sweetwater, TX, in Line

aintenance while continuing flight training at P.F'S.

Completed flight training at P.F.S. and was accepted at Army Air Corp. Central
Instructors School at Kelly Field, TX. completed C.1.S. at Kelly and was certified as
Military Flight Instructor. This certification allowed me to instruct in mﬁ Army
Air Corp. School (the age limit was waived down to 18 yrs of age). This enabled me
to be the youngest flight instructor in WWII. .

After instructing 8 classes of cadets, was released to join Fifth Ferry Group at
Love Field, TX a8 a civilian Ferry Pilot. Worked as Ferry Pilot, delivering many
types of airplanes all over the USA. .

Attended the Air Corp. Advanced Multi-Engine Instrument Training School at
Randolph Field, TX. After completing this school as a civilian I accepted an Ap-
pointment as an Army Air Corp Officer and was given winss as a military Pilot.

Was then sent to 7th Ferry Group at Great Falls, Montana and Ferried airplanes
to the Russians through Canada and Alaska.

In 1944 went to and completed the Advanced C-47 Instrument School (Hump
Pilot School).

1 then took delivery on » new C-47 at a facto{?' in Oklahoma City and flew it to
Myitkyina, Burma and formed the 1348th AAFBU.

ew 137 round trips across the Hump to China—then back to Dum Dum and flew
%ptain on a military Airline (Harry Howtons Airline) for the China Burma, India
eater.

Then I was attached to the OSS and operated in Bankok, Saigon, Singapore, Bata-
via, and Java.

Went back to the USA and MATS Pacific Division until 1948. Then I went to
work for Commercial Airlines in Early 1948, In late 1948 was recalled to the Air
Force to fly the Berlin Airlift. Went to C-54 Recurrent Training at Great Falls,
Montana. 'f"hen to Celle, Germany for full tour on the Berlin Airlift. In 1949 was
released back to commercial airlines

In 1950 was recalled to the Air Force to fly Korean Airlift. Flew Air Evact. out of
Kelly Field. Then to Japan as 316th Air Division Flying Safetg' Officer. From that
job was selected to fly the United Nations Supreme Commander. Served Generals
i‘latt Ridgeway and Mark Clark in that position. Completed Korean tour and went
back to the Airlines.
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Flew for Delta Airlines until FAA forced retirement on July 1, 1984.

Flew Captain on (DC-3-4-6-7-9) Curtis C-46, Convair 440, Lockheed Constella-
tion, Boeing 727, Lockheed L-1011, and L1011—500 international Aircraft.

Flew out of Dallas, TX for most of career.

For 6 months flew Atlanta—London and Atlanta—Frankfurt run.

Trained and operated all of the latest navigation computers. FMS—Flight Man-
agement System, INS—Omega and Loran Co. Navigation Systems.

Certified to fly lowest minimums available to any airlines. CAT Il B.—0 ceiling
and 300 Ft. Visibility. This is a complete computer approach and landing. Pilot only
takes airplane after complete stop on runway.

Last trip on airlines was Frankfurt to Dallas, TX, June 1984.

Military Aircraft Flown: 6,080.00 hours. L-4-5; PT-17, 19, 22; BT-13, 15; AT-6, 1,
9, 11, 17; T-28; P-39, 40, 63; A-24, 25; Lockheed Hudson and Constellation; C-46, 47,
54. B-17, 18, 25, 29.

Civil—other than airline: Curtis Pusher, OX Robin, Linc. Page, COB F-2, 3, 4,
Aeronicas, Porterfields, Swift, Luscombe, Mooney, Stinson, Navion, Ercou , Waco
Cabin Biplane, Culver, Howard, Stag. Wing Beech, Ford Tri-Motor, Fairchi d, Beech
Baron, Cessna-170, 172, 180, 182, 210, 310, Piper Seneca, Jetstar, Lear Jet 23.

Ratings' (1) Airline Transport Pilot; (2) Flii};t Engineer Rating; (3) Flight Instruc-
tor; (4) Commercial-Single and Multi Engine Land.

3 l\g(l)l&t(!)iory Flying Time, 6,080.00 hours; Civil Flying Time, 26,820.00; Total,
2,300.
D Ii.i‘\Cwards: 5 Battle Stars, Berlin Lift Medal, 5 Air Medals, China Freedom Medal,

Physical Activities: Ride Bike, Walk, Power Walk (Race walk with weights), Play
Racquet Ball, Lift Weights 2 to 3 times per week, Ride Motorcycle.

I believe what makes me well suited (or any other Pilot) to continue as an Airline
Pilot after age 60 are the fulloving:

(1) Mental and physical discipline and a positive attitude are the most important.

(2) Keep current FA/A First Class Medical.

(3) Maintain and listen to your body

(4) Keep up with the advances in medicine and have a doctor that does the same
Stop what you know is bad and start what you know is good for you

(5) Keep your mind and body very active.

(6) Fly Airplanes 1 also fly radio-controlled models. It's fun, good for your eyes
and reflexes, and you have to think faster than with a real airplane.

(7) Look forward to your next flight as Captain on your airline, but be realistic,
and only look forward to being a passenger on a space flight before you fade away.

Capt. HARRY OWEN.

P1LoTts RIGHTS ASSOCIATION,
Washington, DC, October 14, 1985
Hon Epwarp R RoyvsaL,
Chairman, The House Select Commuttee on Aging, Washington, "C.

Dear MR Cuamman. Pilots Rights Association appreciates the privilege of sub-
mitting the following comments for the record of the dearing being held on 7 hurs-
day, October 17, 1985 inte Age Discrimination and the FAA'’s Age 60 Rule. Ve com-
mend you and the Committee for investigating this heinous rule, and in your at-
tempts to eliminate age discrimination in employinent wherever it occurr in Amer-

ica

In 1959, the Federal Aviation Administration (FAA) promulgated the Aye 60 Pu.le
for commercial airline pilots on questionable evidence. The research projects re-
viewed by the FAA are flawed in that they were either not applicable to airline
pilots in 1959 or are outdated by today’s standards.

Even the 1980-'81 study conducted by the National Institutes of Health (NIH) &
the request of Congress has been outdated by research that has continued since that
time.

The safety record of the comraercial airlines is one to be envied by all industries.
It is, however, not attributable to any single factor, but to a complex system of
many factors and to the conti.ued efforts to improve. For anyone to suggest things
should remain “status-quo” is to say we should ignore ways to provid: even safer air
transportation to the traveling public.

Had the airline industry adopted such a position fifty-years age, we would still be
flying DC-3 aircraft at 150 miles per hour. We would not be able to 8pen continents
and circle the globe in a matter of hours, and much of the growth . - the airline

RIC 435

Aruitoxt provided by Eic:




Q

ERIC

Aruitoxt provided by Eic:

432

industry and other industries could not have taken place. Business could not con-
duct itself as it does, and certainly, we could not have rapid transportation for life-
saving and business necessities we have today. One wonders what our defense
system and the condition of medical science would be like if the nation had adopted
a “status-quo’’ position in those areas fifty years ago. Certainly, we would be a bi-
hingual nation, but the languages we speak would be German and Japanese if we
had taken that attitude

“Status-quo” is unacceptable in an industry which depends on progress and mod-
ernization. It is not acceptable when newer and better technology gives us the
means of making the end product even safer.

By present practices, the FAA does not deny a pilot the right to exercise the privi-
leges of his/her airline transport pilot (ATP) certificate. They simply deny the pilot
the right to use that certificate in scheduled airline—Part 121—operations. The
FAA’s Medical Department will grant a First-Class medical certificate to a pilot if
he/she passes all the requirements for that certificate. By the same token, the
FAA’s Flight Standards Department will allow the pilot to exercise the privileges of
the ATP certificate if he/she has demonstrated the ability to fly the aircraft in
which the pilot is certified. In other words, there is no age limit requirement for
medical or proficiency and competence. The catch is that a pilot may fly a B-747, a
DC-10, a L-1011, a B-767, a B-727 or any other aircraft, being used by the sched-
uled airlines, within the United States or anywhere else in the entire world, but he/
she cannot do so in U.S scheduled airline operations.

If, as the FAA contends, there is no test that can be used to determine which
pilots over age 60 could continue flying, then the examination it uses to evaluate
pilots under age 60 is also not adequate to determine which of those pilots should be
allowed to continue flying without jeopardizing safety.

If Lhere 1s no such test, then a large segment of the medical community has been
fooling a lot of people for many years. The United States Navy has had an on-going
study of pilots since 1940. In that study, the Navy evaluates pilots on a continuing
basis The Framingham Study has been evaluating individuals for over three dec-
ades and 18 now beginning to test off-springs of the original subjects. The National
Institute on Aging (NIA) has sponsored the Baltimore Longitudinal Study for over
twenty-five years. They continue to evaluate individuals with a high degree of accu-
racy The Department of Health and "Iuman Services (HHS) is sponsoring a six year
national study called “Multiple Risk Factor Intervention Trial” which is costing
over $12,000,000 annually. The United States Air Force continues research into cor-
onary heart disease (CHD). Colonel Rufus M. DeHart, head of this researcn says,
“There are a number of tests availabie to detect CHD in asymptomatic patients.”

Hundreds of millions of dollars, even billions of dollars are spent annually on
every conceivable research project which requires the evaluation and monitoring of
mndividuals. Thousands of these programs show conclusively that we can and do suc-
cessfully test the individual.

Admittedly, no evaluation system can offer a one hundred perceni guarantee.
Nothingrm life has a one hundred percent guarantee except that death is life’s end
result. Therefore, we must all accept some element of risk in every regime of life.
What is logical is to reduce the level of risk as much as possible and make further
improvements as they develop.

In the case of aircraft certification, the FAA has recently authorized the use of
two engine aircraft for non stop flights across the North Atlantic as long as those
aircraft are operated within 120 minutes of a suitable landing field at all times.
With the uncertainty of weather conditions over a long period of all time—particu-
larly across the North Atlantic—prudent flying requires alternate airports outside
any weather system. In this case, the planned alternate for operations with a failed
engine, which might have been open or availeble at ti.c time of take-off, could be
closed or unavailable, because of rapidly changing weather conditions when the
emergency actually arises. This, the FAA believes, is perfectly safe.

In the case of medical recertification of pilots, the FAA has accepted the ability of
medical science to relizblv test pilots who just a decade ago would have been consid-
ered absolutely uncertific. -~ >cause they had suffered such conditions as myocar-
dial infarction, coronary artery by-pass surgery, strokes, alcoholism, drug depend-
ence, psychoses and a Hriad of other cardiovascular and pgf'chological conditions.
Today, however, the FAA has recertified hundreds of such pilots even though there
is a substantial failure rate among those recertified pilots.

According to the President of the Airlines Medical Director’s Association, “We
could be faced with an international B-747 with as many as sixteen by in the
same cockEit, or we could have an intercontinentoal 1011 or DC-10 with four post
stroke cockpit crewmembers.” He also said, “Imagine the captain just mentioned
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flying with a first officer who has either a cataract or has lost his right eye. The
flight engineer panel normally blocks the third seat view on the rigtht. Thus, we
czlm have a 747 with no one in the cockpit able to see out the right side of the air-
plane.”

Soune further thoughts worthy of consideration are in the area of the FAA's medi-
cal examination presently given to airline pilcts. The FAA does not require a risk
factor assessment. According to the NIA and the Aerospace Medical Service Center
at Brooks Air Force Base, risk factors are important as highly predictive of the pos-
sibility of developing CHD.

According to these sources, hypertension (high blood pressure), elevated serum
cholesterol and cigarette smoking are particularly dangerous risk factors. One of the
three in an indi-idual doubles the risk of CHD, whereas the presence of all three in
an individual incr2ases the risk tenfold. The FAA allows pilots over age 50 to have
blood pressure of 160 mm/hg systolic over 98 rnm/hg diastolic. The American Heart
Association considers normal blood pressure to be 120 mm/hg systolic. Gordon and
Devine consider blood pressure of 140 mm/hg systolic as borderline hypertension
and 160 mm/hg systolic as definite hypertension.

The FAA does not test a ?i]ot for serum cholesterol and does nothing if a pilot
smokes, whereas the most frequently cited statistics support a 70% increase in
death rate and a threefold to a fivefold increase in the risk of CHD in men who
smoke one pack of cigarettes Eer day.

Mortality from CHD is 4.5 times higher in diabetic men 15-44 and 6.4 times
hifher in diabetic women than it is in nondiabetice The FAA does 1ot disqualify a
pilot if .1is/her diabetes is controllable by diet and exercise.

Cenet.c factors are also im t. A higher incidence of CHD is present in indi-
viduals with A, B or AB blood type, and a positive family history of is a signifi-
cant risk factor, and yet the FAA does not consider either of these conditions.

The sensitivity of t{:e Double Master's Exercise Test (Master’s Two-Step) is consid-
erably greater than a resting electrocardiogmm (ECG), and a treadmill exericse
stress test is twice as sensitive as the Master's Two-Step. The FAA only requires the
resting ECG for pilots over 5&40. even though the test is considered relatively in-
sensitive for detecting latent CHD in asymptomatic persons.

With all this in mind, and the airline industry facir& a serious shortage of quali-
fied replacement pilots. It is time to abolish the Age 60 Rule for the vestige of age
discrimination in employment it really is.

Pilots Rights Association again thanks the Chairman and the entire Committee
for coming to gripe with this matter. We are available to assist the Committee mem-
bers in any way poesible. Thank you.

Miam, FL, October 10, 1985.
Rep. Epwarp R. RovsaL,
House of Represzntatives,
Select Commuttee on Aging, Washington, DC.
Attn: Mr. Jack Young.

Sirs, I am presently employed by Eastern Airlines as a First Officer on the L-
1011. M{ age 18 43. I was a member of the EAL ALPA Age Sixty Committee in 1979.

I would like to go on record as opposing the age sixty rule. I think it is unfair, has
no medical validity and is outright discrimination.

I would like to point out to this Committee that there are alreadg pilots flyi

t the age of sixty and ing people for hire under FAR Part 185. They have

n doing this for years to the detriment of no one. They are doing this with no
increase in vigilence either medically, mentally or hfylically in the form of addi-
tional checks. I would like to cite the case of a goos riend of mine, Lew Carlisle,
who flew the Los Angeles Dodgers baseball team until he was 69 years of age, when
he was unfortunately killed in a bus accident. 1 have no doubt he would still be
flying the team if it wasn't for his unfortunate death. The ownership of the Los An-
geles Dodgers, entrusting their team, worth millions, to a man of Lew's age, speaks
well for the abolishment of the age sixty rule. .

1 would like to address several arguments used in the past nst a change in the
age sixty rule. People seem to be concerned about how the :ﬂ:lng: will come es
cially concerning retirement benefits. I think the change should be slow and order-
ly, perhape a year at a time. Retirement could be handled the way it is presently
being handled by Eastern Airlines for those retired Captains who are returning as
Flig:ltizfdngineen. That way those who wish to go at sixty can do so without being
pen .
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1 am sorry 1 cannot attend the hearings in person at this time. I need a little
more lead time If I in be of any help in the future, please cal! o5 e, My phone
numnber is 305 667 0601.

Sincerely,
Joun F. PURGAR

THE PENNSYLVANIA STATE UNIVERSITY
CoLLrGe or HUMAN DEVELOPMENT, OCTOBER 7, 1985.
Congressman Epwarp R. RoyBaL,
Chairman, Select Committee on Aging,
House of Representatives, Washington, DC.

Dxar Mg. Rovsav: Thank you for your letter of September 30, 1985 inviting me to
prepare a staiement for the record for your hearinﬁninto the Federal Aviation Ad-
ministration (FAA) Age 60 Rule for commercial airline pilots scheduled for October
17, 1985. As you requested, I will address my comments specifically to the irsues
regarding the feasibility of allowu:f comr. arcial airline pilots to continve their
flight responsibilities past age 60 under an - ppropriate testing program.

t me call your attention first of all t¢ the fact that the contention by the FAA
that the, er» not aware of ary tests that c...: be giver: tv an individual to determine
wheier .hey an .ninue tc fly after age 60, if taken seriously, would ¢ as* gerious
doubts upon the val tity of the FAA'S current flight certification procedures. The
study by the Nativ:.a: .:cademy of Medicine that was reviewed with additional hear-
ing; by tiie NTH srac.al committee on Commercial Airline Pilot Retirc =nt clearly
‘ndicr »d that age 60 hai no special significance as a guidepost for < e-related
changes that might be predictive of pilot competence. Consequently, if - .1e present
procedures are indeed judged to be satisfactory to protect air safety, then they ought
to be equally apprcpriate for determining which pilots might be qualified to contin-
ue their responsibilities.

The FAA is absolutely correct, however, i1 stating th. we do not now have an
data to inform us whether these procedures are equally valid for pilots over age 60.
In fact, we will never have such data as long as the FAA :ﬂafemically refuses tc
develop or sponsor the development of procedures that will allow a limited trial to
offer weaivers of the Age 60 Rule to carefuliy selected commercial airline pilots who
wish to extent their work life beyond age 60 Tiie development of such procedures is
eminently feasible, and a broad design f:r a safe approach was ofiered by the NIH
special committee that would b ve i< ,ived monitoring ¢ * ~ted pilots’ physical and
cognitive functions from age -7 or . s, and then ting waivers on a ole-year or
six-months basis for those individuals whose functions had remained stable.

As far as I know, there have not been any rommercial aviation accidents that
have been attributed to the simultaneous physical incapacitation of two members of
the cockpit crew. Indeed, the fn .bability of stroke or heart attacks occurring simul-
taneously to two persons would be extreme}_y low even at quite advanced ages. Cur-
rent medical assessment procedures used for pilots below age 60 are likely to be
gzite adequate in screening out individuals at above average risk on an individual
basiz at older ages as well. The real issue with respect to air safety then seems *o be
the risks due to pilot error. In this regard, there seems to be a suspicion that age-
related ch in cognitive function and sensory capabilities may impair the com-
petence of older pilots.

Cognitive ability dimensions, high levels of performance on which appear to be
particularly relevant to the avoidance of pilot error, would seem to inct»2> the abili-
ties of Induc'ive Reasoning, Spatial Orientation, and Perceptual S . In addition
measures of intellectual flexibility might also be usefu:, as would be more detailed
evaluations of the auditorr and visual systems (with resge:t to dimensions such as
hearing loss within the range of audible speech, peripheral vision, and s, of
visual accommodation. than are currently provided in the standard FAA physical
examination.

While we obviously dc not have data on the cgnit.ive functioning of commercial
virline pilots over age 66, ‘e do have substantial data bases cn hg reliable meaas-
ures of cognitive perform. .ce for general po];IMation samples. Studies that I have
condcted on such samples show that although there are significant average decre-
ments in performance past age 60, such decrements do not affect all or inost per-
sons. Over thc age range from 60 to 67, for example, decrement was found in Yeeu
than one third of the persons followed ~ver a seven-year period. It has also been
found thac decremental changes occur with lx‘m.rt.icularl) low incidence in individuals
who are in good physivai health, have high incomes, have flexible life styles, and
lead stimulating lives; all of which characteristics are quits descriptive of must
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senior commercial airlinteegxiots. Unless an individual suffers serious physical inca-
pacitation, or is preven from practicing the mental skills measured by these
tests, possible age-relnted changes occur at an extremely slow pace. Some well-func-
tioning older ir.dividuals, although they show some decline, may 1. -.ain well ab wve
the average level of younger persons, because they started out at performance levels
that may have been well abov: the minimum level required for adequate job per-
formance. The ability tests usea 1n our studies have been evaluated over several dec-
ades. ’gley ?re highly reliable both on a group and ‘ndividual basis (see references
L en below).

In view of the fact that normal aging changes in cognition and sensory function
are quite small and proceed at a very slow pace in most healthy individuz!= during
the seventh decade it would seem to be quite feasible to detect abrupt changes that
might signal seriovs declines via annual examinations. Such examinstions could be
required in addition to the current assessment procedures mandated by FAA for all
pilots. It would, of course, be useful to collect cognitive ability data for active com-
mercial airline pilots to determine averages and ranges to establish nornative data
that could be used as performance minima. Such a strategy might permit us to de-
termine whether selected older pilots have remaining reserve capacity even though
they have experienced some age-related decline from an earlier level of functioning.

A more immediately implementable and useful strategy, that would in my judg-
ment be even safer, would directly address the question whether an individual pilot
has shown significant drop in his cognitive functions that might impose a risk of the
possible dimunition of that pilot’s continuing competence. l%!'us strategy would in-
volve determining a base line level over at least three assessment pointe, say at ages
48, 59, and 60. A waiver for one year could then be safely given to those piiots who
have remained stable over the past three assessment points. The waiv. ~ould then
be extended further on an annual asis for those pilots whose functicnal levels con-
tinue to remain stable at successive assessment points. Implementing such a pro-
gram would permit us to collect safely the very data, the absen~e of wh.ch now
seemn to stand in the way of providing adequate procedures for grantng exemptions
to those commercial airline pilots who maintain high levels of competence and
standards of performance as they reach age 60.

I very much appreciated the opportunity to comment on th-se issues and hope
that your hearings will be helpful in breaking the impasse over changing the Age 60
Rule and will lead to efforts by the FAA to implement a safe and thoughtful wa:ve:
prlogram that will make it possible to extend the work life of competent senior
pilots.

Sincerely yours,
K WARNER SCHAIE,
Professor of Human Development and Psychology.
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EASTERN AIRLINES INC,,
Miami, FL, August 27, 1985.
Hon DonaLp EnGe;
Administrator, Fed. . { Aviation Administratior,
Washington, DC.

Dear ApMmiRAL ENGEN: I have long believed that the FAA’s Age 60 Rule should
not apply to pilots who arc healthy and capable of continuing airline service. My
experience over the years reinforces my belief that it is a waste of human resources
and a loss to the airline industry to subject our most experienced pilots to an arbi-
trary age cutoff. .

I appreciate your responsibilities in this area and I realize that you have inherit-
ed a longstan”  "AA policy, but the Age 60 Rule is the king of regulition thac
has loet its va ...y, if in fact, it ever was valid. Considering the advences in medi-
cine and technology we have seen since the rule went into efffect, in my view, the
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rule should be abolished As a starting point, qualified pilots should be given exemp-
tions from the rule.

A prime candidate for an exemption is William Fcrmato. Bill is an L-1011 Cap-
tain with Eastern who has served the company for almost 30 years. I have known
him professionally for many years, and he 18 one of the best. Bill will turn age sixty
in October of this year, and I understand he is taking steps to petition so that he
can continue in Eastern’s service.

Kindest personal regards,

Sincerely,
R J. SHIPNER,
Vice Pr.sudent,
Flight Operations and System Chuef Pilot.

ToRrRONTO, ONTARIO, November 14, 1985.
Hon. Epwarp R. RoyBaL,
House Select Commuttee cn Aging,
Washington, DC.

DeAR Sgnator RoyBar: The enclosed information may be of some help in your
continuing efforts to end age discrimination against airline pilots. It is a copy of the
results of an extensive medical examination I underwent at the Mayo Clinic in
Rochester, Minnesota, in July 1981 which Jack Young has requested I send to you.

Dr. Early Carter, of the Mayo Clinic, arranged the tests, the results of which
helped me to get an injunction in the Ontario Supreme Court. This injunction al-
lowed me to continue flying as a pilot for five additional months after my 60th
birthday, the compulsory retirement age used by Air Canada, my employer for 37

years.

Subsequently, the pilots’ union in concert with Air Canada was successful in over-
turning the injunction in a higher court; as a result, my employment with Air
Canada er.ded on January 19, 1982. You will note in the Mayo Clinic Medical Report
that Dr. . Carter states: “. . . Accordingly, no evidence for underlying abnormality
which would be disqualifying for pilot duties was disclosed . . .”.

There is no law in Canada requiring airline pilots to retire at age 60. Indeed,
meny smaller airlines employ pilots well into their 60’s. Nationair, for example has
five captains who are over age 65 currently flying DC8 8 on international rout: . As
well, Nordair and Transair have also employed captains over age 60 in the pas.. Air
Canada and the larger airlines, who belorg to the Air Transportation Association of
Canada, have a policy of age discrimination forcing their pilots to retire at age 60.

hiay 1 wish you the very best in your endeavours to end age di~crimination
ag: a8t sestor employees with bona fide job qualifications requiring demonstrable
medical anua physical proficiency.

Yours truly,
R. R. STEVENSON.
Enclosure.
Mayo CLINIC,
Rochester, MN, July 15, 1981.

To WxoM It May CONCERN:

The following constitutes a summary of the comprehensive medical evaluation ini-
tiated on Mr. Roderick Ross Stevenson on July 13, 1981.

Clinical interview failed to reveal any evidence for significan* complaints. To be
sure, he had a tendency for a modest seasonal allergic rhinitis manifest in the
spring and the fall. His symptons had diminished over the years and he has utilized
no treatment for over ten years nor has he hud to lose any time from work. No
history for asthmatic features, urticaria, or other systemic allergic disorders.

This pilot remains active physically, has never indulged in alcoholic beverages or
tobacco and ha. avoided obesity.

On physicel examination he was T0 inches tall, weighed 161 pounds, had a tem

rature of 98, plus of 58 (full and regular), and blood pressure 100/64 left and 104/
83 right. General physical examination was er.tirel; satisfactory in particular there
being no abnormalities with respect to the cardiovascular, pulmonary, musculoskel-
etal, or central nervous system. .

Examination by the Depariment of Ophthalmology revealed 20/2C vision bilat-
erally for distant function with a fully corrected presbyopia. Intraocular tensions
were normal, er.ra ocular muscle uction was normal, and color vision was entirely
satisfactory.

An audiogram revealed satisfactory hearing acuity throughout the entire frequen-
cy tested bilaterally.
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The following labo:a ry studies were obtained and found to be within normal
limits electrocardiogram, chest x-ray, routine urinalysis including miscroscopic ex-
amination, leukocyte count, erythrocyte count, hemoglobin, red blood celis indicate
total .* “~let count, cholesterol (183), tr slycerides (66), and also the following blood
chemist..es were within norma! limits: sodium, potassium, calcium, phosphorus,
prc emns, glucose, alkaline phosphatase, SGOT, quantitative bilirubin, uric acid and
creati' ne A lung function screening test revealed a normal vital capacity ead a
maximum midexpiratory flew with normal limits

His blood type was O Rh +

On July 14, 1981, an exercise electrocardiogram utilizing the Bruce protocol was
accomplished. This revealed no evidence for ischemic heart disorder, J;srhythmia,
or other heart abnormalities.

A copy of the psychometric studies is attached. It will be noted that there is no
1ndicat}:on of disturbance in emotional characteristics, disturkanc 1n intellect, and
so fort

According!, no evidence for underlying abnormality which would be disqualifying
for pilot duties was disclosed.

EaRrL T. CarTER, M D, Ph D.

Enclosure

PsycHOLOGY—MA YO CLINIC—ROCHESTER, MN

Name' Roderick Stevenson, Age: 59 years

Tests-administered: Wechsler Adult Intelligence Scale, Wechsler Memory Scale;
16 PF, MMPI.

Tests results: Mr Stevenson was pleasant and cooperative during the examination
and 1nterview. He talked freely about his historg; with Air Canada airlines and nis
concern over continuing to fly after agz 60. He has completed a high school educa-
tion and has some college traminf.

The Wechsler examination yields a Verbal Comprehension 1Q Equivalent of 111.
The Performance IQ is 125. Obviously the latter score indicates a superior perceptu-
al motor functioning. There are no areas of deficiency. Mr. Stevenson works rapidly
and efficiently and his eye-hand coordination is excellent.

Selected subtests of the Wechsler Memory Scale indicate memory functioning
commensurate with his general inte.ligence. I feel he is very adequate in both
recent and delayed memory.

Neither the Minnesota Multiphasic Personality Inventory nor the 16 PF test show
any evidence of significant psychopathology. Mr. Stevenson sees himself as emotion-
ally stable and has greater than average confidence in himself. There is no evidence
of depression. There is no evidence of hvpochondriacal concern., He conforms reason-
ably well to social codes and customs of society.

I feel there is nothing 1n this examination to contraindicate his ability to continue
flying

[Western Union Mailgram]

RicumonD, MO, October 16, 1985

Hon Lpwarp RoysaL,
Washington, DC.

Flying schedule prevents attendance at your hearin7 October 17. Believe present
age 60 rule 1s primitive and arbitrary. Should be replaced by state of art flexihle
means of safegusarding public safety
Capt JOHN TESTRAKE,
TWA.

PREPARED STATEMENT OF CLARENCE THOMAS, CHAIRMAN OF THE EQuaL EMPLOYMENT
OPPORTUNITY COMMISSION

I am Clarence Thomas, Chairman of the U.S. Equal Employment Opportunity
Commission (EEOC). The Commission is responsible for enforcing, among other
laws, the Age Discrimination in Employment Act (ADEA) of 1967, as amer ded, a
Federal statute which prohibits employment discrimination against persons 41-70
years of age.

The Subcommittee has requested the EEOC’s position refarding the continued
need of the Federal Aviation Administration's age 60 rvle for commercial airline
pilots. The Commission, as a body, has not addressed the issue of whether the Feder.
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al aviation rule 1s necessary; and therefore, EEOC has not issued a decision on this
issue

However, the Commission is quite concerned about the issue of arbitrarily estab-
hshing maximum age limitat ons upon certain jobs.

Under the ADEA, employers are prohibited from placing maximum limitations on
their employees unless the employer can establish that the age limitation is a bona
fide occupational qualification (BFOQ) reasonably necessary to the normal operation
of the business The law provides a test in which the rights of older workers are
balanced against the needs of the employer and the public interest. In the context of
jobs which affeci tke safety of other persons, an age limitation can be established as
a BFOQ if the employer can show the following elements:

1 That the age limitation is reasonably necessary to the essence of the busi-
ness, and

2 That there is a factual basis to believe that all or substantially all employ-
ees over a certain age would be unable to safely and efficiently perform the
duties of the job involved.

However, even when the employer cannot carry this burden, if it demonstrates
“that 1t is impossible or highly impractical to deal with . . . [persons over a particu-
lar age] on an individualized basis, it may apply a reasonable general rule. . . .”
One method by w} ch the employer can carry this burden i1c .0 establish that some
members of the discriminated-against class possess a trait precluding safe and effi-
cient performance that cannot ascertained on an individual basis through test-

1ng

The EEOC has several lawsuits pending 1n the United States District courts that
involve private companies which have unilaterally adopted an age sixty rule for its
company pilots. We are in litigation because the Commission maintains that age
sxxlty 1s not a blanl.et BFOQ for pilots who are not subject to the FAA age sixty
rules

In the context of ADEA enforcement, to successfully assert age 60 as a BFO™ for
pilots, the airline would have to show (1) that the proposed age limit had a ...ect
effert on public safety; and (2) that disqualifying considerations applied to all, or
substantially ail, pilots over 60 who possess a disqualifying trait that cannot be as-
certained on an individual basis

The Commission’s position on a proper “bona fide occupational qualification’ for
the establishment of an arbitrary age rule was adopted by the United States Su-
preine Ceurt 1n the case of Western Awr Line v Crisweli, ——U S.——{(1985).

The ECZUC has conducted no independent study of its own relative to the FAA age
sixty rule, but does note that the National Academy of Science report, submitted to
the panel on the experienced pilots study, 1s probai‘)'ly the most authoritative study
that has been made 1n this field

In closing, we believe that the question to be resolved is whether the age 60 limi-
tation on the employment of commercial pilots is discriminatory and needlessly ar-
bitrary From our perspective, 1t appears that choosing age 60, as a limitation, 18
unwarranted because there is no factual basis to believe that all, or substantially
all, pilots over that age are unfit to perform their duties

The Commuission has consistently taken the position, since, the enforcement of the
Age Discrimination in Employment Act was transferred to the commission, that ar-
bitary age limitations are contrarv to the ADEA

THE Jouns Hopkins HospiTAL,
CLAYTON HEART CENTER,
Baltimore, MD, September 18, 19¢5.
Hon Epwarp R Rovsal,
Chairman, Select Commuttee on Aging,
House of Representatives, Washington, DC

Drar CoNGRESSMAN RoyvsaL, This letter 1s 1n response to your request of Septem-
ber 13, 1985 that I prepare a statement concerning the issues mnvolving the ability of
a pilot to continue flight .esponsibilities after the age of 60 years under an appropri-
ate testing program
My comments with regard to the 1ssue at hand come from my knowledge of the
heart and the cardiovascular system in relationship both disease and normal aging.
1 am Director of the Cardiology Division at the Johns Hopkins Medical Institutions
1 have responsibility for the direction of a Specialized Center of Research 1n Ische-
mic Heart Disease sponsored by the National Heart, Lung and Blood Instit .te at
| Johns Hopkins 1 also direct a contract for the study of normal volunteers within
the Baltimore Longitudiaal Study population of the National Institutes on Aging.
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Within the Ischemic Heart Disease Specialized Center of Research program we have
developed non-invasive radionuclide methods for detecting the presence of signifi-
cant coronary artery obstructing lesions which are known to be the cause of heart
attacks and sudden death in the vast majority of circumstances in persons over age
60 in this country. We have applied these techniques for the non-invasive detection
of ischemic heart disease to the large study of normal volunteers from the National
Institutes on Aging. We have taken those individuals from this population who
show no evidence of ischemic heart disease or coronary artery disease and studied
their heart function in detail. We have examined the capacity of their heart to in-
crease its output when confronted with maximal exercise stress performed on a bi-
cycle The results of these studies were published recently in the Jjournal circulation
69:203-213, 1984, “Exercise cardiac output is maintained with advancing age in
healthy human subjects: Cardiac dilatation and increased stroke volume compensate
for a diminished heart rate” by Rodeheffer RJ, Gerstenblith G, Becker LC, Fieg Ji,
Weisfeldt Ml, Lakatta EG.

On the bas:s of this experience and my knowledge of the current cardiological lit-
erature I would offer the following recommendations:

Pilots wishir, to continue professional activity over the age of 60 should have a
medical history and physical examination by a qualified cardiologist. These pilots
should subject themselves to thallium myocardial perfusion scanning during maxi-
mal exercise with redistribution. This test would be viewed as being passed satisfac-
torily if normal levels of exercise fcr the patient’s age were achieved and the myo-
cardial thallium perfusion scan was normal.

Also these pilots should have 48 hours of continuous electrocardiographic monitor-
ng by the Holter technique. To continue pilot activities such Holter tapes must
show no evidence of cardiac arrhythmias with the exception of occasional atrial and
occasional single ventricular premature contractions.

These recommendations are based upon the published information that myocardi-
al thallium perfusion scans performed » _xercise can, with remarkable acct: ,
eliminate the possibility of significant coronary artery obstructing lesions. Serious
other forms of heart disease would be eliminated by performance of an adequate
physical examination and by the performance of 48 hours of continuous electrocar-
diographic monitoring for the presence of arrhythmias. A normal exercise thallium
scan and a normal Holter monitor for 48 hours would, in my opinion, reduce to a
negligible jevel the likelihood tha: a pilot over age 60 would have significant cardiac
events which might jeopardize safety on an aircraft.

Certainly 1t would be my strong opinion that the likelihood of a cardiovascular
event on the part of a pilot over age 60 with a normal thallium scan and a normal
Holter would be far, far less than is currently the case for pilots between the age 50
and 60 who are not currently routinely subjected to any form of stress testing or
detailed cardiovascular evaluation on a routine basis.

In terms of heart function over age 60, we have performed (and reported as noted
above) studies of the cardiovascular response to exercise in normal American males
over the age of 60 compared to males under the age 60. These studies show no sig-
nificant age associated decline 1n ability to augment card-uc output during exercise.
Older individuals respond to exercise from the cardiovascular point of view some-
wkrat differently than younger individuals. Older individuals have a smaller in-
crease in heart rate with exercise and rely more on an increase in heart size during
exercise rather than an increase in nervous stimulation to the heart. Although
there are these differences in mechanisms used to augment cardiac function, the
mechanisms avalable to the older individual are entirely satisfactory in allowing
the pumping action of the heart to increase fully during exercise stress. Thus, in
summary if the presence of ischemic heart disease and nther forms of heart disease
are eliminated by the thallium scan an individual over 60 would have sufficiert car-
diac reserve to allow continued performance as a pilot.

My own area of knowledge does not extend to other systems of the body with
regard to this issue but J believe I am secure in providing your Committee with
these opinions with regard to the cardiovascular system specifically.

If I can provide any further information to you in this area of great importance 1
would be only too happy to do so. I hope that these comments are helpful to you and
your Committee in their deliberation.

Sincerely,
MvroN L. WesreLnT, M.D,,
Robert L. Levy Professor of Cardiology,
Professor of Medicine, Direcior, Cardiology Division.

Q
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