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I1V. CRD table of comments, responses and resulting text

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 1:
General - AMC to MED.A.020: Medical certification

p. 22

comment

response

comment

response

comment

358 comment by: Teh Danish Organiation of Flight Surgeons (DAFLO)
Objection: Disagree

Reasons: Generally DAFLO does not recommend the introduction of LAPL
medical certificate.

Suggestions: LAPL in text is to be deleted.
Not accepted

The Basic Regulation (Article 7) allows a GMP to issue a medical certificate for
a LAPL licence (if permitted under national law). This has to be taken into
account in the implementing rules.

452 comment by: UK CAA

AMC to MED.A.020 (2)

Comment:
More appropriate in IR.

Justification:
This should apply to all certificates issued

Proposed Text:

Move to IR MED.A.020 as

‘(i) A Class 1 medical certificate includes the privileges of Class 2 and
LPL medical certificates.

and (j) A Class 2 medical certificate includes the privileges of a LPL
medical certificate.

and delete from AMC.

Noted

See response to comment No 250 to MED.A.020.

453 comment by: UK CAA

AMC to MED.A.020 (2)

Comment:
Validities also should be mentioned.

Justification:
Clarity regarding the validity of a medical certificate.

Proposed Text:
Amend text suggested for IR MED.A.020 above to ‘(i) A Class 1 medical
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certificate includes the privileges and validities of Class 2 and LPL medical
certificates.

and (j) A Class 2 medical certificate includes the privileges and validities of a
LPL medical certificate.'

response | Partially accepted
The AMC text will be amended as proposed in the comment.
See also response to comment No 250 to MED.A.020

comment 454 comment by: UK CAA
AMC to MED.A.020 (1)
Comment:
The compatibility of medication with flying should be mentioned here.
Justification:
This is a safety issue that is not covered elsewhere in 17c.
Proposed Text:
Add: ...to fly and before flying whilst taking medication.’

response | Not accepted
The issue is covered in MED.A.025(b) and (c).

comment | 553 comment by: British Microlight Aircraft Association
Strongly agree

response Noted
Thank you for the positive comment.

comment 1777 comment by: Norwegian Association of Aviation Medicine
Keep only:
A Class 1 medical certificate includes the privileges of Class 2.

response | Not accepted
The Basic Regulation (Article 7) establishes the LAPL which has to be taken
into account.

comment 2014 comment by: Lars Tjensvoll
remove LPL medical certicficate

response  Noted
See response to comment No 1777.

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 1: p. 22
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General - AMC to MED.A.025: Decrease in medical fithess

comment

response

comment

91 comment by: Dr.Beiderwellen, Secretary of GAAME

Author: : Dr.Beiderwellen,AME member of the AB of ESAM
Section: AMC to Med A 025 2.
Page: 22

Relevant Text:
GMP

Comment:
s. above

Proposal:
Delete " or GMP"

Noted

The Basic Regulation (Article 7) allows a GMP to issue a medical certificate for
a LAPL licence (if permitted under national law). This has to be taken into
account in the implementing rules.

The possibility to seek the advice from a GMP should be limited to the GMP
who issued the holder’'s medical certificate and has the full medical history of
the holder. The text will be amended accordingly.

The requirements in MED.A.060 for suspension of exercise of privileges will
also be amended for LAPL to be in line with class 1 and class 2.

98 comment by: British Gliding Association

Page 22 of 66

AMC to MED.A.025

Decrease in medical fithess

1. Holders of class 1 or class 2 medical certificates should seek the advice of an
AeMC or AME if in any doubt about their fitness to fly.

2. Holders of LPL medical certificates should seek the advice of an AeMC, AME
or GMP.

Comment: This minimal advice seems inadequate and does not implement the
requirements of 216/2008 where there is a need for all pilots to know of
"human performance and limitations". Pilots are responsible for their fitness to
fly between periodic medical certification and in the case of the LPL, this could
exceed thirty years. Unfitness can arise from fatigue, minor infections or even
unwise indulgence. However there should be no obligation for an AME to be
informed of minor unfitness. Rules are required to define the responsibilities
and powers of pilots, AMEs and GMPs in these circumstances. Lawyers and
Authorities need to recognise that informal measures must be permitted,
otherwise any requirement to report decreased fitness may be ignored.

BGA Proposals:

1. Pilots may ground or limit themselves for a period of up to 21 days
at their own discretion. After 21 days an AME or the certifying GMP
must be informed.

2. Pilots are responsible to ensure that any Over the Counter (OTC)
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medicine does not adversely affect flight.

3. Pilots receiving treatment or medication from any doctor are to
enquire of possible adverse effects on flight.

4. AMEs or certifying GMPs may informally suspend or limit a medical
certificate for up to 90 days. This would include the recovery period
from most surgical operations.

5. After full recovery within 90 days, an AME or certifying GMP can lift
any suspension or limitation. If there is a permanent change in health
status a revalidation becomes necessary and this may impose a
limitation. If the pilot remains unfit for any flight, the Authority must
be informed whether or not a revalidation medical examination took
place.

Reference: Regulation (EC) No 216/2008 of the European Parliament and of
the Council on common rules in the field of civil aviation...

Annex 111, 1.b.1 (v).

Not accepted

1. Pilots may ground or limit themselves if they wish to do so. In any case they
should seek aeromedical advice before resuming flight duties.

2. Pilots who use over the counter medication shall discontinue flying and seek
aeromedical advice immediately.

3. Advice on the possible adverse effects of the medication or treatment for
pilots may be provided only by the specialists in aviation medicine. Other
medical practitioners may not sufficiently evaluate these effects, because they
do not receive training in human physiology changes in flight environment.

4 and 5. There is no ‘informal’ suspension of the medical certificate.
Requirements with regard to the suspension of the medical certificate and
lifting the suspension are proposed in Subpart A Section 3.

Basic Regulation Annex III 1.b.1(v) is a requirement for the training of pilots.
Requirements proposed in AMC to MED.A.025 determine decision making on

the medical fitness, therefore, reference shall be made to paragraph 4 of
Annex III.

See also response to comment No 91 of this segment.

359 comment by: Teh Danish Organiation of Flight Surgeons (DAFLO)

Item: dot 2

Objection: Disagree

Reasons: Generally DAFLO does not recommend the introduction of LAPL
medical certificate.

Suggestions: Item to be excluded
Noted

See response to comment No 91.

455 comment by: UK CAA
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AMC to MED.A.025 (2)

Comment:
A holder of a medical certificate should seek the advice of the GMP who signed
the LPL medical report.

Justification:
The GMP who signed the medical report will have knowledge of the medical
certificate holder's history and medical licensing system.

Proposed Text:
Insert '...AeMC, AME or the GMP who sighed the holder's medical
certificate.'

Accepted

Thank you for your contribution.
The Agency recognises this to be an important safety issue that should be
reflected in the requirement. The text will be amended accordingly.

554 comment by: British Microlight Aircraft Association
Strongly agree
Noted

Thank you for the positive comment.

693 comment by: Robert Cronk

'decrease in medical fitness' is not defined which could lead to difficulties. I
suggest that pilots are themselves responsible for effectively self-certifying
before flight, subject to not knowlingly being in charge of an aircraft whilst
unwell or suffering from a known medical problem that is likely to decrease the
performance of the pilot. For an illness/injury lasting more than say one
month, the pilot should be encouraged to refer to an AME or GMP as
appropriate.

Noted

See responses to comments No 98 and 91 of this segment.

799 comment by: George Rowden

Comment: The advice given in the NPA is incorrect as it ignores the
comparable requirements of 216/2008 where there is a need for all pilots to
know of "human performance and limitations". Unfithness can arise from
fatigue, minor infections or even unwise indulgence but it is pilots who are
responsible for determining their fitness to fly between medical examinations
not AME's. Rules are required to define the responsibilities and powers of
pilots, AMEs and GMPs in these circumstances. Lawyers and Authorities need
to recognise that informal measures must be permitted, otherwise any
requirement to report decreased fitness will be ignored..

I propose that the while informal, pilot based self assessment is the basis for
daily decisions to fly between medical examinations, the responsibilities of
pilots and medical practitioners should be made clearer.
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Noted

Rules with regard to the decrease in medical fitness are transposed from JAR
FCL 3 provisions. These provisions are harmonised and implemented in all
Member States.

See also responses to comments No 98 and 91 of this segment.

1183 comment by: Ray Partridge

It is vital to be able to ground oneself in a simple and easily reversible way.
This provides the maximum encouragement to self-declare of non-fitness. I
have given a personal example above. Adopt the BGA proposal.

Noted

See response to comment No 98.

comment by: Swedish Transport Agency, Civil Aviation Department

1237 (Transportstyrelsen, Luftfartsavdelningen)

Comment:

It should always be possible to seek the advice of a medical assessor at the
licensing authority.

2. is incomplete and should have the same, full sentence as 1.

Proposal:

Amend AMC to MED.A.025:

Decrease in medical fithess

1. Holders of class 1 or class 2 medical certificates should seek the advice of
the licensing authority, an AeMC or AME if in any doubt about their fitness to
fly.

2. Holders of LPL medical certificates should seek the advice of the licensing
authority, an AeMC, AME or GMP if in any doubt about their fitness to fly.

Partially accepted

The text will be amended to reflect your proposal for harmonised text for class
1, class 2 and LAPL.

See also response to comment No 71 of this segment.

The licensing authority should not be included because an AeMC, AME or GMP
always has the possibility to refer to the licensing authority according to AMC
to MED.A.045.

1319 comment by: Vincent EARL
Part 2

This requirement is entirely inappropriate.

While leisure pilots are not professionally qualified they do have a professional
attitude to their fitness to fly. Training in airmanship leading to solo standard
includes performance limitations. GPL and LPL(S) holders are well aware of
their capabilities given their current medical condition. There are also extended
periods between medical renewals where leisure pilots routunely ground
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themselves for minor illnesses.

This could be taken as advice rather than a requirement as it states that pilots
"should seek advice" rather than 'must' seek advice and I suspect that without
a revision, this is how it will be interpreted.

Noted

See responses to comments No 98 and 91 of this segment.

Safety objective is determined in the implementing rule (MED.A.025). AMC
establish the way how to achieve the safety objective. It means that the
requirement laid down in AMC to MED.A.025 is a rule, not an advice.

1779 comment by: Norwegian Association of Aviation Medicine
cancel the whole point 2.
Noted

See response to comment No 91.

1794 comment by: Paul Morrison

The minimal advice contained within this proposal seems inadequate and does
not implement the requirements of 216/2008 where there is a need for all
pilots to know of "human performance and limitations". Pilots are responsible
for their fitness to fly between periodic medical certification and in the case of
the LPL, this could exceed thirty years.

Unfitness can arise from fatigue, minor infections or even unwise indulgence.
However there should be no obligation for an AME to be informed of minor
unfitness. Rules are required to define the responsibilities and powers of pilots,
AMEs and GMPs in these

circumstances. Lawyers and Authorities need to recognise that informal
measures must be permitted, otherwise any requirement to report decreased
fitness may be ignored.

I therefore fully support the proposals submitted by the BGA:

1. Pilots may ground or limit themselves for a period of up to 21 days at their
own discretion. After 21 days an AME or the certifying GMP must be informed.
2. Pilots are responsible to ensure that any Over the Counter (OTC) medicine
does not adversely affect flight.

3. Pilots receiving treatment or medication from any doctor are to enquire of
possible adverse effects on flight.

4. AMEs or certifying GMPs may informally suspend or limit a medical
certificate for up to 90 days. This would include the recovery period from most
surgical operations.

5. After full recovery within 90 days, an AME or certifying GMP can lift any
suspension or limitation. If there is a permanent change in health status are
validation becomes necessary and this may impose a limitation. If the pilot
remains unfit for any flight, the Authority must be informed whether or not are
validation medical examination took place.

Noted
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See response to comment No 98.

2015 comment by: Lars Tjensvoll
remove item 2.
Noted

See response to comment No 91.

2089 comment by: Royal Swedish Aeroclub

The meaning is ambigous. We suppose it means that a pilot that you need to
consult the AMsC, AME or GMP only if you intend to go flying and not
otherwise.

We should be allowed to declare ourselves “un fit” from time to time. Like
when having a cold.

Noted

See responses to comments No 98 and 91 of this segment.

2112 comment by: Light Aircraft Association UK

This advice needs to be expanded: it should note that the pilot may ‘self-
declare’ themselves to be temporarily unfit, advice as to what would be
appropriate with regards longer term (but temporary) conditions, as well as
the existing advice to seek clarification from the AME/GMP if in doubt.

Noted

See responses to comments No 98 and 91 of this segment.

2128 comment by: Croft Brown

Page 22 of 66

AMC to MED.A.025

Decrease in medical fitness

1. Holders of class 1 or class 2 medical certificates should seek the advice of an
AeMC or AME if in any doubt about their fitness to fly.

2. Holders of LPL medical certificates should seek the advice of an AeMC, AME
or GMP.

Comment: This minimal advice seems inadequate and does not implement the
requirements of 216/2008 where there is a need for all pilots to know of
"human performance and limitations". Pilots are responsible for their fitness to
fly between periodic medical certification and in the case of the LPL, this could
exceed thirty years.

Unfitness can arise from fatigue, minor infections or even unwise indulgence.
However there should be no obligation for an AME to be informed of minor
unfitness. Rules are required to define the responsibilities and powers of pilots,
AMEs and GMPs in these circumstances. Lawyers and Authorities need to
recognise that informal measures must be permitted, otherwise any
requirement to report decreased fitness may be ignored.

BGA Proposals:

1. Pilots may ground or limit themselves for a period of up to 21 days at their
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own discretion. After 21 days an AME or the certifying GMP must be informed.
2. Pilots are responsible to ensure that any Over the Counter (OTC) medicine
does not adversely affect flight.

3. Pilots receiving treatment or medication from any doctor are to enquire of
possible adverse effects on flight.

4. AMEs or certifying GMPs may informally suspend or limit a medical
certificate for up to 90 days. This would include the recovery period from most
surgical operations.

5. After full recovery within 90 days, an AME or certifying GMP can lift any
suspension or limitation. If there is a permanent change in health status a
revalidation becomes necessary and this may impose a limitation. If the pilot
remains unfit for any flight, the Authority must be informed whether or not a
revalidation medical examination took place.

Reference: Regulation (EC) No 216/2008 of the European Parliament and of
the Council on common rules in the field of civil aviation...

Annex 111, 1.b.1 (v).

Noted

See response to comment No 98.

2138 comment by: Diana King

AMC to MED.A.025
Page 22

2. Holders of LPL medical certificates should seek the advice of an AeMC, AME
or GMP.

Comment:

Pilots may need more detailed and realistic advice than this on the action they
should take if they have any medical problems or decrease in their level of
fitness, which may arise from minor ailments or injuries as well as from more
significant factors. Pilots need to understand their responsibility for their fitness
to fly between periodic medical examinations and they should have appropriate
advice on how to ensure that they can remain fit for flying, who to should
consult if they are in any doubt and how to monitor their own levels of health
and fitness.

An informal system involving the pilot, the GP and the pilot's CFI is more likely
to be effective than a complicated and expensive system, which is likely to be
ignored except in extreme cases.

Noted

See responses to comments No 98 and 91 of this segment.

2347 comment by: Graham Bishop

Pilots are responsible for grounding themselves between medical periods,
There are so many reasons for this state to arise. More precise instructions are
required to cover this area.

Noted

See responses to comments No 98 and 91 of this segment.
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comment 2462 comment by: Paul Mc G

This advice needs to be expanded: it should note that the pilot may ‘self-
declare’ themselves to be temporarily unfit but can they then re-declare?
Advice as to what would be appropriate with regards longer term temporary
conditions, as well as the existing advice to seek clarification from the
AME/GMP if in doubt. Actually this is a mess and needs a rewrite.

Decrease in medical fithess
1. Holders of class 1 or class 2 medical certificates should seek the advice of an
AeMC or AME if in any doubt about their fitness to fly.

2. Holders of LPL medical certificates should seek the advice of an AeMC, AME
or GMP.

This minimal advice seems inadequate and does not implement the
requirements of 216/2008 where there is a need for all pilots to know of
"human performance and limitations". Pilots are responsible for their fithess to
fly between periodic medical certification. Unfithess can arise from fatigue,
minor infections or even unwise indulgence. However

there should be no obligation for an AME to be informed of minor unfitness.
Rules are required to define the responsibilities and powers of pilots, AMEs and
GMPs in these circumstances. Lawyers and Authorities need to recognise that
informal measures must be permitted, otherwise any requirement to report
decreased fitness may be ignored.

BGA Proposals:

1. Pilots may ground or limit themselves for a period of up to 21 days at their
own discretion. After 21 days an AME or the certifying GMP must be informed.
However, this could cause problems with recency if not careful and in very bad
weather recency could fall foul of a 21 day rule where no illness occurs.
Consistency can become a problem.

2. Pilots are responsible to ensure that any Over the Counter (OTC) medicine
does not adversely affect flight.

3. Pilots receiving treatment or medication from any doctor are to enquire of
possible adverse effects on flight.

4. AMEs or certifying GMPs may informally suspend or limit a medical
certificate for up to 90 days. This would include the recovery period from most
surgical operations.

5. After full recovery within 90 days, an AME or certifying GMP can lift any
suspension or limitation. If there is a permanent change in health status a
revalidation becomes necessary and this may impose a limitation. If the pilot
remains unfit for any flight, the Authority must be informed whether or not a
revalidation medical examination took place.

response Noted

See responses to comments No 98 and 91 of this segment.

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 2:

. . . iy .22
Issuance, revalidation and renewal of medical certificates P

comment 1560 comment by: Swiss Association of Aviation Medecine

LPL Medical Report
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Like we stated above we prefer a questionnaire that can be filled in by the pilot
himself. We propose to cancel it completely. Some questions/decisions are not
ethically. They would allow pilots to fly with diseases that normally would be
treated in the normal population because there is evidence that mortality and
morbidity will be reduced.

Partially accepted

As a result of the comments received, both the provisions for a GMP and the
medical requirements for LAPL will be amended. The medical requirements for
a LAPL will appear as MED.B.090 and AMC to MED.B.090.

The examination form established for class 1 and class 2 examinations will also
be used for LAPL, where the boxes which are non-compulsory for LAPL will be
shaded out.

1776 comment by: Norwegian Association of Aviation Medicine

According to earlier arguments we suggest to remove the whole
AMC to Med.A.040

Noted

See response to comment No 1560 of this segment.

1915 comment by: Andrew BARDGETT

The medical report for a LPL seems excessive in relation to the requirement for
simple measures for non commercial activities. In my opinion it will lead to
much increased costs as the fees to complete such a record will be far higher
than the present fees charged by GMPs. Such legislation is no more safe, and
indeed could be less safe than present standards and introduces unnecessary
and costly bureaucracy.

Noted

See response to comment No 1560 of this segment.

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 2:

Issuance, revalidation and renewal of medical certificates - AMC to

MED.A.040: Requirements for the issue, revalidation and renewal of medical p. 22-29
certificates — Limitations to LPL medical certificates
comment | 32 comment by: Neil Broughton

response

Para 3.2 is ridiculous. There is no way a medical examiner can be aware of this
exact figure - and in any case it is irrelevant. As long as a pilot is below the
blood alcohol limit at the time of flight it is not important if they have had a
drink in the past week or month or year. There is an entirely seperate and
proper question elsewhere abut alcohol dependency.

Noted

The ‘Leisure Pilot's Licence Medical Report’” in AMC to MED.A.40 has been
replaced by a reduced version of the medical application and examination
forms for class 1 and class 2.The form will be in Authority Requirements.
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comment | 33 comment by: Neil Broughton

There appears to be no justification for changing the format of the UK NPPL GP
process - i.e a medical signed on the basis of fitness to drive. This is a process
which is well understood by GPs and has proven to be safe and effective. The
National format for LPL medical issue should remain.

response Noted

UK NPPL process may be well understood in UK, but is not clear for GMPs from
other Member States. When proposing LAPL medical certification rules, we had
to take into account medical issues in all 27 Member States.

The BR allows GMPs to assess the medical fitness of LAPL holders if permitted
under national law, but it does not exempt LAPL from holding a medical
certificate.

comment | 92 comment by: Dr.Beiderwellen, Secretary of GAAME

Author: : Dr.Beiderwellen,AME member of the AB of ESAM
Section: AMC to Med.A 040
Page: 23 - 28

Relevant Text:
Complete LAPL medical report

Comment:
Specific medical terms are not understandable for applicants.
Relevance of some diseases are not clear to applicants

Proposal:

Delete complete report or translate into understandable terms for applicants, if
you want self declaration. Remove doctors certificate and add in a certification
by government.

response  Noted

A self-declaration was not considered as a choice for LAPL medical because the
Basic Regulation states that a GMP may act as an AME for the issue of a LAPL
medical certificate, if permitted under national law. A medical certificate cannot
be issued on the basis of a self-declaration only, but that also an appropriate
medical assessment is needed.

Also see response to comment No 248.

comment | 99 comment by: British Gliding Association

Page 22 of 66

AMC to MED.A.040

Requirements for the issue, revalidation and renewal of medical
certificates - Limitations to LPL

medical certificates

LPL medical certificates should be issued following examination in accordance
with the following report:

Page 23/66

This report consists of questions that have ‘yes' or ‘no' answers that are indicated
by ticking boxes. If all ticks are in clear boxes the medical certificate can be
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issued immediately by the doctor undertaking this examination. If any of the
ticks are in a shaded box the medical report should be referred to an AME or
AeMC for further assessment.

Comment: This lengthy report form for the LPL does not meet the requirement in
the preamble of 216/2008 to achieve simple measures for non commercial
activities. The LPL compares quote unfavourably with the Sport Pilot Licence of
the USA and the existing UK NPPL - both of which provide valuable working
approaches. The medical form proposed for the LPL is complicated in the
extreme. Our suggestion is that it could benefit from reviewing the experiences of
Road Transport Authorities in Europe who require a similar standard as that
required for the LPL. It should make use of the universally available individual
national/public health records. It should also not attempt to incorporate the
actual standards into the form.

It has been said that the basic regulation 216/2008 requires a physical
examination for the LPL prior to certification by a GMP but this has not been
identified in the text. There seems little usefulness in requiring applicants to
demonstrate that they can extract a cork using a corkscrew with either hand! The
cost difference of these approaches (ie: record examination vs. actual
examination) to the applicant can be considerable; the British Medical Association
web site suggests for members a charge of £15 for a validation from records but
£169.50 for a report such as that required by EASA.

The BGA is very concerned that the complexity and thereby potential cost of the
process for an applicant to obtain medical clearance through a GMP will create a
significant barrier to entry to the sport of gliding for young people, and indeed a
barrier to older, retired people on lower incomes to continue in gliding, where the
periodicity of medical renewal decreases with age. As an example, the British
Medical Association suggested charge of £169.50 for an examination rather than
validation from medical records could constitute typically 15% to 30% on top of
the total cost of a young applicant’s course for learning to fly gliders to a licence
level in a volunteer club environment.

BGA Proposals:

1. That the proposed LPL form be simplified in a similar fashion to that
used by the New Zealand Gliding Association and which permits either
validation by reference to records or by a physical examination.

2. That when records are not available and a physical examination is
required, the EASA Class 2 form is used.

3. That separate guidance material is prepared.

4. That air sports associations nominate doctors to their Authority who
comply with the requirements for AMEs especially in respect of having
practical knowledge and experience of the air sport concerned. These
can advise both GMPs and AMEs on difficult cases.

References:

1. Regulation (EC) No 216/2008 of the European Parliament and of the Council
on common rules in the field of civil aviation...

Preamble (7-8)

2. United States House of Representatives; Committee on Transportation and
Infrastructure. FAA Oversight of falsifications on airman medical certificate
applications. Released March 27, 2007.

3. BMA -Suggested fees for services that can only be provided by the patient's
own GP. www.bma.org.uk/ap.nsf/Content/noagreement—onlybygp

4. International Centre for Alcohol Policies.
www.icap.org/Policylssues/drinkingGuidelines/StandardUnitsTable/

5. GLIDING NEW ZEALAND INC. MEDICAL REQUIREMENTS.
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www.gliding.co,nz/sites/gliding.co.nz/downloads/MOAP/Forms/OPS/OPS%201.pdf
Noted

See also response to comment No 248 of this segment.

1. The LAPL report form has been withdrawn following the comments received.
The application and examination forms for class 1 and class 2 will be used, but
with shaded areas that will not be applicable to the LAPL holder. The new form
will appear in an AMC in the Authority Requirements.

A medical certificate for a pilot flying an aircraft up to a max t/o weight of 2000
kg cannot be issued on the basis of an evaluation of the medical records alone. It
is regrettable that the cost difference between record evaluation and medical
assessment is so substantial in the UK, but an aeromedical examination and
assessment is considered to be necessary for a medical certificate confirming
fitness to fly. It would also be difficult to estimate whether medical records are
available or not, because if a person states that there are no records because
he/she is completely healthy this may be true — or not, depending on the
national health system.

There are only very few European Member States where ‘universally available
individual national/public health records’ exist. This is why a new sub-paragraph
has been included in D.001 saying that a GMP can act as AME only in those
States where he/she has appropriate access to the full medical records of pilots.

The medical provisions have been revised to make them clearer; they are still
below ICAO standards.

2. Following (1), physical examination is always a part of LAPL medical
assessment.

3. Separate guidance material may be considered at a later stage.

4. A GMP will refer a pilot to an AME or AeMC if the pilot presents with a condition
where fitness to fly is in doubt. If an AME or AeMC needs further advice they can
contact the licensing authority. Nothing prevents an air sports association to
point out AMEs to the authority who have specific knowledge and experience in
the air sport concerned. The authority may, or may not, accept the offer. The
creation of rules for a parallel system of reporting lines for doctors to the one
that is already in place is not planned.

comment 100 comment by: British Gliding Association

Page 23/66

Section 2 Issuance, revaldiation and renewal of medical certificates.

On occasions licences may need to be restricted. Examples of restrictions are
the prohibition of passenger carriage, or in the case of a disabled pilot, a
restriction to a demonstrated aircraft type with approved modifications
Comment: A list of possible limitations and associated codes is to be
found in JAR-FCL 3. These are satisfactory and cover all possible
contingencies. However they do apply to all medical certificates and
should be in a general section. Limitations provide the tool by which
mitigating measures described in 216/2008 are implemented. Rules
and guidance are also needed on the application of these limitations.
Proposals:
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1. On a revalidation of a medical certificate, a previous limitation may
be carried forward without question.

2. On initial issue of an LPL following denial of a Class 1 or medical
certificate, a limitation is to be expected.

3. Any AME or GMP may impose any limitation.

4. Following evidence of recovery, a limitation may be rescinded.

5. Temporary and time limited limitations may be applied.

6. Guidance for limitations:

CODES with LIMITATIONS as set out in JAR-FCL 3.

TML VALID ONLY FOR ...... MONTHS

This limitation is applied when the applicant is suffering from a
condition that may deteriorate prior to the next routine periodic
review. It can also be used when the condition may improve when it is
usually associated with another limitation, although there is nothing to
prevent a pilot with a limitation from seeking a review at any date.
VDL SHALL WEAR CORRECTIVE LENSES

The applicant requires a refractive correction of vision in order to meet
the prescribed standard. With this limitation it is also a requirement
that a spare pair of spectacles is carried.

VNL SHALL HAVE AVAILABLE CORRECTIVE LENSES

The applicant has good distance vision but requires correction for
certain close tasks such as map reading. It is the usual limitation for
older pilots suffering presbyopia.

VCL FLIGHTS ONLY WITHIN FIRS OF A MEMBER STATE, VFR FLIGHTS
BY DAY ONLY.

The applicant does not meet ICAO standards, usually in respect of the
ability to discriminate colour. For an EASA licence, this would be within
the Flight Information Regions of EASA member nations.

OML VALID ONLY AS OR WITH QUALIFIED CO-PILOT

This limitation is applied when there is a risk of incapacity that is
greater than normal but not so high as to warrant grounding. It only
applies to pilots flying aircraft certified for two pilot operation and
would be unusual for non commercial pilots.

OCL VALID ONLY AS CO-PILOT

A similar limitation to OML, but this limitation also precludes flying as
aircraft captain.

OSL VALID ONLY AS SAFETY PILOT AND IN AIRCRAFT WITH DUAL
CONTROLS.

A pilot with this limitation has few privileges over an unlicensed pilot
and it is not an equivalent to the OML for private pilots. It can be
applied as a temporary limitation while recovering from illness.

OAL RESTRICTED TO A DEMONSTRATED AIRCRAFT TYPE

This limitation is applicable to a pilot with an anthropometric or
orthopaedic limitation that might make control difficult. Commonly
pilots with a lower limb abnormality find the operation of the wheel
brakes is difficult with some designs but not others. Pilots with such a
limitation must seek flying instructor clearance and an entry in their
flying log book for each type that is to be flown.

OPL VALID ONLY WITHOUT PASSENGERS

This limitation is applied when there is a risk of incapacity that is
greater than normal but not so high as to warrant grounding. By
excluding inexperienced passengers the major third party risk is
removed, the ground risk being very remote following incapacity.
Continued solo flight or flying with another pilot is permitted with this
limitation. Unless there is evidence that the disqualifying disease has
improved, this limitation should be applied to all LPL pilots who have
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been previously denied a Class 2. Elderly pilots can expect to be
limited OPL as they age.

APL VALID ONLY WITH APPROVED PROSTHESIS

This limitation is to be applied to pilots with a prosthesis that could
affect their ability to control an aircraft. It would commonly be
combined with an OAL limitation.

AHL VALID ONLY WITH APPROVED HAND CONTROLS

This limitation is applied to paraplegic pilots or those with lower limb
defects that prohibit normal rudder pedal control. In this case the
aircraft has to be modified to meet the needs of that pilots and only
aircraft so modified may be flown.

AGL VALID ONLY WITH APPROVED EYE PROTECTION

This limitation has been applied to monocular pilots flying open cockpit
aircraft. However dust or debris can adversely affect both eyes and
protective goggles are recommended for all pilots in these aircraft.

SSL SPECIAL RESTRICTIONS AS SPECIFIED

This limitation permits any restriction to be written in. These could be
geographical, climatic or altitude Ilimits. One useful application
concerns suspected or minor psychiatric disease when a recreational
pilot can be restricted to a named club where responsible officials have
been informed, in confidence and with the consent of the applicant, of
possible problems. Subsequent reports from these officials become a
vital contribution to a sensible and fair medical decision.

SIC SPECIAL INSTRUCTIONS - CONTACT AMS

This does not affect the privileges of a licence but is a warning to an
AME not to revalidate without consulting the AMS. This limitation
might be applied in a case of past psychiatric disease or previous
misdemeanour by the applicant.

VAR VARIATION - ICAO ANNEX 1 PARA 1.2.4.8

This does not affect the privileges of a licence but indicates that the
provisions of ICAO are not met, although the pilot is considered fit. It
is only applicable to ICAO compliant licences.

AMS ISSUED BY AMS

This does not affect the privileges of a licence but is a hint to an AME
that there may have been some special consideration in the past.

Noted

Thank you for your elaborate comment. When possible, your proposals will be
considered in redrafting the medical requirements for LAPL.

1: Agreed; will be included in the amended text.

2: Agreed in principle, but will not be included in the text as there will be a
need for individualised assessments.

3, 4, 5, and 6: See the amended text of MED.A.045 and the AMC to
MED.A.045.

134 comment by: Civil Aviation Authority - The Netherlands

BLz. 23, het LPL medical report form

De zinsnede "Therefore the doctor completing this report should have good
knowledge of the pilot's medical history", acht de CAA-The Netherlands,
vanwege het medisch beroepsgeheim, niet uitvoerbaar.

In Nederland is de desbetreffend keuringsarts afhankelijk van hetgeen de
kandidaat aan hem mededeelt over zijn medisch verleden. Een arts heeft in
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Nederland geen plicht tot het toezenden van een medisch dossier. Nederlandse
wet- en regelgeving wordt op dit punt niet aangepast.

De CAA-The Netherlands ziet niet in waarom uitsluitend voor het LPL een
standaardformulier wordt voorgeschreven. Voor klasse 1 en 2 zou tevens een
formulier moeten worden voorgeschreven

Noted

We understand the difficulty in some Member States to transfer medical
information from one medical professional to another. But in each Member
State the pilot (applicant) has an access to his/her medical history and has
legal right to obtain it for a medical examination by GMP, AME or AeMC.

Our proposals do not prevent the use of standard forms for class 1 and 2
aeromedical examinations which are already used by Member States.

See also response to comment No 248 of this segment.

135 comment by: Civil Aviation Authority - The Netherlands
Blz. 25, onderdeel 6, 8

De CAA-The Netherlands merkt op dat onderdeel 7 in het formulier ontbreekt.
Noted

See response to comment No 248 of this segment.

136 comment by: Civil Aviation Authority - The Netherlands

Noted

There is no comment.

137 comment by: Civil Aviation Authority - The Netherlands

Blz. 26, onderdeel 13.

De CAA-The Netherlands merkt op dat in onderdeel 13 wordt verwezen naar
"further details below". Deze details ontbreken. Het verzoek van de CAA-The
Netherlands is om deze details alsnog in het formulier op te nemen.

Blz. 26 van 66, onderdeel 13.1

De CAA-The Netherlands merkt op dat 13.2, 13.3 etc. niet bestaan. Het is
daarom niet nodig om onderdeel 13.1 op te nemen.

Noted

See response to comment No 248 of this segment.

138 comment by: Civil Aviation Authority - The Netherlands

onderdeel 16.1 (Blz. 27 van 66)
De CAA-The Netherlands acht 6/9 een te lichte eis. Om veiligheidsredenen kan
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volgens de CAA-The Netherlands niet minder worden geéist dan een "visual
acquity" van 6/6 (1.0) met twee ogen. De CAA-The Netherlands verzoekt om
onderdeel 16.1 conform Nederlandse opvatting aan te passen.

onderdeel 17 (Blz. 27 van 66)

De CAA-The Netherlands kan zich niet vinden in hetgeen aan onderzoek wordt
geéist in onderdeel 17. Volgens de CAA-The Netherlands komt hetgeen in
onderdeel 17 niet overeen met hetgeen normaliter in de medische wereld
onder lichamelijk onderzoek wordt verstaan. Als voorbeelden worden genoemd
het ontbreken van hart- en longonderzoek.

De CAA-The Netherlands merkt op dat het voorschrift in 17.3 vreemd is. Wat
te doen als een arts geen trappen in de buurt heeft? Iedere medische
onderbouwing van 17.3 ontbreekt.

Volgens de CAA-The Netherlands moet de inhoud van onderdeel 17 worden
vervangen met eisen die voortkomen uit elementen uit gangbare medische
onderzoeken.

Noted

See response to comment No 248 of this segment.

Visual acuity of 6/9 binocularly is the ICAO Standard for class 2 and will be
retained in the amended LAPL requirements.

248 comment by: Lufthansa German Airlines

Author: Prof. Dr. U. Stiben Head of AMC Frankfurt - Germany
Head of Lufthansa Medical Services

Head of German Academy of Aviation and Travel Medicine
Section: AMC/GM to part - medical

Subpart A Section2

AMC to MED.A.040 Leisure Pilot”s License Medical Report
Page: 23 -- 29

Relevant Text:
the whole medical report

Comment:

Why shall a medical doctor sign this report?

1) If doctors sign this report they testify that the pilot understood the
questions ,or it was explained by the doctor in a way that he could understand
the questions. If it is asked e.g. Does the pilot have a psychological or
psychiatric illness and quick answers like yes or no are possible, nobody will
find out the answer of question 4.4 - alcohol dependency in the past 3 years. If
the pilot is ok at the age of 17 nobody will ask him again until 45.This means
the doctor who signed the fist LPL medical must give a prognosis of medical
fitness for 28 years. But during this time the occurrence of many psychiatric
disorders ,alcohol and drug dependency have its peak. Who will be accused, if
the worst case will happen that a pilot with a bipolar disorder , unable to
realize his situation, flying with a valid medical certificate , will have an
accident with a commercial aircraft while violating a controlled airspace? - the
medical doctor or the competent authority.

2.) We tested the medical report form in our Academy in an advanced course
of aviation medicine with 25 AMEs who know the medical terminology very
well. The best performer needed 35 minutes to fill out the report correctly, at
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average it took 45 minutes to perform the LPL questions and the medical
examinations. Who believes that this will be a cheaper way to enter a cockpit
as it was under JAA requirements with a class 2 medical is mistaken. Even GPs
need salary for 45 minutes to work .

The whole medical part of the LPL seems to be very problematic, far under
ICAO standard, for European standards and narrow airspace structures not
safety!

Proposal:

1) For LPL medical standard the same standard as class 2 medical standard
shall be recommended.

2) If the political guidelines for EASA do not allow class 2 Medicals for LPL
pilots we propose a self assessment every 2 years by the LPL pilot. For this
purpose EASA or the national competent authorities shall provide an internet
solution where pilots can fill out the LPL medical report and automatically
receive by internet their medical certificate if no grey shaded tick box was
ticked. If such a box was ticked it shall be the responsibility of the authority to
send the pilot to a specialist or an AME for an assessment. If it is regulated in
this way the authority is definitely responsible for the lack of safety in such a
system and medical doctors are not used as an alibi for good medical
assessment. This might be important in case of accidents when insurences are
looking for responsibilities.

3) If proposal 1 and 2 will not be respected by EASA and the LPL medical
requirements will be implemented as it is now, the medical societies should
give advice to their doctors to refuse the collaboration in all cases of medical
advice, reports and assessment relating to LPL.

Noted

Based on the comments received on the LAPL medical requirements and the
examination form in AMC to MED.A.040, the Agency has decided to withdraw
its original proposal. As a consequence of the Agency’s decision, comments to
specific details of the withdrawn text will not receive individual responses.

The Agency agrees with the comments that the requirements proposed in the
NPA did not properly reflect safety objectives in the implementing rules and
they were not fully tailored to the aviation safety risks related to various
medical conditions. The Agency also agrees that the examination form
proposed in the NPA was too complicated for the examination and assessment
for a LAPL.

A new proposal will be presented together with the Agency’s responses to the
comments received on NPA 2008-17 C (Medical). The new proposal has been
discussed and revised by an EASA Review group consisting of medical experts
from authorities, scientific aeromedical organisations and pilot organisations.

The new proposal will be based on the general safety objectives in MED.B.001
and an amended MED.B.090, and the detailed requirements will appear in an
AMC to MED.B.090. The AMC to MED.B.090 will have the same structure as the
AMCs for class 2, but with less details in order to provide a standard below
ICAO class 2 tailored to the risks related to the privileges of a LAPL.

The examination form for class 1 and class 2 will be retained also for LAPL, but
with the areas non-mandatory for LAPL being shaded.

comment | 280 comment by: Lufthansa German Airlines
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Author: Dr. Ulrike Springer AMC Frankfurt

Section: 2

Subpart A

AMC to MED.A.040 - Instruction for completion of LPL report
Page: 27

Relevant Text:
ENT chapter has been forgotten in the LPL report form

Comment:

The report details the medical standard required for a pilot to hold a Light
Aicraft Pilots "Licence. It should be completed by the doctor, in the presence
of the pilot. This report requires some physical examination.

In the LAPL Medical Report there is no chapter for ENT.

Proposal:

15 ENT

Ear

Does the pilot have a history of:

15.1 Impaired hearing or hearing loss
Y N
15.2 Eustachian tube dysfunction

15.3  Suppurative or non suppurative disease of middle ear
15.4 Middle ear surgery
Tympanoplasty
Stapedectomy

15.5 Disease of inner ear
Temporal bone fracture
Acoustic trauma
Perilymph fistula
Meniére disease
Acoustic neuroma
Vestibular system:
Does the pilot have a history of:
15.6 Infective labyrinthitis
Y N
15.7 Meniére disease
15.8 Head trauma
15.9 Acute vestibular dysfunction
15.10 Chronic vestibular hypofunction
with incomplete compensation
with episodic decompensation

15.11 Perilymph fistula
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response | Partially accepted

comment

response

comment

response

comment

See response to comment No 248 of this segment.
The amended requirements for LAPL will include a section for ENT.

313 comment by: Alexander DONALD

I believe the LPL medical arrangements would benefit from following those
used for the UK NPPL, where the applicant's GP endorses a self declaration of
medical fitness based on driving licence medical standards. In making this
endorsment, the GP can draw on their personal knowledge of the applicant's
medical history, has access to relevant medical notes from consultants or other
specialists,and can undertake medical examination of the applicant as they see
fit.

The EASA LPL medical proposals indicate that a GP may make the medical
assessment, but must be experienced in aviation or qualified in aviation
medicine. Additionally, the assessment will be made on the basis of a
questionnaire. A tick in any of the shaded boxes requires the GP to refer the
applicant to an AME for assessment at that point. Both of these issues mean
that I would need to attend an AME for assessment.This I believe will be a
more time consuming, expensive and ultimately less effective process than the
GP-endorsed self declaration.

Incidentally, the LPL Medical Report asks about valvular disease, but Section 2,
Specific requirements for LPL medical cerificates makes no mention of this.

Noted

Concerning the report form, please, see response to comment No 248 of this
segment.
Regarding the GMPs, please see responses in Section D.

317 comment by: Aero-Club of Switzerland

LPL Medical Report/Questionnaire

The medical specialists of the Aero-Club of Switzerland is of the opinion that
the proposed questionnaire has to be redone completely and that the old JAR
FCL Medical Questionnaire for a class 2 medical certificate was better.
Alternatively the Club proposes to take into consideration the use of the class 2
medical certificate questionnaire of France.

Justification: All questions must be asked in a form a pilot can understand.
Secondly, the questionnaire has to include all aspects of medecine, the
proposed one goes too far on the one hand, is too superficial on the other.
Thirdly, to our specialists it is quite clear that the proposed questionnaire was
not established on evidence-based medicine.

Noted

See response to comment No 248 of this segment.

338 comment by: FOCA Switzerland

AMC to MED.A.040 This questionnaire proposed as medical report for LPL
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holders is not an usable tool at all. There are many medical mistakes in it (only
some exemples: no 3: numbers of alcohol units inappropriate) no 5: eye
surgery is missing , no 7: text not existing , no 10: aneurysms as described
are too dangerous, 16: color vision not adressed, but mandatory for a night
rating as mentioned in AMC to MED.B.090 and many more) . The time to fill in
this really inappropriate questionnaire takes more time than the normal time of
an aeromedical exam and is therefore more expensive for pilots. In addition,
there is no reporting system establised in case of unfitness. Nearly every pilot
that fills in the questionnaire correctly will need to be deferred to an AME.

Proposal: replace requirements for LPL pilots by class 2 requirements
Noted

See response to comment No 248 of this segment.

345 comment by: Medical Officer BBAC

The present JAR-FCL medical from has a list of questions the pilot answers and
then signs to confirm truth. This should be retained. This would reduce the
number of questions the GP has to ask during completion of this form e.g
alcohol hsitory, history of cancer, diabetes, anti-convulsant medication, renal
stone, diplopia, head injury, epilepsy,. The questions on hypogycaemia only
relate to pilots on insulin.

Noted

See response to comment No 248 of this segment.

346 comment by: Medical Officer BBAC

17. Part B

Many of these questions relate to physical ability and should be assessed by
the instructor during flight training and have nothing to do with medical
incapacity. These would stop access for disbaled people wanting to undergo air
sports.

Noted

See response to comment No 248 of this segment.

Assessment of the physical ability is the primary task of the GMP or AME. In
borderline cases a medical flight test may be used and our proposal does not
prevent the instructor to add his/her assessment during flight training.

360 comment by: Teh Danish Organiation of Flight Surgeons (DAFLO)

Objection: Disagree

Reasons: The LAPL Medical Report and the limited examinations have no
objective value and as such provide no basis for proper assesment of the
health state of the applicant in a perspective of flight safety. The applicant has
no chance of giving reliable responses because of insufficient insight, e.g. item
14.1 ("Does the pilot have a liability to a medical condition that puts them at
an increased risk of developing pneumothorax?")

Ideally all items should be discussed with the applicant. This would, however,
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imply a time consumptions considerably exceeding that of a Class 2

examination today.

Suggestions: In case of introduction of LAPL it is strongly recommended the
helath requirements as a minimum are equal to ICAO standards.

Noted

See response to comment No 248 of this segment.

456

AMC to MED.A.040
Item 1
Page: 23

Comment:
Meaning of word ‘identity' unclear.

Justification:
Not all citizens have Identity Numbers.

Proposed Text:
Change ‘Identity' to ‘Reference’.

Noted

See response to comment No 248 of this segment.

457

AMC to MED.A.040
Item 2
Page: 23

Comment:
Meaning of word ‘identity' unclear.

Justification:
Not all doctors have Identity Numbers.

Proposed Text:
Change ‘Identity' to ‘Registration’

Noted

See response to comment No 248 of this segment.

458

AMC to MED.A.040
Item 3.2
Page: 23

Comment:
Very proscriptive requirement.

comment by: UK CAA

comment by: UK CAA

comment by: UK CAA
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Justification:
Limits stated are recommendations from a public health standpoint and are not
relevant to fitness for a medical certificate.

Proposed Text:
Delete question 3.2.

Noted

See response to comment No 248 of this segment.

459 comment by: UK CAA

AMC to MED.A.040
Item 3.3
Page: 24

Comment:
Question would benefit from amendment.

Justification:
All applicants with a history of a cancer with a liability to metastasise to the
brain should be referred to an AME or AeMC for assessment.

Proposed Text:
Delete ‘significant'.

Noted

See response to comment No 248 of this segment.

460 comment by: UK CAA

AMC to MED.A.040
Item 6.2
Page: 24

Comment:
Question to be refined.

Justification:
Cough syncope liable to recur unless risk factors corrected.

Proposed Text:
Delete ‘and cough syncope'.

Noted

See response to comment No 248 of this segment.

461 comment by: UK CAA

AMC to MED.A.040 Item 8
Page: 25
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Comment:
There is an error in the question stems in this section.

Justification:
Applicants would be referred with conditions that are satisfactory for a LPL
medical certificate if the questions are not amended.

Proposed Text:

Change to:

8 Coronary artery disease.

Does the pilot have coronary artery disease?
Yes (in box) If yes, answer the questions below.
If no, go to section 9.

Has the pilot had an acute coronary syndrome, including myocardial
infarction:

8.1 Within the last 6 weeks? Yes (shaded box) No (unshaded box)
8.1.1 More than 6 weeks ago with a subsequent satisfactory
cardiological evaluation including an exercise electrocardiogram? Yes
(unshaded box) No (shaded box)

Has the pilot had angina:

8.2 Within the last 6 weeks? Yes (shaded box) No (unshaded box)
8.2.1 More than 6 weeks ago with a subsequent satisfactory
cardiological evaluation including an exercise electrocardiogram? Yes
(unshaded box) No (shaded box)

Has the pilot had angioplasty and/or stenting:

8.3 Within the last 6 weeks? Yes (shaded box) No (unshaded box)
8.3.1 More than 6 weeks ago with a subsequent satisfactory
cardiological evaluation including an exercise electrocardiogram, and
been free of angina since the procedure? Yes (unshaded box) No
(shaded box)

Has the pilot had coronary artery bypass grafting:

8.4 Within the last 3 months? Yes (shaded box) No (unshaded box)
8.4.1 More than 3 months ago with a subsequent satisfactory
cardiological evaluation including an exercise electrocardiogram
conducted at least 3 months post operatively? Yes (unshaded box) No
(shaded box)

Noted

See response to comment No 248 of this segment.

462 comment by: UK CAA

AMC to MED.A.040
Item 10.1
Page: 26

Comment:
Numerical error.

Justification:
Value should be higher and consistent with AMC to MED.B.090 1.2 and 1.3.

Proposed Text:
Change ‘5cm' to '5.5 cm.!
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Noted

See response to comment No 248 of this segment.

463 comment by: UK CAA

AMC to MED.A.040
Item 13.1
Question stem
Page: 26

Comment:
Question stem is complicated.

Justification:
Clarity.

Proposed Text:
Change ‘not including' to ‘other than’

Noted

See response to comment No 248 of this segment.

464 comment by: UK CAA

AMC to MED.A.040
Item 13.1

6" and 7™ bullet points
Page: 26

Comment:
Terms could be clarified.

Justification:
Rightward and leftward axes are not necessarily pathological.

Proposed Text:
Change ‘rightward axis' to ‘right axis deviation' and ‘leftward axis' to ‘left
axis deviation’.

Noted

See response to comment No 248 of this segment.

465 comment by: UK CAA

AMC to MED.A.040

Doctor's declaration

Page: 29

Comment:

There is no need for the GMP to refer to the Regulation and AMC as applicants
with any relevant medical condition are automatically referred to an AME or
AeMC.
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Justification:
The form is designed to be ‘standalone' and is to be used by the GMP without
having to refer to other documents.

Proposed Text:
Change declaration wording to: ‘1 declare that the information given on
this report is correct to the best of my knowledge and belief.'

Noted

See response to comment No 248 of this segment.

466 comment by: UK CAA

AMC to MED.A.040
Page: 29

Comment:

There is no statement of whether the certificate has been issued or the
application referred to an AME or AeMC.

There needs to be a mechanism for reporting the outcome of a LPL medical.

Justification:
Disposal (ie GMP's decision) needs to be clear.
Compliance with MED.A.050 (b) (4).

Proposed Text:

On the LPL report form a question stem needs to be inserted and "yes" and
"no" boxed replies are needed between the title "Doctor's declaration" and the
sentence beginning "I declare that I have examined.."

Add: ‘Complete the boxes as indicated'. Boxes to be added for ‘Certificate
Issued’ and ‘Application referred".

Noted

See response to comment No 248 of this segment.

555 comment by: British Microlight Aircraft Association

1. "Identity No: "The UK does not allocate citizens with identity numbers and
so this part of the form is irrelevant to the UK

2. "Identity No: "The UK does not allocate citizens with identity numbers and
so this part of the form is irrelevant to the UK

3. 3.2 UK recommended maximum Alcohol limits are 21 units for female and

28 units for male and are so more lenient than those suggested by this

question. Has there been an investigation to prove that the proposed

lower limits are justified?

No comment

No comment

Below the header "Nervous System" "Does the pilot have a history of"

spurious wording that should be removed. After the "Yes" box "does the

pilot have a history of" wording should be removed

7. No section 7

8. No question included after the header to answer. 8.1.1 If the pilot has not
had an ACS more than six weeks before and answers No he is penalized
for not having a medical problem. The question needs to be phrased with

ouk
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an "if" For example "If the pilot has had an ACS more than six weeks ago
has he had a satisfactory cardiological evaluation including a normal
exercise tolerance test and since the ACS?" The same comment applies to
8.2.1-8.3.1-8.4.1

9. No comment

10. No comment

11. No comment

12. No comment

13. To answer this question is it required that the pilot has had to have had a
resting electrocardiogram. This is not part of the requirement for
examination for the LPL medical certificate.

14. No comment

15. Should this read, "Do you feel that the pilot has an important condition
that has not been addressed in the questions above?"

16. No comment

17. 17.3 requires that the examination room has stairs! 17.4 does it have to
be a pencil? 17.8 Disagree that the lower limb strength required to fly an
aircraft is as much as required to ride a bicycle.

Repeated questions before Pilot's Declaration" If the pilot has previously
undergone examination for a pilots licence, state when, where and with
what result."
and
"Has the pilot ever had a medical certificate denied suspended or revoked?
If so, give details bellow."

Spelling error "bellow" should be "below"

General comment
The proposed form should be considered by organisations representing the
members of the medical profession who will be asked to carry out these
examinations. It should not be entirely designed by doctors who are
experienced in aviation medical practices.

Noted

See response to comment No 248 of this segment.

3. Standard recommended maximum alcohol units (expressed in grams of
ethanol) are 8 in UK; 9,9 in Netherlands; 10 in Australia, Austria, New
Zealand, Poland and Spain; 11 in Finland; 12 in Denmark, France, Italy, South
Africa; 13,6 in Canada; 14 in Portugal and United States. Internationally the
average standard alcohol unit is higher than in the UK.

578 comment by: Florian S6hn

Getting the history:

In a medical system where a centralized medical database exists it maybe
possible for a GP to obtain extended history data. In GErmany this is NOT
possible due data protction "Datenschutz" and the "Schweigepflicht. Therefor a
way more dietailed examination to ensure not medical risk for flight safty is
present seems absolutly necessary. t least ICAO standards should be met all
the time.

point 13. cardiac investigations:
the LPL examination part does not incluse a restiing electrocardiogram.
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Therefore Question 13 can not be answered.
Noted

See response to comment No 248 of this segment.

614 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt
Section: AMC/GM to Part Medical

Draft Version 3.0

Page: 25

Relevant Text: 8 ) Coronary Artery Disease

8.1 Has the pilot had an acute coronary syndrome (ACS) including myocardial
infarction (heart attack) within the last six weeks?

8.11 Has the pilot had an ACS more than six weeks ago and since the ACS
they have had a satisfactory cardiological evaluation including a normal
exercise tolerance test?

8.2 Has the pilot had angina within the last six weeks?

8.2.1 Has the pilot had angina more than six weeks ago and since this time
they have had a satisfactory cardiological evaluation including a normal
exercise tolerance test?

8.3 Has the pilot had angioplasty and/or stenting within the last six weeks?
8.3.1 Has the pilot had angioplasty and/or stenting more than six weeks ago
and since the procedure they have been free from angina and have had a
satisfactory cardiological evaluation including a normal exercise tolerance test?
8.4 Has the pilot had coronary bypass crafting within the last three months?
8.4.1 Has the pilot had coronary bypass crafting more than 3 months ago and
an exercise tolerance test conducted 3 months post operatively was normal
and also a post cardiological evaluation was satisfactory?

Comment: A differentiation between ,within" or ,more than" 6 weeks or 3
month in myocardial infarction/ACS, angiopalstyTstent or coronary bypass
grafting is not useful for the evaluation of pilots:
e - the disease is relevant anyway
e - the issue CAD with or without intervention/surgery has to lead to a
deferal to the licensing authority

Proposal: 8 ) Coronary Artery Disease

8.1 Has the pilot ever had angina, acute coronary syndrome or myocardial
infarction?

8.2 Has the pilot had any coronary intervention (angioplasty/stent) or coronary
baypass grafting?

Noted

See response to comment No 248 of this segment.

615 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt
Section: AMC/GM to Part Medical

Draft Version 3.0
Page: 25
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Relevant Text: 8 ) Coronary Artery Disease
8.5 Is the pilot known to have a left ventricular ejection fraction of less than
0.4?

Comment: an LV- ejection fraction of less than 40% is too low as a limit and
bears a high risk for significant ventricular rhythm disorders.

Proposal: 8 ) Coronary Artery Disease
8.5 Is the pilot “s left ventricular ejection fraction less than 0.57?

Noted

See response to comment No 248 of this segment.

616 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt
Section: AMC/GM to Part Medical

Draft Version 3.0

Page: 25

Relevant Text: 9 ) Cardiac Arrhythmia
9.1 Is it the case that the pilot"s heart rhythm is abnormal?

Comment: is it useful not to differentiate between different heart rhthym
abnormalities here?

Proposal: 9 ) Cardiac Arrhythmia

9.1 Is there any pilot s history of syncopy, palpitations?

9.2 Is there a history of relevant bradycardia or tachycardia?
9.3 Is there a history of extrasystoly?

Noted

See response to comment No 248 of this segment.

617 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt
Section: AMC/GM to Part Medical

Draft Version 3.0

Page: 26

Relevant Text: 11) Valvular/Congenital Heart Disease

11.4 Does the pilot currently have significant symptoms due to
valvular/congenital heart disease or is the pilot likely to develop such
symptoms?

11.5 Has there been any progression of valvular/congenital heart disease since
the last medical report?

(if relevant)

Comment: there is no definition of "significant symptoms" - who decides upon
the degree (GMP?) and who decides upon the "relevant progression"?

Proposal: Is there any history of congenital or valvular heart disease?
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- if the answer is "yes" -> deferral to the licensing authority
Noted

See response to comment No 248 of this segment.

618 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt
Section: AMC/GM to Part Medical

Draft Version 3.0

Page: missing!

Relevant Text: missing!

Comment: Epi-/Myo-/Pericarditis is missing
Pacemaker/ defibrillator/HF-ablation is missing

Proposal: Is there any history of epi-/myo-/pericarditis?
Does the pilot have an implanted pacemaker or defibrillator?
Did the pilot ever have an HF-ablation?

Noted

See response to comment No 248 of this segment.

619 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt
Section: AMC/GM to Part Medical

Draft Version 3.0

Page: 26

Relevant Text: 13) Cardiac investigations - Has the pilot had

13.1 an abnormal resting ecg but not including:

- RBBB

- LBBB subsequently evaluated with a satisfactory cardiological evaluation
including an exercise tolerance test

- suspected myocardial infarction evaluated with a satisfactory cardiological
evaluation including an exercise tolerance test

- pre-excitation without an associated arrhythmia or likelihood of developing an
arrhythmia

- voltage criteria for left ventricular hyperthrophy without clinical or
echocardiographic evidence of left ventricular hyperthrophy

- rightward axis

- leftward axis

Comment: - unprecise definitions "abnormal ecg not including abnormalities"
like BBB

- LBBB: "satisfactory evaluation including an exercise test" -> the exercise test
is @ minimum exam level in cardiology and requires no specific naming,
however in LBBB it does/can not exclude CAD and is therefore insufficient !

- "pre-excitation without associated arrhythmia or likelihood of developing an
arrhythmia" -> this cannot be defined by an ecg, and an EP-study is not
explicitly questioned or stated as an requirement, insufficient definition

- what is a "clinical evidence of LV hyperthrophy" - there are no specific
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symptoms directly and only related to this issue
- the necessity for specific investigations in cases of leftward axis is
questionable

Proposal: 13) Cardiac investigations - Has the pilot had
13.1 a normal resting ecg

13.1.1 a RBBB in the resting ecg

13.1.2 a LBBB in the resting ecg

13.1.3 a suspected myocardial infarction

13.1.4 pre-excitation in the resting ecg

If the answer is "yes" -> deferral to the licensing authority.

13.1.5. voltage criteria for left ventricular hyperthrophy, rightward axis (or
leftward axis) in the resting ecg need further cardiological investigation
including echocardiography in case of pathological results -> deferral to the
licensing authority.

Noted

See response to comment No 248 of this segment.

649 comment by: Royal Danish Aeroclub

Leisure Pilot's License Medical Report (page 23-30)

This is really good. The medical report is understandable and very easy to
comply with. Any doctor (GMP) can deal with it. It is self explaining and it is
obvious when to refer the applicant to the AME or AeMC. The report is much
simpler than an ordinary certificate for e.g. life insurance companies that any
doctor (GMP) deals with.

One thing: It says: "has the pilot ever..."
Suggestion:

It should read: "has the pilot since last aeromedical examination...
28, for simplicity

on page

Noted

Thank you for the comment.
See response to comment No 248 of this segment.

694 comment by: Robert Cronk

This list is much more extensive than the current requirements for a doctor to
certify fitness for private leisure flight under the UK's NPPL, or US Sport Pilot
Licence. It would be much better - and entirely suitable for teh purpose of the
Leisure Pilots Licence - to relate the medical requirements for the LPL to the
medical requirements of a driver of a commercial vehicle.

Many of the questions on the form seem irrelevant to the actual requirements
of the leisure pilot - eg, at 17.7, it is not relevant for a pilot to be able to row a
boat or screw a corkscrew with either hand! Disabled pilots do fly in suitably
adapted aircraft!

The cost of a medical certificate from the patient's records - which cannot lie -
is very much less than the cost of an examination of the type proposed, and is
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no less accurate or meaningful.
Noted

See response to comment No 248 of this segment.

753 comment by: Swiss Association of Aviation Medecine

Comment:

The working group of European Cardiologists in Aviation Medicine reached
consensus, that the LPL requirements are medically - cardiologically critical for
human safety for the pilot himself and for aviation safety. Furthermore multiple
.ernational study results prove the danger and risks of the requirements and
limits set up in the LPL requirements (like for instance a left ventricular
ejection fraction below 50%). It would be dangerous as well as stupid to
assess cardiological and aeromedical "fitness" under such regulations. It would
rather be an assessment and documentation of "sickness" than of fitness,
ready for use against consultants by any lawyer or judge in the European
Union.

Therefore the working group of cardiologists will refuse to check LPL pilots
under these regulations.

Proposal:

Private Pilots should be checked for their fitness to fly according to AMC class 2
medical regulations.

LPL requirements should be deleted.

Noted

See response to comment No 248 of this segment.

757 comment by: Swiss Association of Aviation Medecine

Comment:

The report details the medical standard required for a pilot to hold a light
aircraft pilot’s licence. Medical history of an applicant is important to prevent
any kind of disqualifying ENT conditions, because there are many issues in the
ENT subject which potentially can cause sudden incapacitation in flight.

Proposal:

15 ENT

Does the pilot have a history of:

15.1 Impaired hearing or hearing loss Y/N
15.2 Eustachian tube dysfunction Y/N
15.3 Diseases of the middle ear Y/N
15.4 Middle ear surgery Y/N
15.5 Disease of the inner ear Y/N
15.6 Vestibular dysfunction Y/N
15.7 Disease of head neck, face and scalp Y/N
15.8 Disease of the upper airway or oral cavity Y/N
15.9 Sinus dysfunction Y/N
Noted

See response to comment No 248 of this segment.
The amended requirements for LAPL will include a section for ENT.
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766 comment by: European Society of Space and Aviation Medicine (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Internal Medicine Group -

Section: AMC to MED.A.040
Page: 22

Relevant Text: LPL medical certificates should be issued following
examination in accordance with the following report (...).

Comment:

The issue of any medical testimony about a general physical condition requires
state-of-the-art evaluation of the patient's history and a complete physical
examination in accordance with medical good-practice. Without a sound taking
of history and examination no medical certification can be done legally.

Proposal:

LPL medical certificates shall be issued only following complete evaluation of
the applicant's medical history and follwing a complete physical examination
according to medical good-practice.

Noted

Thank you for the comment. Both the evaluation of the applicant’s medical
history and a physical examination are essential parts of any aeromedical
assessment.

See also response to comment No 248 of this segment.

767 comment by: European Society of Space and Aviation Medicine (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Internal Medicine Group -

Section: AMC to MED.A.040
Page: 22

Relevant Text: LPL medical certificates should be issued following
examination in accordance with the following report (...).

Comment:

The issue of any medical testimony about a general physical condition requires
state-of-the-art evaluation of the patient's history and a complete physical
examination in accordance with medical good-practice. Without a sound taking
of history and examination no medical certification can be done legally.

Proposal:

LPL medical certificates shall be issued only following complete evaluation of
the applicant's medical history and follwing a complete physical examination
according to medical good-practice.

Noted
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Thank you for the comment. Both the evaluation of the applicant’s medical
history and a physical examination are essential parts of any aeromedical
assessment.

See also response to comment No 248 of this segment.

800 comment by: George Rowden

Comment: This lengthy medical report form required to be completed for the
LPL has singularly failed to abide by the emphasis in 216/2008 to achieve
simple measures for non commercial activities and compares very
unfavourably with the medical requirements for non commercial pilots in a
number of other countries. Adoption of the current proposals would
significantly increase costs to the applicant without any perceivable safety
benefit. As noted elsewhere in this response, pilot medicals should preferably
be based on individual public health records held by the applicants GMP.
Further, the experiences of the European Road Transport Authourities in
certifying drivers appears very relevant as drivers are required to achieve a
similar medical standard as pilots.

I propose that the form proposed be replaced by a much simpler form that
permits validation by either reference to records or a physical examination.
The form used by the New Zealand Gliding Association is suggested as an
example.

Noted

See response to comment No 248 of this segment.

809 comment by: Swiss Association of Aviation Medecine

The Swiss Society of Aviation Medicine supports the following
comments of the german colleagues

Comment:

Why should a medical doctor sign this report?

1) If doctors sign this report they testify that the pilot understood the
questions ,or it was explained by the doctor in a way that he could understand
the questions. If it is asked e.g. Does the pilot have a psychological or
psychiatric illness and quick answers like yes or no are possible, nobody will
find out the answer of question 4.4 - alcohol dependency in the past 3 years. If
the pilot is ok at the age of 17 nobody will ask him again until 45.This means
the doctor who signed the fist LPL medical must give a prognosis of medical
fitness for 28 years. But during this time the occurrence of many psychiatric
disorders ,alcohol and drug dependency have its peak. Who will be accused, if
the worst case will happen that a pilot with a bipolar disorder , unable to
realize his situation, flying with a valid medical certificate , will have an
accident with a commercial aircraft while violating a controlled airspace? - the
medical doctor or the competent authority.

2.) We tested the medical report form in the German Academy of Aviation
Medicine in an advanced course of aviation medicine with 25 AMEs who know
the medical terminology very well. The best performer needed 35 minutes to
fill out the report correctly, at average it took 45 minutes to perform the LPL
questions and the medical examinations. Who believes that this will be a
cheaper way to enter a cockpit as it was under JAA requirements with a class 2
medical is mistaken. Even GPs need salary for 45 minutes to work .
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The whole medical part of the LPL seems to be very problematic, far under
ICAO standard, for European standards and narrow airspace structures are not
safety!

Proposal:

1) For LPL medical standard the same standard as class 2 medical standard
shall be recommended.

2) If the political guidelines for EASA do not allow class 2 Medicals for LPL
pilots, we propose a self assessment every 2 years by the LPL pilot.

For this purpose EASA or the national competent authorities shall provide an
internet solution where pilots can fill out the LPL medical report and
automatically receive by internet their medical certificate if no grey shaded tick
box was ticked.

If such a box was ticked it shall be the responsibility of the authority to send
the pilot to a specialist or an AME for an assessment. If it is regulated in this
way the authority is definitely responsible for the lack of safety in such a
system and medical doctors are not used as an alibi for good medical
assessment.

This might be important in case of accidents when insurences are looking for
responsibilities.

3) If proposal 1 and 2 will not be respected by EASA and the LPL medical
requirements will be implemented as it is now, the medical societies should
give advice to their doctors to refuse the collaboration in all cases of medical
advice, reports and assessment relating to LPL.

Noted

See response to comment No 248 of this segment.

814 comment by: Swiss Association of Aviation Medecine

Comment:

The issue of any medical testimony about a general physical condition requires
state-of-the-art evaluation of the patient's history and a complete physical
examination in accordance with medical good-practice. Without a sound taking
of history and examination no medical certification can be done legally.

Proposal:

LPL medical certificates shall be issued only following complete evaluation of
the applicant's medical history and follwing a complete physical examination
according to medical good-practice.

Noted

Thank you for the comment. Both the evaluation of the applicant’s medical
history and a physical examination are essential parts of any aeromedical
assessment.

See also response to comment No 248 of this segment.

815 comment by: Swiss Association of Aviation Medecine

Comment:
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If our comments are not accepted, the responsibility for issuing the LPL licence
and for aeromedical consequences must be taken by the licensing authorities.
The Internal Medicine working group would strongly recommend to any
medical doctor not to issue a LPL-medical certification as a legal document
under the existing conditions.

Proposal:
Set Class 2 standards and certification procedures as a reasonable, minimum,
safe and acceptable standard for any Aeromedical certification.

Noted

See response to comment No 248 of this segment.

835 comment by: Thomas Cook Airlines UK

Does this mean that even visual limitations have to be referred to an AME?
Surely this is not the case. The limitations that are or are not permissable for
GMPs to authenticate need to be clearly indicated.

Noted

In the case of any limitation, the applicant shall be referred to an AME or
AeMC.

836 comment by: Thomas Cook Airlines UK

Commentator: The UK Association of Aviation Medical Examiners

Paragraph: II Draft Decision AMC and GM for Part-medical Subpart A General
Requirements

Page Number: 27

Comment: Section 15 There are words missing here. The sentence should
read "Do you feel that the pilot has an important condition that has not been
addressed in the questions above?"

The word "feel" is a bad choice of English. It would be better to say ""In your
opinion has the pilot...............

Justification: Document should not have missing words and poor choice of
English syntax should be avoided

Proposed text: Section 15
In your opinion has the pilot an important condition that has not been
addressed in the questions above?

Noted

See response to comment No 248 of this segment.

843 comment by: European Society of Space and Aviation Medicine (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Group ENT -
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Section:
2 Subpart A AMC to MED.A.040 - Instruction for completion of LPL
report

Page: 27

Relevant Text:
ENT chapter has been forgotten in the LPL report form

Comment:

The report details the medical standard required for a pilot to hold a light
aircraft pilot’ s licence. Medical history of an applicant is important to prevent
any kind of disqualifying ENT conditions, because there are many issues in the
ENT subject which potentially can cause sudden incapacitation in flight.

Proposal:

15 ENT

Does the pilot have a history of:

15.1 Impaired hearing or hearing loss Y/N
15.2 Eustachian tube function Y/N

15.3 Diseases of the middle ear Y/N

15.4 Middle ear surgery Y/N

15.5 Disease of the inner ear Y/N

15.6 Vestibular disfunction Y/N

15.7 Disease of head neck, face and scalp Y/N
15.8 Disease of the upper airway or oral cavity Y/N
15.9 Sinus dysfunction Y/N

Noted

See response to comment No 248 of this segment.

The amended requirements for LAPL will include a section for ENT.

864 comment by: Swiss Association of Aviation Medecine

Comment:

4. Even the psychologist in the group could not define what a psychological
illness is. Iliness describes a medical and not primarily a psychological
problem.

Two points to be added:

4.7 - 4.8 = Aeromedical psychiatric experience has proven that histories
concerning the past six months are to short and not representative. ‘psychotic
illness/disorder' are easily misunderstood by pilots/applicants. The questions
concerning treatment and medication in this context helps for clarification.

Proposal:
4. Does the pilot/applicant have history of psychiatric illness or psychological
deficiency .

Two points are to be added:

4.7 significant psychiatric disorder which needed treatment
4.8 does or did the pilot take any psychotropic medication
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Noted

See response to comment No 248 of this segment.

892 comment by: European Society of Space and Aviation Medicine (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Group Neurology Psychiatry-

Section: 1

Il Draft decision AMC and GM for Part-Medical
AMC/GM to Part-Medical

Subpart A

General Requirements

Leisure Pilot's Licence Medical Report
4. Psychiatric illness
4.1 - 4.6 = no comments

Page: 24

Relevant Text:
Does the pilot have history of psychological or psychiatric illness?

Comment:

4. Even the psychologist in the group could not define what a psychological
illness is. Illness describes a medical and not primarily a psychological
problem.

Two points to be added:

4.7 - 4.8 = Aeromedical psychiatric experience has proven that histories
concerning the past six months are to short and not representative. ‘psychotic
illness/disorder' are easily misunderstood by pilots/applicants. The questions
concerning treatment and medication in this context helps for clarification.

Proposal:
4. Does the pilot/applicant have history of psychiatric illness or psychological
deficiency .

Two points are to be added:
4.7 significant psychiatric disorder which needed treatment
4.8 does or did the pilot take any psychotropic medication

Noted

See response to comment No 248 of this segment.

993 comment by: European Society of Space and Aviation Medicine (ESAM)

Author:
Group General Requirements - European Society of Space and Aviation
Medicine (ESAM) - Wiesbaden August 23™- 24" 2008

Section:AMC/GM to part - medical

Subpart A Section2
AMC to MED.A.040 Leisure Pilot”s License Medical Report
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Page: 23-29

Relevant Text:
The whole medical report.

Comment:

Why should a medical doctor sign this report?

1) If doctors sign this report they testify that the pilot understood the
questions ,or it was explained by the doctor in a way that he could understand
the questions. If it is asked e.g. Does the pilot have a psychological or
psychiatric illness and quick answers like yes or no are possible, nobody will
find out the answer of question 4.4 - alcohol dependency in the past 3 years. If
the pilot is ok at the age of 17 nobody will ask him again until 45.This means
the doctor who signed the fist LPL medical must give a prognosis of medical
fitness for 28 years. But during this time the occurrence of many psychiatric
disorders ,alcohol and drug dependency have its peak. Who will be accused, if
the worst case will happen that a pilot with a bipolar disorder , unable to
realize his situation, flying with a valid medical certificate , will have an
accident with a commercial aircraft while violating a controlled airspace? - the
medical doctor or the competent authority.

2.) We tested the medical report form in the German Academy of Aviation
Medicine in an advanced course of aviation medicine with 25 AMEs who know
the medical terminology very well. The best performer needed 35 minutes to
fill out the report correctly, at average it took 45 minutes to perform the LPL
questions and the medical examinations. Who believes that this will be a
cheaper way to enter a cockpit as it was under JAA requirements with a class 2
medical is mistaken. Even GPs need salary for 45 minutes to work .

The whole medical part of the LPL seems to be very problematic, far under
ICAO standard, for European standards and narrow airspace structures are not
safety!

Proposal:

1) For LPL medical standard the same standard as class 2 medical standard
shall be recommended.

2) If the political guidelines for EASA do not allow class 2 Medicals for LPL
pilots, we propose a self assessment every 2 years by the LPL pilot.

For this purpose EASA or the national competent authorities shall provide an
internet solution where pilots can fill out the LPL medical report and
automatically receive by internet their medical certificate if no grey shaded tick
box was ticked.

If such a box was ticked it shall be the responsibility of the authority to send
the pilot to a specialist or an AME for an assessment. If it is regulated in this
way the authority is definitely responsible for the lack of safety in such a
system and medical doctors are not used as an alibi for good medical
assessment.

This might be important in case of accidents when insurences are looking for
responsibilities.

3) If proposal 1 and 2 will not be respected by EASA and the LPL medical
requirements will be implemented as it is now, the medical societies should
give advice to their doctors to refuse the collaboration in all cases of medical
advice, reports and assessment relating to LPL.
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Noted

See response to comment No 248 of this segment.

comment by: European Society of Space and Aviation Medicine

1017 (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Cardiology Group -

Comment LPL
Page: 23 - 26 and 60 - 61

Comment:

The working group of European Cardiologists in Aviation Medicine reached
consensus, that the LPL requirements are medically - cardiologically critical for
human safety for the pilot himself and for aviation safety. Furthermore multiple
international study results prove the danger and risks of the requirements and
limits set up in the LPL requirements (like for instance a left ventricular
ejection fraction below 50%). It would be dangerous as well as stupid to
assess cardiological and aeromedical "fitness" under such regulations. It would
rather be an assessment and documentation of "sickness" than of fitness,
ready for use against consultants by any lawyer or judge in the European
Union.

Therefore the working group of cardiologists will refuse to check LPL pilots
under these regulations.

Proposal:

Private Pilots should be checked for their fitness to fly according to AMC class 2
medical regulations.

LPL requirements should be deleted.

Noted

See response to comment No 248 of this segment.

1026 comment by: llse Janicke Heart Center Duisburg

Author: Janicke Ilse, Senior MD, AME I and II, Cardiologist and Angiologist at
Heart Center Duisburg

Section: 11 Draft Decision AMC and GM for Part-Medical

Subpart A General Requirements

Section 2: Issuance, revalidation and renewal of medical certificates

AMC to MED.A.040

Leisure Pilot" s License Medical Report

Page: 25 (NPA 2008-17c¢)

Relevant Text: 9 Cardiac Arrhythmia
9.1 Is the pilot’ s heart rhythm abnormal?

Comment: An abnormal heart rhythm is common in normal individuals too,
e.g. premature atrial or ventricular beats. With increasing age the probability
of rhythm disturbance increases. With this question truely answered a lot of
validations must send to the licensing authority and often this is not needed.
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Proposal: Is the pilot™s heart rhythm significantly abnormal (ie bradycardia or
tachycardia, frequent and complex forms of supraventricular or ventricular
ectopic complexes) ?

In case of "yes" have had the pilot a satisfactory cardiological evaluation?

Noted

See response to comment No 248 of this segment.

1027 comment by: llse Janicke Heart Center Duisburg

Author: Janicke Ilse, Senior MD, AME I and II, Cardiologist and Angiologist at
Heart Center Duisburg

Section: 11 Draft Decision AMC and GM for Part-Medical

Subpart A General Requrements

Section 2: Issuance, revalidation and renewal of medical certificates

AMC to MED.A.040

Leisure Pilot" s License Medical Report

Page: 25 (NPA 2008-17¢)

Relevant Text:
10 Peripheral Arterial Disease

Some relevant text is missing

Comment: Peripheral vascular disease powerfully predicts the presence of a
generalized arteriopathy that is likely to involve the coronary and cerebral
circulations. Patients with PAOD are at high risk (5,4% per vyear) of
cardiovascular death, myocardial infarction or apoplex (REACH-Registry) Steg
et al. JAMA 2007;297(11)

The 12 year mortality risk in symptomatic or asmyptomac PAOD is up to 50%
The risk for fatal MI or CHD death is for tines higher. Criqui MH et al. N Engl J
Med 1992; 326: 381-386.

This is likely to jeopardize flight safety.

Proposal:

supply

10.3 Does the pilot have had symptomatic or asymptomatic cerebral or
peripheral artery obstructive disease?

Noted

See response to comment No 248 of this segment.

1028 comment by: llse Janicke Heart Center Duisburg

Author: Janicke Ilse, Senior MD, AME I and II, Cardiologist and Angiologist at
Heart Center Duisburg

Section: 11 Draft Decision AMC and GM for Part-Medical

Subpart A General Requrements

Section 2: Issuance, revalidation and renewal of medical certificates

AMC to MED.A.040

Leisure Pilot" s License Medical Report

Page: 26 (NPA 2008-17c¢)

Relevant Text: 13 Cardiac Investigations
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13.1 an abnormal resting electrocardiogram not including
e LBBB subsequently evaluated with a satisfactory cardiological evaluation
including an exercise tolerance test
e suspected myocardial infarction evaluated with a satisfactory
cardiological evaluation including an exercise tolerance test
e pre-excitation without an associated arrhythmia or likelihood of
developing an arrhythmia

Comment:

The exercise test is a minimum exam level in cardiology and requires no
specific naming, however in LBBB it does/can not exclude CAD and is therefore
insufficient !

Only a symptom limited exercise test will be of useful value to detect CAD and
other diseases.

This sentence "pre-excitation without an associated arrhythmia or likelihood of
developing an arrhythmia" is equivocally: The preexcitation pattern is seen in
1,6 per 1000 routine resting ECGs. In a study of WPW pattern in 238 military
aviators of mean age 34,3 years, 17,6 % were symptomatic against 82,4 %
asymptomatic pilots. 15 % of pilots with pattern alone developed the
syndrome over a mean of 22 years. The risk of supraventricular tachycardia is
1,5-2 per cent per year. Here exist no certain possibility to check the risk who
will develop arrhythmia and who not.

An EP-study is not explicitly questioned or stated as an requirement and
ethically not to accepted.

Proposal:
13.1 an abnormal resting electrocardiogram not including
e LBBB subsequently evaluated with a satisfactory cardiological evaluation
Including ischemia tests
e suspected myocardial infarction evaluated with a satisfactory
cardiological evaluation including a symptom limited exercise tolerance
test
e pre-excitation without an associated arrhythmia

Noted

See response to comment No 248 of this segment.

1029 comment by: llse Janicke Heart Center Duisburg

Author: Janicke Ilse, Senior MD, AME I and II, Cardiologist and Angiologist at
Heart Center Duisburg

Section: : Il Draft Decision AMC and GM for Part-Medical

Subpart A General Requirements

Section 2: Issuance, revalidation and renewal of medical certificates

AMC to MED.A.040

Leisure Pilot" s License Medical Report

Page: missing

Relevant Text: missing
Comment:
The spontaneously bleeding rate within normal INR range 2,0 - 3,0 extends up

to 2 % per year. Any underlying disorder needing anticoagulant therapy will
probably enhance the risk of sudden incapacitation. All together this is likely to
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jeopardize flight safety.

Proposal: Text will be good fitted in chapter 11: valvular/congenital heart
diseases
Is there any systemic anticoagulant therapy currently or in the past? And why?

Noted

See response to comment No 248 of this segment.

1050 comment by: llse Janicke Heart Center Duisburg

Question 8: The questions include only the interval of the last 6 weeks or the
last 3 months. The time between two medical assessments will not be
mentioned. Therefore the cardiovascular risk can not be estimated.

The situation will be another if the doctor should have knowledge of the entire
pilots history!

Proposal: to delete the times "more then six weeks ago" or "more than 3
months ago" in the questions.

Question 8.1.1

...and since the ACS they have had a satisfactory cardiological evaluation
including a normal

symptom limited exercise tolerance test."

The exercise ECG has little sensitivity and specificity for detecting CHD
(coronary heart desease), this can be increased to 60-70 % sensitivity and 95
% specificity if symptom limited established.

Question 8.5: "Is the pilot known to have a left ventricular ejection fraction of
less than 0,4"?

A lot of studies in the past and recently describe that a significantly
independent predictor of death or myocardial infarction in CHD with following
sudden incapacitation will be the resting left ventricular ejection below 50 %
(1). Poststress EF is the best predictor of cardiac death, whereas the amount of
ischemia is the best predictor of nonfatal Myocardial infarction (2).

One recently published big study showed in 8290 patients with stable CHD and
preserved ejection fraction, that independent determinants of sudden cardiac
death include an ejection fraction > 40% and < 50 % as opposed to > 50 %,
and this is highly significant (3)

(1)Tsutsui JM et al.: Prognostic value of dobutamine stress myocardial contrast
perfusion echocardiography. Circulation 2005 Sep 6;112(10):1382-3.

(2) Sharir T et al: Prediction of myocardial infarction versus cardiac death by
gated myocardial perfusion SPECT: risk stratification by the amount of stress-
induced ischemia and the poststress ejection fraction.

(3) Hsia J et al: Sudden cardiac death in patients with stable coronary artery
disease and preserved left ventricular systolic function. Am J Cardiol.2008
Febl15; 101(4):457-61.

An ejection fraction below 50 % without and especially with CHD is likely to
jeopardize flight safety. This Value should be part of the questions.

Noted

See response to comment No 248 of this segment.

1056 comment by: Dr Michel Kossowski AeMC Clamart
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in the report ENT is not mentionned!!! At least must be mentionned :
have you an history of vertigo? or diziness?

Have you an history of deafness or of pathology of the ear ?

have you an history of ENT surgery?

Have you an history of cranail trauma?

Noted

See response to comment No 248 of this segment.

The amended requirements for LAPL will include a section for ENT.

1074 comment by: Dr. Ludger Beyerle

Section:AMC/GM to part - medical
Subpart A Section2
AMC to MED.A.040 Leisure Pilot” s License Medical Report

Page: 23-29

Relevant Text:
The whole medical report.

Comment:

1) If doctors sign this report they testify that the pilot understood the
questions ,or it was explained by the doctor in a way that he could understand
the questions. If it is asked e.g. Does the pilot have a psychological or
psychiatric illness and quick answers like yes or no are possible, nobody will
find out the answer of question 4.4 - alcohol dependency in the past 3 years. If
the pilot is ok at the age of 17 nobody will ask him again until 45.This means
the doctor who signed the fist LPL medical must give a prognosis of medical
fitness for 28 years. But during this time the occurrence of many psychiatric
disorders ,alcohol and drug dependency have its peak. Who will be accused, if
the worst case will happen that a pilot with a bipolar disorder , unable to
realize his situation, flying with a valid medical certificate , will have an
accident with a commercial aircraft while violating a controlled airspace? - the
medical doctor or the competent authority.

2. The whole medical part of the LPL seems to be very problematic, far under
ICAO standard. Concerning the traffic jammed airspace in middle Europe it the
LPL chapter is jeopardizing the air safety.

Proposal:

1. For LPL medical standard the same standard as class 2 medical standard
shall be recommended.

2. If the proposal will not be respected by EASA and the LPL medical
requirements will be implemented as it is now, the medical societies will give
advice to their doctors to refuse the collaboration as the responsibility cannot
be accepted.

Noted

See response to comment No 248 of this segment.
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1085 comment by: Roger Anderson

Leisure Pilot's Medical Report

As a result of my personal experiences of obtaining a GP's countersignature to
a National Pilot's License medical declaration I am concerned that it will not be
feasible to persuade the average GP to conduct the very comprehensive
medical that is proposed under NPA 2008-17c. The countersignature for a NPPL
medical declaration does not mandate a medical examination and the GP is at
liberty to countersign the declaration on the basis of his/her knowledge of the
applicant's general health. When I asked my GP for a countersignature she was
clearly not pleased at having to take time to facilitate what she considered to
be a frivolous hobby, and would almost certainly not entertain carrying out an
extensive report for such a purpose.

I am also concerned that even if one is fortunate enough to have a GP who is
prepared to undertake such a report they will be concerned about the liability
aspect of putting their signature to such a report.

In order to cover the liability aspect they will no doubt insist on subsidiary
reports to protect their position. This will lead to an inordinate expense for
even a perfectly healthy pilot and will prevent many pilots from continuing to

fly.

My personal experience is that although my GP had been content to add her
countersignature to my annual declaration (I am over 60) for three years she
refused to do so this year when the practice manager pointed out the possible
liability aspect.

My declaration has now been countersigned but only after I obtained a
specialist's report that cost me nearly £1,500.00p.

My personal opinion is that the requirements of the proposed LPL medical are
disproportionate to the concept of a leisure pilot and that the British national
system is more than adequate to meet all reasonable safety requirements.

Noted

See responses to the comments No 248 and 33 of this segment.

1087 comment by: Robert Corbin

The questionaire contained in this section is very detailed and is intended to
provide evidence to the aviation authority. From the perspective of a Medical
certificate for a LPL(S) sailplane pilot in the UK this is a significant change as at
present a signed certificate to a standard that is equivenlent to UK Driving
group 2 (professional driving) is all that is required.

As the General Medical Practitioner is expected to have competence in aero
medical examination (MED.D.001) the questionaire in this section should be
recommendations and not requirements. The GMP shall only be required to
retain such evidence he deems necessary for the issuance of a Medical
certificate.

The questionaire also implies a need for an electrocardiogram. That and other
tests will add to the burden that a GMP has and so it will increase costs to
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sporting aviators.

In the UK there are very few accidents which are medically related and none in
2007 (BGA accident statistics). Even for those accidents that are due to
medical factors the risk to third parties is negligible. The balance of risk
mitigation through a thorough medical examintion is disproportionate. The
existing arrangements in the UK are more than adequate and do not require all
the beaurocratic form filling proposed here.

Propose
That the requirement for the report for LPL(S) should be dropped.

Noted

See response to comment No 248 of this segment.

1089 comment by: Richard WHITAKER
AMC to MED.A.040

The proposed medical form for sporting pilots is very complex and onerous and
will result in the imposition of yet another unnecessary expense. A simpler
form should be introduced in line with current UK NPPL or US Sport Pilots
Licence. The primary evidence should be reference to medical records; an
examination would be needed if records for, say, 3 years were not available. If
this were the case, why not use the EASA Class 2 form which is proven and
well known already.

Noted

See response to comment No 248 of this segment.

1107 comment by: George Knight

There are drafting errors in this Medical Report form. No section 7 - although
referenced in section 6. The "NO goto" text is missing the reference in many
cases.

Noted

See response to comment No 248 of this segment.

1108 comment by: George Knight

This form is overly complex and will result in GMPs charging as much, if not
more, for an LPL medical than AMEs for Class 2 medicals. It is also several
pages longer than the existing JAA Class 2 medical form in use by AMEs in the
UK today.

SUGGESTION
Simplify and remove guidance material.

Noted

See response to comment No 248 of this segment.
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1124 comment by: Pete STARTUP

With respect to the issue of a valid medical certificate to obtain a LPL(S) or
SPL, the current proposals are overly excessive for what is required. A routine
examination of the applicants medical records and maybe a basic physical
examination would suffice. This can be carried out quite competently by my
GMP. The cost of this has been about UK£20 in the past. The recommended fee
for the required examination and completion of the documentation by an AME
is an excessive UK£169!This cannot be justified for non-commercial sport
aviation and needs urgent reviewing. Additionally, the medical declaration form
requires an excessive medical history search to enable completion when a
more suitable for purpose certificate would be a simple declaration by the GMP
having carried out the necessary checks, that there are no medical reasons to
his knowledge that he could establish as to why the applicant cannot be
considered fit to pilot a sailplane for non-profit sport aviation purposes. Please
review the medical examination standards required, the validity of a GMP to be
acceptable to do this and not an AME, and at a cost in line with the purpose of
the certificate. Please review urgently before proceeding with the NPA.

Noted

See response to comment No 248 of this segment.

Please note that the SPL is an ICAO compliant licence and an ICAO compliant
class 2 medical certificate is needed.

1135 comment by: jim white

I think that this approach is too prescriptive and that it is sufficent that the
pilot meets the medical standard for driving as well understood by all GPs.

The questionaire here will be costly to implement and unecessarily complicated
for the LPL or SPL rating.

However, the following comments are made:

Alchohol. Weekly consumption levels may be predictors of disease but are not
evidence of it nor evidence that the pilot is able to fly safely whilst not under
the influence of alchohol, or not. Nor does the amount of alchohol consumed
each week say much about the pattern of drinking or the pilots attitudes and
responsibility.

An electrocardiagram has limited predictive utility and is disproportionately
expensive and complicated for this class of licence.

Noted

See response to comment No 248 of this segment.

1154 comment by: Keith WHITE
Add LPL(S) and SPL
Noted

Requirements for LAPL are applicable to all LAPL applicants including LAPL(S).
Applicants for SPL have to meet Class 2 requirements.
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1155 comment by: Keith WHITE

Pilot's name, address, and age should be mandatory. In the UK there is no
identity number. Telephone numbers and e-mail addresses should be marked
as optional entries.

In the box of 'Instructions’, add LPL(S) and SPL.

Noted

See response to comment No 248 of this segment.

Requirements for LAPL are applicable to all LAPL applicants including LAPL(S).
Applicants for SPL have to meet Class 2 requirements.

1156 comment by: Keith WHITE
6 Nervous system. Seems muddled and repetitive.
Noted

See response to comment No 248 of this segment.

1157 comment by: Keith WHITE
15. Should probably read '... has not been addressed ...
Noted

See response to comment No 248 of this segment.

1158 comment by: Keith WHITE
Delete 16.3.
Noted

Urine testing for glucose is important for aeromedical decision making.

See also response to comment No 248 of this segment.

1159 comment by: Keith WHITE
Delete repitition of "... previously ..." and '... denied ...".
Noted

See response to comment No 248 of this segment.

1168 comment by: D.Hahn, class | AME

again there seem to be no rules for the minimal extent of physical examination
nor for the minimal methods and equipment of the GP to be applied. Should he
be able to use ECG, oxygensaturation, bloodtesting, Réntgen or is all that not
needed at all ?

In the text it is just said "this just reqires some physical examination ".
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Is that enough to rule out dangerous organical malfunction-caused situations
e.g. after two hours of circling in the heat of a summerday together with 15
other gliders in a thermic some 15 or 20 meters apart from each other ?

Noted

See response to comment No 248 of this segment.

1169 comment by: D.Hahn, class | AME

no rules for the minimal extent of physical examination nor equipment and
methods to be applied seem to exist for the aeromedical GP. ECG,
ophthalmologic equipment, Audiometer, bloodtesting Roentgenthorax all not
necessary for daily aeronautical decisionmaking?

regarding physical examination it is just said that "this report regires some
physical examination". Is that enough to rule out hidden organical malfunction
causing dangerous situations e.g. after two hours of circling in the summerheat
together with 15 other competing gliders in the same thermic some 20 or 30
meters apart from each other, as it usually occurs around many german
airfields.

Noted

See response to comment No 248 of this segment.

1170 comment by: D.Hahn, class | AME

Question 5.1 and 5.2 are not sufficient to rule out

1. deficiencies in the ability to estimate distances, very important for every
pilot.

2. absence of visus of less then 1.0 on one or both eyes.

3. perimetric defects of visionfield

Noted

See response to comment No 248 of this segment.

1171 comment by: D.Hahn, class | AME

regarding 6 or 14

more important than question after Nephrolithiasis seem questions to rule out
sleepapnea, causing tiredness at daytime.

1.have there been complaints of others about you snoaring.

2.often tired in the morning or at daytime despite sufficient sleeping time ?
3.frequent headache, sleepiness or fall asleep during watching television ?

regarding 14

02- Saturation 98% or below?
over 15 cigarettes/day or more than 20 pack-years ?

Noted

See response to comment No 248 of this segment.

1180 comment by: FAI
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(CIMP)
Page 23 of 66

The form of application for the LPL medical certificate in 17c (3) is
extraordinarily complex and unrelated to any other in aero-medical use. To
demand of experienced pilots that they have to demonstrate their ability to
row a boat and use a corkscrew with either hand will expose EASA to
international ridicule. The difference between an LPL medical certificate and a
Class 2 or higher should lie in simpler procedures and greater ability to apply
mitigating limitations as well as fitness levels. All medical certification can have
a similar first page to be completed by the applicant and to copy the existing
French Class 2 (14) would serve this purpose well.

CIMP CONCLUSION

-All medical certification should have a similar first page to be
completed by the applicant prior to any examination or endorsement.
A copy of the existing French Class 2 (14) would serve this purpose
well.

References:

3. EASA NPA 2008-17c Part-Medical

14. Conseil Médicale de I'Aéronautique Civile, 93 Boulevard Montparnasse,
75006 PARIS

Noted

See response to comment No 248 of this segment.

1181 comment by: FAI
#20

(CIMP)
Page 23 of 66

Alcohol abuse is a difficult problem to manage in aviation but is unlikely to be
resolved by simply asking the applicant the number of units consumed. The
term 'unit' is unscientific and is not a constant measure (16). In the UK it is
8gms ethanol but 9.9gms in the Netherlands; 10gms in Hungary; Ireland and
Spain; 1lgms in Finland, 12gms in Denmark, France and Italy; 14gms in
Portugal. It is bad psychology to start the medical history with this question
because it may initiate evasive responses. Finally there is no scientific evidence
to support the figures cited, they were mere recommendations and are subject
to criticism.

CIMP CONCLUSION

-Questions to applicants concerning ethanol consumption require great
medical skill if the truth is to be exposed and any limits specified must
use scientific definitions.

Reference:
16. International Centre for Alcohol Policies. www.icap.org/ Home>Policy
Issues>drinking guidelines>Standard Units Table.

Noted

See response to comment No 248 of this segment.
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1184 comment by: Ray Partridge

This is far too complex. Like the EASA Certificate of Airworthiness
requirements, the focus is on documentation. Last year the CoA process took
much longer than previously and all the energy goes on completing forms so
that the physical examination almost becomes secondary. Please do not lose
sight of the fact that you are making proposals which relate to sport aviation.
Adopt the BGA proposals.

Noted

See response to comment No 248 of this segment.

comment by: Swedish Transport Agency, Civil Aviation Department

1238 (Transportstyrelsen, Luftfartsavdelningen)

Comment:

It is not appropriate to have the examination form for LPL included in an AMC
to MED.A., whereas the examination forms for class 1 and class 2 are not
included in an AMC but might be part of the GM.

The proposed examination report form is totally inadequate.

Generally, there is an unacceptable bad handling of the English language
resulting in numerous ambiguities which should not appear in a regulatory
text/document.

The examination report form focuses only on previous medical history, not on
the present medical status, which is inappropriate.

Some examples of additional inappropriate text:

In several sections of the questionnaire, for example regarding the nervous
system, the doctor is instructed to carry on to the next section if the first
question (‘Does the pilot have a history of problems with the nervous
system?') is answered with a "No". This is not adequate, because to be able to
answer the first question the doctor first has to go through every question of
that section as the applicant can not be expected to have sufficient medical
knowledge to exclude any condition possible. One example is question 6.2,
which is very specific and must be asked as it is written.

This comment is relevant to most sections and not only for neurology, since
the examiner is presumed to be a GMP of any single speciality and also cannot
be expected to have good knowledge of all specialist areas.

The first question of each section could possibly be used at the end of the
section as a summary of the information gained concerning that section.

3.2 is inappropriate, because the important issue is the assessment of possible
abuse and/or dependency and not the amount of alcohol ingested.

3.3 is inappropriate, as a correct answer requires the examining GMP to have a
thorough knowledge of oncology which is seldom the case.

In 4.3 - 4.6 it is inappropriate to have specified time limits because a
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dependency or abuse should always require additional investigation; the
questions should be asked if the applicant ever had ...

To include ‘is the pilot known to have' in the questions 8.5 and 10.1 will imply
that the examining GMP will always give the (possibly incorrect) answer ‘NO',
unless the GMP requests all previous medical files of the applicant or performs
an ultrasound examination of the applicant. This type of questions is
inappropriate in a regulatory text /document.

The initial question of section 13 is another example of an inappropriate
question: if the applicant never had a resting electrocardiogram performed, the
answer will always be ‘NO'. This does not exclude the fact that the applicant
might have several of the following ECG abnormalities, if being examined. To
give an appropriate answer to the question, an ECG recording will be an
absolute necessity.

The text of 13.1 is totally confusing and impossible to interpret.

The binding Implementing Rule MED.B.090 requires an examination of the
musculoskeletal system to be performed. However, there is no corresponding
requirement in the AMC to MED.B.090. According to Examination Part B of the
examination report form, including the questions 17.4 - 17.8 on the
musculoskeletal system, the doctor will only need to examine the pilot if
uncertain of the answer. This is not according to the IR and has to be revised.

Proposal:

If there should be any separate examination report form at all for a LPL
medical certificate, the proposed form must be totally revised by an
independent group of competent experts in aviation medicine and general
medicine with thorough knowledge of aeromedical risk assessment.

Noted

See response to comment No 248 of this segment.

1299 comment by: David Chapman

Consideration should be given to making the form much much much easier for
the GMP to process. This form will be used 10,000's of times, but any one GMP
may only see the form once or twice. There will be considerable expense to
pilots and the medical profession. the form is fully out of proportion to the task
at hand.

It is too long and too confusing, the form should have a summary section with
a few basic questions, and as long as those are answered "no" then probably
no need for a physical examination. Remember the GMP will have thier own
records to hand. In most cases pilots have no significant medical history, so
why does a GMP have to read 100's of detailed questions. So 10 or 15 basic
subject questions should be enough? All subsidary questions should be in an
appendix section.

Most important - if a GMP knowing the pilots medical history is available, then
this is the safetest and most appropriate route to medical certification for all
GA. The key to be sure it is the pilots normal GMP, and that the GMP is guided
to confirm what medical fitness level is required. Fitness for GA is not far
different to driving a car, and, like cars, gliders can be adapted to cope with
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less abled persons.

If the GMP is led to medical areas that may be marginal or not clear cut, the
GMP should be advised to refer the pilot of a AME, and consult with the AME in
an apropriate way.

All of the above will involve changres bourne by the piloy, even in the UK, so
again the complexity must be apropriate to the sailplane aviation sector.

in the long form, section 7 seems to be missing,...
Also some formatting probelms recurr several times, e.g. ....

13 Cardiac Investigations
Has the pilot had an abnormal resting electrocardiogram?
Yes If Yes refer to further details below No If No go to section 14,

but in PDF document it reads, ..

13 Cardiac Investigations
Has the pilot had an abnormal resting electrocardiogram?
Yes If Yes refer to further details below No If No go to section 1

5 Vision

Does the pilot:

5.1 experience diplopia?

5.2 have any other significant ophthalmic condition?

What is significant? - make it clear that glasses to correct normal near/far
sightedness is okay. A simple eye test/report is covered later.

Noted

See response to comment No 248 of this segment.

1320 comment by: Vincent EARL

This form is not simple or easy to use as promised in the preamble of
216/2008 to achieve simple measures for non commercial activities.

It must be simplified along the lines of already effective measures being used
in America (Sport Pilot Licence) and the UK (NPPL).

Noted

See response to comment No 248 of this segment.

1412 comment by: Prutech Innovation Services Ltd.

AMC to MED.A.040-"Instructions for completion of this report™: The
automatic requirement to refer answers to shaded questions to an AME or
AeMC is excessive and totally patronising to GMPs. It should be obvious that
GMPs are highly motivated professionals dealing with life and death situations
daily and who are very experienced at judging when something is outside their
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area of competence. Many (or almost all?) of the shaded areas could very
confidently be adjudicated on by a GMP in the vast majority of cases and they
will know when to refer a specific candidate onwards to an AME, an AeMC or
for another medical specialist's opinion.

Just a few examples at random from one area where the GMP could easily
make its own decision and make direct referrals for opinions to (non-aero)
medical expertise are 3.3, 3.8 and 3.9. Referral to an AME or AeMC should be
limited to the few cases where the GMP is satisfied it needs this specialist
aeromedical expertise i.e. far, far fewer cases than the shaded boxes.. What is
therefore needed is only the production (by EASA) of a short booklet
containing a clear set of guidelines for direct decision-making by the GMP,
including a listing of those very few cases where referral to AME/AeMC is
absolutely essential.

This is an essential change of approach, which has very significant implications
for the cost to participants (financial, administrative and time/convenience) of
European leisure flying. It therefore has corresponding implications for the
success of EASA's and the European Community's objectives of growing
European GA to match its potential and to match the levels that exist in North
America. EASA must not water down the role of the GMP to appease any
sector, as the use of GMPs at a much higher level of responsibility in leisure
aviation certification is already well proven.

Noted

See response to comment No 248 of this segment.

1413 comment by: Prutech Innovation Services Ltd.

AMC to MED.A.040 final section in box "If all the questions ... for further
evaluation." The second sentence, when taken in conjunction with the list of
shaded questions, makes a mockery of the role of the GMP. As suggested
strongly above, this whole section should be revised, recognising the wide
expertise and professionalism of GMPs and their ability to judge for themselves
when AME experience is essential (as opposed to non-aero specialist medical
expertise that they can contact for themselves). The role of the GMP at a
considerably higher level of responsibility has already been proven in several
countries and this cannot and should not be swept under the carpet. A genuine
risk-based analysis, taking account of past experience, would inevitably lead to
such a leading role for the GMP.

Noted

See response to comment No 248 of this segment.

1451 comment by: Michel KOSSOWSKI

AMC to MED.A.040: in the report, ENT is not mentionned!!!

At least must be mentionned :have you an history of vertigo or diziness?, have
you an history of deafness or of ear pathology?, Have you an history of ent
surgery? , Have you an history of cranial trauma?

Noted

See response to comment No 248 of this segment.
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The amended requirements for LAPL will include a section for ENT.

1471 comment by: Trevor Wilcock

AMC to MED.A.040: this lengthy form is more comprehensive than that used
by my AME for my JAA Class 2 medical! This is totally inappropriate for an LPL.
Also some statements are absurdly incorrect. For example 17.6 "The upper
limb strength...... required to fly an aircraft is similar to that required to row a
boat". - not in any powered aircraft or glider that I fly! I fully support the
proposals from the BGA.

Noted

See response to comment No 248 of this segment.

1566 comment by: Steve BARBER

The process for issuing a medical certificate in respect of an LPL is far too
complicated. There is a stated aim to keep the rules for LPL as simple as
possible; the proposed process and form clearly fails to meet that objective. It
has been proved by many years of the British Gliding Association's experience,
the experience in other countries, and the acceptance in some EU member
states that self-certification is appropriate, that a medical standard similar to
drivers' licences is satisfactory. There is no need to make it any more complex.

Noted

See response to comment No 248 of this segment.

1618 comment by: Ulster Gliding Club

This seven page report form is much too complex for SPL purposes.

A form similar to that used by the New Zealand Gliding Association should be
adopted by EASA. See ‘Medical Certificate & Declaration’ at
http://www.gliding.co.nz/moap which gives a link to
www.gliding.co.nz/sites/gliding.co.nz/downloads/MOAP/Forms/OPS/OPS%201.
pdf

A general medical practitioner (GMP) in the UK will charge from £10 to £15 for
completing a New Zealand type report, but around £170 for the lengthy report
set out in pp 23-29 of NPA 17c.

27 of the Ulster Gliding Club’s members are over 60, and will require a medical
certificate every two years. Most of them are retired, and have reduced
incomes by way of pension. £85 pa would be a heavy increase in their fixed
costs. For most of the nine members over 70, it would represent a 55 per cent
increase in those costs, since they enjoy a reduced club membership fee of
£150. With gliding becoming increasingly expensive, an increase of that order
might cause some older members in clubs such as ours to resign.

Noted

See response to comment No 248 of this segment.
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1646 comment by: Medical Officer BBAC
Question 5.1 is included in 5.2 and should be combined.
Noted

See response to comment No 248 of this segment.

1647 comment by: Medical Officer BBAC

There is no section 8.
Section 9 Cardiac arrthymia repeats question 13 on ecg.

Noted

See response to comment No 248 of this segment.

1648 comment by: Medical Officer BBAC

Question 10, 12 and 14 are overtly complex and could be combined into an
overarching question answered by the pilot at the beginning (as with the JAR-
FCL) such as - Have you undergone any significant investigations, received
treatment or are receiving treatment for any cardiac, respiratory or vasculature
condition.

Noted

See response to comment No 248 of this segment.

1663 comment by: Deutscher Aero Club (DAeC)

Comment:

In their comments the BGA proposes a list of possible limitations and
associated codes coming from JAR-FCL 3. These are satisfactory and cover all
possible contingencies. However they do apply to all medical certificates and
should be in a general section. Limitations provide the tool by which mitigating
measures described in 216/2008 are implemented. Rules and guidance are
also needed on the application of these limitations.

DAeC Proposal:

DAeC supports the limitations and associated codes proposed by the BGA

Noted

See response to comment No 100 of this segment.

1664 comment by: Deutscher Aero Club (DAeC)

Comment:

This lengthy report form for the LPL does not meet the requirement in the
preamble of 216/2008 to achieve simple measures for non commercial
activities. The medical form proposed for the LPL is complicated in the
extreme.

The DAeC is very concerned that the complexity and thereby potential cost of
the process for an applicant to obtain medical clearance through a GMP will
create a significant barrier to entry to the sport of gliding for young people,
and indeed a barrier to older, retired people on lower incomes to continue in
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gliding, where the periodicity of medical renewal decreases with age. DAeC see
a risk, that the acceptance of the LPL medical is decreased due to high level of
complexity and the acceptance by applicants and practitioners is diminished .
DAeC Proposals:

1. That the proposed LPL form be simplified and permits either validation by
reference to records or by a physical examination.

2. That when records are not available and a physical examination is required,
the EASA Class 2 form is used.

3. That separate guidance material is prepared.

Noted

See response to comment No 248 of this segment.

1691 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8

Page 25

Comment

Replace had with suffered..... coronary
Justification

Preferred usage

Proposed Text

Replace had with suffered.....coronary

Noted

See response to comment No 248 of this segment.

1692 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 11.4

Page 26

Comment

Delete significant.... insert ....within the certificatory interval
Justification

Any symptom in this context is not acceptable ..... better usage
Proposed Text

Delete significant.... insert ....within the certificatory interval

Noted

See response to comment No 248 of this segment.

1709 comment by: Deutscher Aero Club

Section 2 Issuance, revaldiation and renewal of medical certificates.

On occasions licences may need to be restricted. Examples of restrictions are
the prohibition of passenger carriage, or in the case of a disabled pilot, a
restriction to a demonstrated aircraft type with approved modifications
Comment:

In their comments the BGA proposes a list of possible limitations and
associated codes coming from JAR-FCL 3. These are satisfactory and cover all
possible contingencies. However they do apply to all medical certificates and

Page 59 of 434



CRD to NPA 2008-17c 23 Jjun 2010

should be in a general section. Limitations provide the tool by which mitigating
measures described in 216/2008 are implemented. Rules and guidance are
also needed on the application of these limitations.

EGU Proposal:

The EGU supports the limitations and associated codes proposed by the BGA

response | Noted
See response to comment No 100 of this segment.

comment 1710 comment by: Deutscher Aero Club
AMC to MED.A.040
Requirements for the issue, revalidation and renewal of medical certificates -
Limitations to LPL medical certificates
LPL medical certificates should be issued following examination in accordance
with the following report:
Page 23/66
This report consists of questions that have ‘yes' or ‘no' answers that are
indicated by ticking boxes. If all ticks are in clear boxes the medical certificate
can be issued immediately by the doctor undertaking this examination. If any of
the ticks are in a shaded box the medical report should be referred to an AME
or AeMC for further assessment.
Comment:
This lengthy report form for the LPL does not meet the requirement in the
preamble of 216/2008 to achieve simple measures for non commercial
activities. The medical form proposed for the LPL is complicated in the extreme.
Our suggestion is that it could benefit from reviewing the experiences of Road
Transport Authorities in Europe who require a similar standard as that required
for the LPL. It should make use of the universally available individual
national/public health records. It should also not attempt to incorporate the
actual standards into the form.
The EGU is very concerned that the complexity and thereby potential cost of
the process for an applicant to obtain medical clearance through a GMP will
create a significant barrier to entry to the sport of gliding for young people, and
indeed a barrier to older, retired people on lower incomes to continue in gliding,
where the periodicity of medical renewal decreases with age.
EGU Proposals:
1. That the proposed LPL form be simplified in a similar fashion to that used by
the New Zealand Gliding Association and which permits either validation by
reference to records or by a physical examination.
2. That when records are not available and a physical examination is required,
the EASA Class 2 form is used.
3. That separate guidance material is prepared.
References:
GLIDING NEW ZEALAND INC. MEDICAL REQUIREMENTS.
www.gliding.co,nz/sites/gliding.co.nz/downloads/MOAP/MOAP/Forms/OPS/OPS
%?201.pdf

response Noted
See response to comment No 248 of this segment.

comment 1737 comment by: DCA Malta
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AMC to MED.A.040
Delete
The LPL should have Class 2 requirements

Noted

See response to comment No 248 of this segment.

1748 comment by: Ralph ERSKINE

The proposed medical report form will entail substantial extra expense for
glider pilots in the UK, especially pilots over 65, who will need a medical once
every two years.

The British Medical Association recommends British doctors to charge
about GBP 170 for this type of report. The annual medical costs of pilots over
65 will therefore increase by at least GBP 85 each year, for no real gain in
safety. The report form proposed by NPA 17 therefore represents a
disproportionate approach.

EASA should also allow a report on the lines adopted by the New
Zealand Gliding Association. See-
www.gliding.co.nz/sites/gliding.co.nz/downloads/MOAP/Forms/OPS/0OPS%201.
pdf.

Noted

See response to comment No 248 of this segment.

1805 comment by: CAA Belgium

Relevant Text: AMC to MED.A.040

LPL medical certificates should be issued following examination in accordance
with the following report :

Comment: The requirements for LPL medical certificates are unacceptable.
They are so deteriorated that they lead to a marked decrease in aviation
safety.

8 The cardiological part of the questionnaire is amazing : a coronary disease is
not a temporary illness ; why this time limitation in the anamnesis (six weeks
- 3 months)?

9 If a cardiac arrhythmia is present, the diagnosis should be specified.

10.1 A thoracic or abdominal aortic aneurysm of 5 cm entails an inadmissible
risk of dissection or rupture.

Proposal: Specific medical requirements for LPL should be deleted and the
same requirements as those of class 2 should be applied.

Noted

See response to comment No 248 of this segment.

1833 comment by: CAA Belgium

Comment: For a complete information about Psychiatric history of a pilot there
are necessary also the 2 additional questions: 4.7, 4.8.

Proposal:

4.1significant psychiatric disorder within the past 6 months (no change)?
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4.2 no change

4.3 no change

4.4 no change

4.5 no change

4.6 no change

4.7 does or did the pilot take any psychotropic medication?

4.8 significant psychiatric disorder which needed medical treatment?

Noted

See response to comment No 248 of this segment.

1856 comment by: Alan Morton

As I am now over sixty years of age and retired I do worry about the proposed
requirement for a medical examination (as opposed to medical validation by
my own GP from my patient records). This would surely cost me considerably
more and, from what I have read in many aviation journals, would provide
little or no improvement in safety terms.

Noted

See response to comment No 248 of this segment.

1860 comment by: Dr Stephen Gibson

re page 28 LPL medical report pilots declaration

The form Med A 040 needs a clause inserted to be signed by the applicant
authorising the giving of ALL RELEVANT information if LPL certificate is based
on GMP examination or review of medical records and pilot declaration without
examination.

Noted

See response to comment No 248 of this segment.

1861 comment by: Dr Stephen Gibson

re LPL medical report. page22-28

This report format seems to be introducing standards that are somewhat
different from those detailed in the "specific requirements for LPL medical
certificates", AMC to Med B.090.

I suggest standards should be established and the process of showing these
are met should then follow, not vice versa. The process should be consistent
with the standards and for the LPL as simple and low cost as reasonably
demonstrates that the standards have been met.

Noted

See response to comment No 248 of this segment.

1863 comment by: Sally Woolrich
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Examination parts A & B

As far as I am aware GPs are not usually equipped to examine sight, therefore
I would also be having to visit my optician.

BMI - the average gliding club has a large number of pilots who are likely to
have a BMI over 35, and so far as I am aware that has never cause a problem.
Obviously the glider should be flown within it's correct CoG limits and weight
limits, but so long as the pilot comfortably fits their glider I cannot see a
problem.

Upper body strength. I have rowed boats and flown gliders and the strength
needed to row is vastly more, as is the range of movement. In addition a great
many GPs have probably never rowed a boat, so I cannot see how this is a
useful comment to them. (on the other hand the strength required to rig a
glider is considerable for the average woman)

Noted

See response to comment No 248 of this segment.

Our information is that GPs can test vision (information from the UK and the
Internet).

BMI over 35 is statistically related to medical conditions which are potentially
dangerous for flight safety and an OPL limitation may have to be considered.

1883 comment by: Phil King

The LPL medical report appears to be excessively long and complex. In
comparison the medical reports required for the UK NPPL or the USA Sport
Pilot Licence are much shorter and simpler. There would seem to be good
reason to use one of these existing reports as a basis for the LPL instead of
creating a new and apparently excessive form.

The instructions for completion of this report "require some physical
examination". Whilst this may be necessary in specific circumstances, it may
not be necessary where the doctor has access to the pilot's medical history and
can complete the report without further examination. Requiring some physical
examination will inevitably increase costs unnecessarily.

I support the BGA proposals that:

1. That the proposed LPL form be simplified in a similar fashion to that used by
the New Zealand Gliding Association and which permits either validation by
reference to records or by a physical examination.

2. That when records are not available and a physical examination is required,
the EASA Class 2 form is used.

3. That separate guidance material is prepared.

4. That air sports associations nominate doctors to their Authority who comply
with the requirements for AMEs especially in respect of having practical
knowledge and experience of the air sport concerned. These can advise both
GMPs and AMEs on difficult cases.

Noted

See response to comment No 248 of this segment.
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1896 comment by: Belgian Gliding Federation

AMC to MED.A.040

Requirements for the issue, revalidation and renewal of medical certificates -
Limitations to LPL medical certificates

LPL medical certificates should be issued following examination in accordance
with the following report:

Page 23/66

This report consists of questions that have ‘yes' or ‘no' answers that are
indicated by ticking boxes. If all ticks are in clear boxes the medical certificate
can be issued immediately by the doctor undertaking this examination. If any of
the ticks are in a shaded box the medical report should be referred to an AME
or AeMC for further assessment.

Comment:

This lengthy report form for the LPL does not meet the requirement in the
preamble of 216/2008 to achieve simple measures for non commercial
activities. The medical form proposed for the LPL is complicated in the extreme.
Our suggestion is that it could benefit from reviewing the experiences of Road
Transport Authorities in Europe who require a similar standard as that required
for the LPL. It should make use of the universally available individual
national/public health records. It should also not attempt to incorporate the
actual standards into the form.

The BGF is very concerned that the complexity and thereby potential cost of the
process for an applicant to obtain medical clearance through a GMP will create a
significant barrier to entry to the sport of gliding for young people, and indeed a
barrier to older, retired people on lower incomes to continue in gliding, where
the periodicity of medical renewal decreases with age.

The BGF seconds the EGU Proposals:

1. That the proposed LPL form be simplified in a similar fashion to that
used by the New Zealand Gliding Association and which permits either
validation by reference to records or by a physical examination.

2. That when records are not available and a physical examination is
required, the EASA Class 2 form is used.

3. That separate guidance material is prepared.

References:

GLIDING NEW ZEALAND INC. MEDICAL REQUIREMENTS.
www.gliding.co,nz/sites/gliding.co.nz/downloads/MOAP/MOAP/Forms/OPS/OPS
%201.pdf

Noted

See response to comment No 248 of this segment.

1963 comment by: Carol Smith

The added complexity of the proposed medical form will mean an increase in
charges from the pilot's GMP to a level equivalent to using an AME.

This defeats the whole object of using GMPs for issue of medicals.

There appears to be no evidence that the current BGA or NPPL requirements,
consisting of a single page form often signed by a GMP at no charge, are
inadequate.

Noted
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See response to comment No 248 of this segment.

comment 1990 comment by: CAA Belgium

response

comment

response

p.27
Relevant Text: 17.2 In a quiet room, can the pilot hear a whispered voice?
Comment: In this report, the ENT has to be more detailed.

Proposal:
150r 17. ...
Does the pilot have a history of:

15.1 Impaired hearing or hearing loss
Y N
15.2 Eustachian tube dysfunction

15.3 Suppurative or non suppurative disease of middle ear
15.4 Middle ear surgery
Tympanoplasty
Stapedectomy

15.5 Disease of inner ear
Temporal bone fracture
Acoustic trauma
Perilymph fistula
Meniére disease

Acoustic neuroma
15.6 Infective labyrinthitis

Y N

15.7 Meniére disease

15.8 Head trauma
15.9 Acute vestibular dysfunction

15.10 Chronic vestibular hypofunction
with episodic decompensation

Noted

See response to comment No 248 of this segment.

The amended requirements for LAPL will include a section for ENT.

2016 comment by: Lars Tjensvoll
remove the whole part MED.A:040.
Noted

See response to comment No 248 of this segment.
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comment 2129 comment by: Croft Brown

Page 22 of 66

AMC to MED.A.040

Requirements for the issue, revalidation and renewal of medical certificates
-Limitations to LPL medical certificates

LPL medical certificates should be issued following examination in accordance
with the following report:

Page 23/66

This report consists of questions that have ‘yes' or ‘no' answers that are
indicated by ticking boxes. If all ticks are in clear boxes the medical certificate
can be issued immediately by the doctor undertaking this examination. If any
of the ticks are in a shaded box the medical report should be referred to an
AME or AeMC for further assessment.

Comment: This lengthy report form for the LPL does not meet the
requirement in the preamble of 216/2008 to achieve simple measures for non
commercial activities. The LPL compares giote unfavorably with the Sport Pilot
Licence of the USA and the existing UK NPPL - both of which provide valuable
working approaches. The medical form proposed for the LPL is complicated in
the extreme. Our suggestion is that it could benefit from reviewing the
experiences of Road Transport Authorities in Europe who require a similar
standard as that required for the LPL. It should make use of the universally
available individual national/public health records. It should also not attempt
to incorporate the actual standards into the form.

It has been said that the basic regulation 216/2008 requires a physical
examination for the LPL prior to certification by a GMP but this has not been
identified in the text. There seems little usefulness in requiring applicants to
demonstrate that they can extract a cork using a corkscrew with either hand!
The cost difference of these approaches (ie: record examination vs. actual
examination) to the applicant can be considerable; the British Medical
Association web site suggests for members a charge of £15 for a validation
from records but £169.50 for a report such as that required by EASA.
Croft Brown endorses the BGA Proposals:

1. That the proposed LPL form be simplified in a similar fashion to that used
by the New Zealand Gliding Association and which permits either validation by
reference to records or by a physical examination.

2. That when records are not available and a physical examination is required,
the EASA Class 2 form is used.

3. That separate guidance material is prepared.

4. That air sports associations nominate doctors to their Authority who comply
with the requirements for AMEs especially in respect of having practical
knowledge and experience of the air sport concerned. These can advise both
GMPs and AMEs on difficult cases.

References:

1. Regulation (EC) No 216/2008 of the European Parliament and of the
Council on common rules in the field of civil aviation...

Preamble (7-8)

2. United States House of Representatives; Committee on Transportation and
Infrastructure. FAA Oversight of falsifications on airman medical certificate
applications.

Released March 27, 2007.

3. BMA -Suggested fees for services that can only be provided by the patient's
own GP.

www.bma.org.uk/ap.nsf/Content/noagreement~onlybygp

4. International Centre for Alcohol Policies.
www.icap.org/Policylssues/drinkingGuidelines/StandardUnitsTable/
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5. GLIDING NEW ZEALAND INC. MEDICAL REQUIREMENTS.
www.gliding.co,nz/sites/gliding.co.nz/downloads/MOAP/MOAP/Forms/OPS/OP
S$%?201.pdf

response  Noted

See response to comment No 248 of this segment.

comment | 2130 comment by: Croft Brown

Page 23/66

Section 2 Issuance, revaldiation and renewal of medical certificates.

On occasions licences may need to be restricted. Examples of restrictions are
the prohibition of passenger carriage, or in the case of a disabled pilot, a
restriction to a demonstrated aircraft type with approved modifications
Comment: A list of possible limitations and associated codes is to be found in
JAR-FCL 3. These are satisfactory and cover all possible contingencies.
However they do apply to all medical certificates and should be in a general
section. Limitations provide the tool by which mitigating measures described in
216/2008 are implemented. Rules and guidance are also needed on the
application of these limitations.

Proposals:

1. On a revalidation of a medical certificate, a previous limitation may be
carried forward without question.

2. On initial issue of an LPL following denial of a Class 1 or medical certificate,
a limitation is to be expected.

3. Any AME or GMP may impose any limitation.

4. Following evidence of recovery, a limitation may be rescinded.

5. Temporary and time limited limitations may be applied.

6. Guidance for limitations:

CODES with LIMITATIONS as set out in JAR-FCL 3.

TML VALID ONLY FOR ...... MONTHS

This limitation is applied when the applicant is suffering from a condition that
may deteriorate prior to the next routine periodic review. It can also be used
when the condition may improve when it is usually associated with another
limitation, although there is nothing to prevent a pilot with a limitation from
seeking a review at any date.

VDL SHALL WEAR CORRECTIVE LENSES

The applicant requires a refractive correction of vision in order to meet the
prescribed standard. With this limitation it is also a requirement that a spare
pair of spectacles is carried.

VNL SHALL HAVE AVAILABLE CORRECTIVE LENSES

The applicant has good distance vision but requires correction for certain close
tasks such as map reading. It is the usual limitation for older pilots suffering
presbyopia.

VCL FLIGHTS ONLY WITHIN FIRS OF A MEMBER STATE, VFR FLIGHTS BY DAY
ONLY.

The applicant does not meet ICAO standards, usually in respect of the ability
to discriminate colour. For an EASA licence, this would be within the Flight
Information Regions of EASA member nations.

OML VALID ONLY AS OR WITH QUALIFIED CO-PILOT

This limitation is applied when there is a risk of incapacity that is greater than
normal but not so high as to warrant grounding. It only applies to pilots flying
aircraft certified for two pilot operation and would be unusual for non
commercial pilots.

OCL VALID ONLY AS CO-PILOT
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A similar limitation to OML, but this limitation also precludes flying as aircraft
captain.

OSL VALID ONLY AS SAFETY PILOT AND IN AIRCRAFT WITH DUAL CONTROLS.
A pilot with this limitation has few privileges over an unlicensed pilot and it is
not an equivalent to the OML for private pilots. It can be applied as a
temporary limitation while recovering from illness.

OAL RESTRICTED TO A DEMONSTRATED AIRCRAFT TYPE

This limitation is applicable to a pilot with an anthropometric or orthopaedic
limitation that might make control difficult. Commonly pilots with a lower limb
abnormality find the operation of the wheel brakes is difficult with some
designs but not others. Pilots with such a limitation must seek flying instructor
clearance and an entry in their flying log book for each type that is to be
flown.

OPL VALID ONLY WITHOUT PASSENGERS

This limitation is applied when there is a risk of incapacity that is greater than
normal but not so high as to warrant grounding. By excluding inexperienced
passengers the major third party risk is removed, the ground risk being very
remote following incapacity. Continued solo flight or flying with another pilot is
permitted with this limitation. Unless there is evidence that the disqualifying
disease has improved, this limitation should be applied to all LPL pilots who
have been previously denied a Class 2. Elderly pilots can expect to be limited
OPL as they age.

APL VALID ONLY WITH APPROVED PROSTHESIS

This limitation is to be applied to pilots with a prosthesis that could affect their
ability to control an aircraft. It would commonly be combined with an OAL
limitation.

AHL VALID ONLY WITH APPROVED HAND CONTROLS

This limitation is applied to paraplegic pilots or those with lower limb defects
that prohibit normal rudder pedal control. In this case the aircraft has to be
modified to meet the needs of that pilots and only aircraft so modified may be
flown.

AGL VALID ONLY WITH APPROVED EYE PROTECTION

This limitation has been applied to monocular pilots flying open cockpit
aircraft. However dust or debris can adversely affect both eyes and protective
goggles are recommended for all pilots in these aircraft.

SSL SPECIAL RESTRICTIONS AS SPECIFIED

This limitation permits any restriction to be written in. These could be
geographical, climatic or altitude limits. One useful application concerns
suspected or minor psychiatric disease when a recreational pilot can be
restricted to a named club where responsible officials have been informed, in
confidence and with the consent of the applicant, of possible problems.
Subsequent reports from these officials become a vital contribution to a
sensible and fair medical decision.

SIC SPECIAL INSTRUCTIONS - CONTACT AMS

This does not affect the privileges of a licence but is a warning to an AME not
to revalidate without consulting the AMS. This limitation might be applied in a
case of past psychiatric disease or previous misdemeanour by the applicant.
VAR VARIATION - ICAO ANNEX 1 PARA 1.2.4.8

This does not affect the privileges of a licence but indicates that the provisions
of ICAO are not met, although the pilot is considered fit. It is only applicable to
ICAO compliant licences.

AMS ISSUED BY AMS

This does not affect the privileges of a licence but is a hint to an AME that
there may have been some special consideration in the past.

response  Noted

Page 68 of 434



comment

response

comment

response

comment

response

comment

response

CRD to NPA 2008-17c 23 Jjun 2010

See response to comment No 100 of this segment.

2143 comment by: AMS Denmark

LPL medical report is a questionnaire should never be taken in use for
certification purposes. It gives no meaning to discuss with a doctor or any
professionel medical person a questionnaire of this sort and adds almost no
extra to a selfdeclaration.

We suggest responsible testing identical with ICAO class 2 and including the
same examination and periodicity

Noted

See response to comment No 248 of this segment.

2148 comment by: Tom GARDNER

This form is excessively complex for an LPL medical certificate.

Based on one experience with a GMP in the past, they may well take one look
at such a form and refuse to even consider signing it. Reason? Nothing to do
with my medical fitness, but because it would distract them from their primary
medical duties!

It will be too expensive. My daughter could not afford the fees associated with
having a GMP complete such a form

Noted

See response to comment No 248 of this segment.

2151 comment by: Tom GARDNER

The double/triple negatives could be misinterpreted

An X not including:

e a Y evaluated as not significant yes/no

e a Z evaluated as not significant yes/no
The "acceptable" answers should bemade clearer

Noted

See response to comment No 248 of this segment.

2197 comment by: Tom GARDNER

The requirements for a sailplane medical should be stated in terms with which
the GMP is already familiar - somehthng equivalent to the UK's "is safe to drive
a car" requirement.

Noted

The medical requirements for the LAPL applicants also include LAPL(S).
Applicants for a sailplane pilot licence (SPL) shall meet Class 2 medical
requirements.
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See also response to comment No 248 of this segment.

2205 comment by: Royal Netherlands Aeronautical Association

LPL's Medical Report:

Questionnaire content:

This proposed questionnaire will take a lot of time to be filled in by the doctor
in the presence of the pilot. Many questions are not relevant to the different
classes.

Some questions do not reflect the content of the IR, AMC or GM for the specific
class, e.g. the BMI, diplopia, lung transplant, pneumothorax.

There is no definition of a number of medical conditions, like heart failure,
angina (pectoris?). What criteria are used?

If in any case of a ticked box, the applicant has to be referred to an AME or
AMC. Very few applicants will have a complete blank questionnaire, so many
LPL applicant have to be referred. In The Netherlands and other countries
there are only a few AME's and AMC's, so the assessments will be impossible
practically. The assessments will become very expensive and time spending.
A solution for this problem can be: to authorize other medical doctors for the
LPL, like qualified sport doctors and medical officers.

KNVvL PROPOSAL:

-The questionnaire can be filled in by the pilot prior to the assessment, in the
same way as now in the JAR or ICAO or comparable systems.
-These questionnaires are proven to be complete, relevant and accurate, so
the proposal is to copy one of these questionnaires.

-Authorisation of qualified sport medical doctors, medical officers and other
doctors with relevant specialty, next to GMPs

Noted

See response to comment No 248 of this segment.

2206 comment by: Royal Netherlands Aeronautical Association

Regarding Alcohol

Alcohol abuse is a difficult problem to manage in aviation but is unlikely to be
resolved by simply asking the applicant the number of units consumed. The
term 'unit' is unscientific and is not a constant measure (16). In the UK it is
8gms ethanol but 9.9gms in the Netherlands; 10gms in Hungary; Ireland and
Spain; 11gms in Finland, 12gms in Denmark, France and Italy; 14gms in
Portugal. It is bad psychology to start the medical history with this question
because it may initiate evasive responses. Finally there is no scientific evidence
to support the figures cited, they were mere recommendations and are subject
to criticism.

KNVvL PROPOSAL:

-Questions to applicants concerning ethanol consumption require great medical
skill if the truth is to be exposed and any limits specified must use scientific
definitions.

Reference:
International Centre for Alcohol Policies. www.icap.org/ Home>Policy
Issues>drinking guidelines>Standard Units Table.

Noted
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See response to comment No 248 of this segment.

2210 comment by: Roger STARLING
AMC to MED.A.040

The suggested report is excessively complex for leisure flying such as gliding.
It is totally dispproportionate to the need. The existing requirements for a UK
NPPL (validation from medical records) are sufficient.

Noted

See response to comment No 248 of this segment.

2237 comment by: Douglas Gardner

Completing the "Leisure Pilot's Licence Medical Report" form is far too
complicated a procedure for medical certification for leisure activity such as
gliding. It would be burdensome, inefficient and expensive because it does not
utilise the applicant's available medical records and the existing Knowledge of
his/her GMP. These are all that are required, together with the applicant's self-
certification.

Noted

See response to comment No 248 of this segment.

2246 comment by: Andrew Sampson
THis form appears excessivly complex.
Noted

See response to comment No 248 of this segment.

2249 comment by: A.Garside

The detailed report required as opposed to a record check will increase the cost
to the pilot greatly to the extent it could deter youngsters from starting to fly
or older pilots from continuing to fly

Noted

See response to comment No 248 of this segment.

2256 comment by: Martyn Johnson

Page 22 of 66
AMC to MED.A.040

This lengthy report form for the LPL does not meet the requirement in the
preamble of 216/2008 to achieve simple measures for non commercial
activities. The LPL compares quote unfavourably with the Sport Pilot Licence of
the USA and the existing UK NPPL - both of which provide valuable working
approaches. The medical form proposed for the LPL is complicated in the
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extreme. Our suggestion is that it could benefit from reviewing the experiences
of Road Transport Authorities in Europe who require a similar standard as that
required for the LPL. It should make use of the universally available individual
national/public health records. It should also not attempt to incorporate the
actual standards into the form.

It has been said that the basic regulation 216/2008 requires a physical
examination for the LPL prior to certification by a GMP but this has not been
identified in the text. There seems little usefulness in requiring applicants to
demonstrate that they can extract a cork using a corkscrew with either hand!
The cost difference of these approaches (ie: record examination vs. actual
examination) to the applicant can be considerable; the British Medical
Association web site suggests for members a charge of £15 for a validation
from records but £169.50 for a report such as that required by EASA.

I am very concerned that the complexity and thereby potential cost of the
process for an applicant to obtain medical clearance through a GMP will create
a significant barrier to entry to the sport of gliding for young people, and
indeed a barrier to older, retired people on lower incomes to continue in
gliding, where the periodicity of medical renewal decreases with age. As an
example, the British Medical Association suggested charge of £169.50 for an
examination rather than validation from medical records could constitute
typically 15% to 30% on top of the total cost of a young applicant’s course for
learning to fly gliders to a licence level in a volunteer club environment.

A safe, cheaper and more practical way forward is:

1. That the proposed LPL form be simplified in a similar fashion to that used by
the New Zealand Gliding Association and which permits either validation by
reference to records or by a physical examination.

2. That when records are not available and a physical examination is required,
the EASA Class 2 form is used.

3. That separate guidance material is prepared.

4. That air sports associations nominate doctors to their Authority who comply
with the requirements for AMEs especially in respect of having practical
knowledge and experience of the air sport concerned. These can advise both
GMPs and AMEs on difficult cases.

Noted

See response to comment No 248 of this segment.

2259 comment by: Roger Hurley

The proposed form to complete is far too complex, and will as a result be
prohibitively expensive. The difference in cost between asking your GMP to
review your medical fitness to fly, and asking him to fill in this form could
easily be a factor of 10 times or more!

The "extra" information gleaned from the completed form, over a Doctor's
simple review, says little or nothing concerning a pilot's fitness to fly.

Noted

See response to comment No 248 of this segment.

2283 comment by: Mike Armstrong
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Page 22 of 66 AMC to MED.A.040

As previously stated, a GMP review of patient medical records may be sufficient
to allow a GMP to complete and sign the medical report without examination,
assuming he has known the patient for several (3+7?) years or has adequate
medical records. These could include eye test reports from opticians who are
better qualified that a GMP for eye examinations.

Noted

See response to comment No 248 of this segment.

2288 comment by: Dick Dixon

As I have already suggested, I believe that the medical requirements for glider
pilots should be kept straightforward and inexpensive. The current
arrangements in the UK qualify under this description and have proved to be
perfectly adequate. By far the majority of glider pilots are participating in the
sport as amateurs and as a hobby. We are not generally wealthy individuals,
and it would be a tragedy if a large proportion of glider pilots were to be forced
to give up the sport due to unnecessary and heavy handed regulation.

Noted

See response to comment No 248 of this segment.

2313 comment by: Mike Armstrong
P23 Medical Report

This is a vey detailed report that will almost certainly incur the pilot in
significant charges from a GMP, AME or AeMC. This is against the premise that
LPL medical requirements shall be as simple and basic as possible,
commensrate with flight safety.

Without being a medical specialist I can't make detailed proposals but a few
general questions such as "Is there any evidence or history of unresolved
heart, circulatory or respiratory conditions that could impair the patient's
ability to fly the aircraft?" could be prepared. If, for example, the answer is
"no" then a medical could be issued but if the answer is "yes" then the further
questions in the currently proposed report could be introduced where relevant.

This should mean that the majority of medicals could be issued with nominal
charge from theGMP, AME or AeMC. This would be appropriate for a sporting
licence.

Noted

See response to comment No 248 of this segment.

2330 comment by: Tim FREEGARDE

AMC to MEDA040

This is an unnecessarily long and detailed form. EASA should consider instead
the medical certificate adopted by the UK NPPL - which I believe to be based
upon that for HGV drivers - in which the exhaustive lists are limited to
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accompanying documentation.
Noted

See response to comment No 248 of this segment.

2350 comment by: Graham Bishop

The form for LPL is too lengthy for purpose and does not match the intent of
216/2008 to achieve simple mesures. Review of the Road Transport Authorities
of Europe which are similar in standard to the LPL requirements is suggested.

Noted

See response to comment No 248 of this segment.

2366 comment by: Federal Ministry of Transport, Austria (BMVIT)

The report for the issuance of the LPL medical certificate seems to be fairly
complex considering the stated intention that examinations of LPL pilots should
be simple.

Noted

See response to comment No 248 of this segment.

2425 comment by: Frank birlison

I support the use of a GP (GMP in Euro speak) for ascertaining fitness to fly but
suggest that the check list form for the GMP is too long and will cost almost as
much as an AME medical

Noted

See response to comment No 248 of this segment.

2430 comment by: John HINCHLIFFE

In response to the consultation opportunity in respect od NPA 2008 17, I am
writing too express my strong support for the arguments promulgated by EASA
against making more onerous the medical certification requirements for LPL
licence holders. As a UK NPPL holder I think the new proposals represent a
disincentive to participating in EU GA by introducing proposals that are more
difficult and more expensive to operate, with no evidence based justification in
terms of increased air safety.

Noted

See response to comment No 248 of this segment.

2438 comment by: James Hunneman

If implemented without modification, these proposals would effectively stop
cross-country glider flights in the UK, and likely greatly reduce the number of
pilots already flying. Not to mention "putting off" potential new pilots. The pilot
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medical costs alone would greatly increase the average pilot's yearly
expenditure - for no proven increase in safety.

Surely new regulations should only be implemented if they are likely to
improve safety, or reduce complexity / confusion for pilots looking to fly in
other member states. They should not effectively stop what is a safe and
rewarding sport for many.

[comment is also copied to NPA 2008-17a - para 48 p. 29]
Noted

See response to comment No 248 of this segment.

2463 comment by: Paul Mc G

Requirements for the issue, revalidation and renewal of medical certificates
Limitations to LPL medical certificates

This report consists of questions that have ‘yes' or ‘no' answers that are
indicated by ticking boxes. If all ticks are in clear boxes the medical certificate
can be issued immediately by the doctor undertaking this examination. If any
of the ticks are in a shaded box the medical report should be referred to an
AME or AeMC for further assessment.

This reads like a university computer marked assessment. It will be possible
for someone to have a problem which produces a tick in the box and yet on
examination the problem can prove to be irrelevant. Unfortunately this plan
will result in continuous unnecessary referral!

This lengthy report form for the LPL does not meet the requirement in the
preamble of 216/2008 to achieve simple measures for non commercial
activities. The LPL compares quote unfavourably with the Sport Pilot Licence of
the USA and the existing UK NPPL - both of which provide valuable working
approaches. The Road Transport Authorities in Europe require a similar
standard to that required for the LPL. It should make use of the universally
available individual national/public health records. It has been said that the
basic regulation 216/2008 requires a physical examination for the LPL prior to
certification by a GMP but this has not been identified in the text.

The cost difference of these approaches (ie: record examination vs. actual
examination) to the applicant can be considerable; the British Medical
Association web site suggests for members a charge of £15 for a validation
from records but £169.50 for a report such as that required by EASA.

The BGA is very concerned that the complexity and thereby potential cost of
the process for an applicant to obtain medical clearance through a GMP will
create a significant barrier to entry to the sport of gliding for young people,
and indeed a barrier to older retired people on lower incomes to continue in
gliding, where the periodicity of medical renewal decreases with age. As an
example, the British Medical Association suggested charge of £169.50 for an
examination rather than validation from medical records could constitute
typically 15% to 30% on top of the total cost of a young applicant’s course for
learning to fly gliders to a licence level in a volunteer club environment.

The BGA Proposals are not bad??
1. The proposed LPL form should be simplified in a similar fashion to that used
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by the New Zealand Gliding Association and which permits validation by
reference to records.

2. When records are not available and a physical examination is required, the
EASA Class 2 form is used.

3. Separate guidance material is prepared. BUT what does this entail?

4. Air sports associations nominate doctors to their Authority who comply with
the requirements for AMEs especially in respect of having practical knowledge
and experience of the air sport concerned. These can advise both GMPs and
AMEs on difficult cases.

Noted

See response to comment No 248 of this segment.

2464 comment by: Paul Mc G

On occasions licences may need to be restricted. Examples of restrictions are
the prohibition of passenger carriage, or in the case of a disabled pilot, a
restriction to a demonstrated aircraft type with approved modifications.

A list of possible limitations and associated codes is to be found in JAR-FCL 3.
These seem satisfactory and seem to cover all possible contingencies. However
they do apply to all medical certificates and should be in a general section.
Limitations provide the tool by which mitigating measures described in
216/2008 are implemented. Rules and guidance are also needed on the
application of these limitations.

Perhaps,

1. On a revalidation of a medical certificate, a previous limitation may be
carried forward without question.

2. On initial issue of an LPL following denial of a Class 1 or medical certificate,
a limitation is to be expected.

3. Any AME or GMP may impose any limitation.

4. Following evidence of recovery, a limitation may be rescinded.

5. Temporary and time limited limitations may be applied.

6. Guidance for limitations: BUT these could be a problem as some cases are
very non standard!!!

Codes with limitations as set out in JAR-FCL 3.

TML VALID ONLY FOR ...... MONTHS

This limitation is applied when the applicant is suffering from a condition that
may deteriorate prior to the next routine periodic review. It can also be used
when the condition may improve when it is usually associated with another
limitation, although there is nothing to prevent a pilot with a limitation from
seeking a review at any date. This is reasonable

VDL shall wear corrective lenses

The applicant requires a refractive correction of vision in order to meet the
prescribed standard. With this limitation it is also a requirement that a spare
pair of spectacles is carried. Perhaps a magnifying glass might also be
considered?

VNL shall have available corrective lenses

The applicant has good distance vision but requires correction for certain close
tasks such as map reading. It is the usual limitation for older pilots suffering
presbyopia. Will this also require the carrying of two pairs of spectacles or a
magnifying glass in addition to the glasses?

VCL flights only within FIRs of a member state, VFR flights by day only.

The applicant does not meet ICAO standards, usually in respect of the ability to
discriminate colour. For an EASA licence, this would be within the Flight
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Information Regions of EASA member nations. To be honest I worry about
colour vision problems to the point where I would consider disallowing solo
privilege as certain colour vision problems could lead to danger? However, I
am open to persuasion?

OML valid only as or with qualified co-pilot

This limitation is applied when there is a risk of incapacity that is greater than
normal but not so high as to warrant grounding. It only applies to pilots flying
aircraft certified for two pilot operation and would be unusual for non
commercial pilots. However, contrary to the opinion of some objectors it can
occur and should be maintained.

OCL valid only as co-pilot

A similar limitation to OML, but this limitation also precludes flying as aircraft
captain. In most cases, should not this and the previous option be combined,
except in unusual circumstances?

OSL valid only as safety pilot and in aircraft with dual controls.

A pilot with this limitation has few privileges over an unlicensed pilot and it is
not an equivalent to the OML for private pilots. It can be applied as a
temporary limitation while recovering from illness. This is so limited and really
for certain purposes only that it makes sense

OAL restricted to a demonstrated aircraft type.

This limitation is applicable to a pilot with an anthropometric or orthopaedic
limitation that might make control difficult. Commonly pilots with a lower limb
abnormality find the operation of the wheel brakes is difficult with some
designs but not others. Pilots with such a limitation must seek flying instructor
clearance and an entry in their flying log book for each type that is to be flown.
Actually this can apply to people recovering from certain conditions too! These
last two could be simplified surely?

OPL valid only without passengers.

This limitation is applied when there is a risk of incapacity that is greater than
normal but not so high as to warrant grounding. By excluding inexperienced
passengers the major third party risk is removed, the ground risk being very
remote following incapacity. Continued solo flight or flying with another pilot is
permitted with this limitation. Unless there is evidence that the disqualifying
disease has improved, this limitation should be applied to all LPL pilots who
have been previously denied a Class 2. Elderly pilots can expect to be limited
OPL as they age. Surely if there are serious health problems, then this will be a
transitory situation and can be covered more effectively with an additional pilot
on board?

APL valid only with approved prosthesis

This limitation is to be applied to pilots with a prosthesis that could affect their
ability to control an aircraft. It would commonly be combined with an OAL
limitation. Surely only with additional restrictions?

AHL valid only with approved hand controls

This limitation is applied to paraplegic pilots or those with lower limb defects
that prohibit normal rudder pedal control. In this case the aircraft has to be
modified to meet the needs of that pilots and only aircraft so modified may be
flown. However, the security of the modifications is paramount.

AGL valid only with approved eye protection

This limitation has been applied to monocular pilots flying open cockpit aircraft.
However dust or debris can adversely affect both eyes and protective goggles
are recommended for all pilots in these aircraft. Does not depth perception
matter here? I have no problems with a check pilot but solo?

SSL special restrictions as specified

This limitation permits any restriction to be written in. These could be
geographical, climatic or altitude limits. One useful application concerns
suspected or minor psychiatric disease when a recreational pilot can be
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restricted to a named club where responsible officials have been informed, in
confidence and with the consent of the applicant, of possible problems.
Subsequent reports from these officials become a vital contribution to a
sensible and fair medical decision. This could cover all of the above so why
bother with al of the above codes?

In case anyone wonders of my attitude, I have medical restrictions! I have
spoken to some of the very senior national AMEs and have some
understanding of the situation and it need not be this complex!

SIC special instructions - contact AMS

This does not affect the privileges of a licence but is a warning to an AME not
to revalidate without consulting the AMS. This limitation might be applied in a
case of past psychiatric disease or previous misdemeanour by the applicant.
VAR variation - ICAO annex 1 para 1.2.4.8

This does not affect the privileges of a licence but indicates that the provisions
of ICAO are not met, although the pilot is considered fit. It is only applicable to
ICAO compliant licences. However more details should be appreciated.

AMS issued by AMS

This does not affect the privileges of a licence but is a hint to an AME that
there may have been some special consideration in the past. This is most
useful!

Noted

See response to comment No 100 of this segment.

2486 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.1.1

Page 25

Comment

Replace had with suffered...... and hada with undergone.... delete tolerance
test

Justification

Preferred usage

Proposed Text

Replace had with suffered.... Replace.hada with undergone

Replace tolerance test with... electrocardiogram to symptom limitation

Noted

See response to comment No 248 of this segment.

2487 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.2

Page 25

Comment

Replace had with experienced
Justification

Preferred usage

Proposed Text

Replace had with experienced

Noted
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See response to comment No 248 of this segment.

2488 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.2.1

Page 25

Comment

Replace had with suffered....and since this undergone...... delete exercise

tolerance test

Justification

Preferred usage

Proposed Text

Replace had with suffered..... ..... undergone satisfactory.... insert exercise
electrocardiogram

Noted

See response to comment No 248 of this segment.

2489 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.3

Page 25

Comment

Replace had with undergone
Justification

Preferred usage

Proposed Text

Replace had with undergone

Noted

See response to comment No 248 of this segment.

2490 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.3.1

Page 25

Comment

Replace had with undergone
Justification

Preferred usage

Proposed Text

Replace had with undergone...... If so has a satisfactory cardiological
evaluation including a normal exercise electrocardiogram been completed?

Noted

See response to comment No 248 of this segment.

2491 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.4
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Page 25

Comment

Replace had with undergone
Justification

Preferred usage

Proposed Text

Replace had with undergone

Noted

See response to comment No 248 of this segment.

2492 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.4.1

Page 25

Comment

Replace had with undergone.......... etc

Justification

Preferred usage

Proposed Text

Has the pilot undergone coronary artery bypass grafting more than 3 months
ago and was has an exercise electrocardiogram been conducted not less than
6 months post operatively been normal, and the post operative cardiological
evaluation satisfactory?

Noted

See response to comment No 248 of this segment.

2493 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 8.4.1

Page 25

Comment

Ejection fraction of < 0.4 is unsafe
Justification

Event rate is too high

Proposed Text

......... Ejection fraction of < 0.57?

Noted

See response to comment No 248 of this segment.

2494 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 11.5

Page 26

Comment

Who is to judge the progression of symptoms?
Justification
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This question does not identify the status of the opinion expressed
Proposed Text
....as judged by an accredited cardilologist

Noted

See response to comment No 248 of this segment.

2495 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 12.2

Page 26

Comment

This statement is incomplete as it stands

Justification

Cardiomyopathy is unqualified

Proposed Text

...insert hypertrophic, dilated or restrictive cardiomyopathy...

Noted

See response to comment No 248 of this segment.

2496 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 13.1

Page 26

Comment

...left bundle branch block....... etc

Justification

This is poor usage

Proposed Text

Insert... bundle branch block with a satisfactory cardiological evaluation
including an exercise electrocardiogram and echocardiography.

Noted

See response to comment No 248 of this segment.

2497 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 13.1

Page 26

Comment

...suspected myocardial infarction...

Justification

This is potentially unsafe and poor usage

Proposed Text

Insert ... suspected myocardial infarction with a satisfactory cardiological
evaluation including, at least, an exercise electrocardiogram

Noted
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See response to comment No 248 of this segment.

comment 2498 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 13.1
Page 26
Comment

How is the likelihood of developing an arrhythmia judged?
Justification

It cannot be done reliably

Proposed Text

Insert ..... without any history of tachy-arrhythmia.

response  Noted

See response to comment No 248 of this segment.

comment 2499 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 13.1
Page 26
Comment

rightward axis evaluated by a physician as not significant.
Justification

Physician has a number of definitions

Proposed Text

rightward axis evaluated by an accredited physician as not significant.

response | Noted

See response to comment No 248 of this segment.

comment 2500 comment by: UK CAA MEDICAL ADVISORY PANEL
Paragraph AMC to MED.A.040 13.1
Page 26
Comment

leftward axis evaluated by a physician as not significant.

Justification

Physician has a number of definitions. Left ward axis deviation is usually
unimportant. Left axis deviation may be

Proposed Text

left axis deviation evaluated by an accredited physician as not significant.

response | Noted

See response to comment No 248 of this segment.

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 2:
Issuance, revalidation and renewal of medical certificates - AMC to p. 30
MED.A.045: Limitations to class 1, class 2 and LPL medical certificates

Page 82 of 434




comment

response

comment

response

comment

response

CRD to NPA 2008-17c 23 Jjun 2010

93 comment by: Dr.Beiderwellen, Secretary of GAAME

Author: : Dr.Beiderwellen,AME member of the AB of ESAM
Section: AMC to Med A 045 a) and b)
Page:

Relevant Text:

Comment:
Licensing authority is not qualified and medical confidentiality is not insured
See also comment 11 shown above

Proposal:
e a) AME class 2 may refer the decision.... to AME class 1 or AMC, AME
class 1 may.... to AMC
e b) Remove " licensing authority "

Noted

For qualification of the medical assessor, please see AR.MED.020.

PArt MED is based on JAR-FCL 3 and the licensing authority corresponds to
what was the AMS. All NAAs presently have the necessary competence to
assess the fitness of a pilot in complicated and borderline cases.

139 comment by: Civil Aviation Authority - The Netherlands

MED.A.045. onder a. (Blz. 30 van 66)
Volgens De CAA-The Netherlands moet het woord 'may' worden vervangen
door ‘shall'.

MED.A.045. onder b. (Blz. 30 van 66)

Volgens De CAA-The Netherlands moet het zinsdeel "in consultation with flight
operations and other experts if necessary" vervallen, bij gebrek aan nut en
noodzaak. De CAA-The Netherlands geeft aan dat bovendien onduidelijk is wat
met ‘operations' en ‘experts' wordt bedoeld.

Not accepted

a. In those circumstances when an AeMC or AME is permitted to impose a
limitation, the AeMC or AME is supposed to take the decision. The AMC to
MED.A.045 will also give them the possibility to refer the decision to the
licensing authority. The use of "may" therefore is more appropriate in this
context.

b. The text is copied from ICAO Annex 1. The definition of "accredited medical
conclusion" includes the use of consultation with flight operations and other
experts if necessary.

556 comment by: British Microlight Aircraft Association
Accepted

Noted
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Thank you for the positive comment.

comment by: Swedish Transport Agency, Civil Aviation Department

1239 (Transportstyrelsen, Luftfartsavdelningen)

Comment:

(a) should also include GMP. An intermediate referral from a GMP to an AME
will commonly result in an unduly delay and additional costs for the applicant,
especially when the applicant is not previously known by the AME, and in cases
where the AME still needs to refer the case further to the authority.

Proposal:

Amend AMC to MED.A.045:

(a) An AeMC, AME or GMP may refer the decision on fitness of the applicant to
the licensing authority in borderline cases or where fitness is in doubt.

Not accepted

The first stage for the referral of the LAPL applicant by the GMP is an AME or
AeMC. If the AME or AeMC may not give a definite answer, then the applicant
should be referred to the licensing authority. AME and AeMC are sufficiently
qualified to solve a majority of LAPL borderline cases thus decreasing the
additional workload of the medical assessor of the licensing authority.

comment by: Swedish Transport Agency, Civil Aviation Department

1240 (Transportstyrelsen, Luftfartsavdelningen)

Comment:
(b) should be limited to the licensing authority in accordance with our proposal
to amend MED.A.045 (a)(1)

Proposal:

Amend AMC to MED.A.045:

(b) In cases where a fit assessment can only be considered with a limitation,
the licensing authority should evaluate the medical condition of the applicant in
consultation with flight operations and other experts if necessary.

Noted

See response to comment No 139 of this segment.

1414 comment by: Prutech Innovation Services Ltd.

AMC to MED.A.045: A new sub-section (c) should be added, to obviate the
likelihood of excessive caution, leading to outcomes that are not justified by
the levels of risk involved, as follows: "(c) Limitations should not be placed on
an applicant's certyificate unless these are clearly essential to eliminate an
unacceptable risk that would otherwise be posed by the applicant [to third
parties]."

Comments: Other things being equal, the natural instinct of examiners will be
to err on the side of over-caution, rather than more carefully weighing the risks
posed by some medical condition. The proposed extra sub-section will
encourage examiners to not feel they are placing themselves at risk by being
more precise in their judgements.

Note: the final term in square brackets is suggested as an addition that keeps
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in mind that it is not the role of certification personnel to protect citizens
(including pilots) from themselves, but rather to protect other parties from
them. This is too easily forgotten.

Not accepted

Limitations on the medical certificate are always entered after a thorough
evaluation of the case. There is no need of additional regulation, especially if it
is based on the ‘natural instinct’ of examiners and preventing them from ‘being
more precise in their judgements’. The rule shall ensure the quality of the
decisions. Moreover, MED.A.045 and AMC to MED.A.045 are rules which allow
flexibility in aeromedical decisions and give the possibility to keep pilots flying
when they do not fully comply with the requirements. By limiting this
possibility, fewer pilots with decreased medical fitness would be accepted for
aeromedical certification.

1775 comment by: Norwegian Association of Aviation Medicine
remove LPL
Not accepted

The Basic Regulation (Article 7) allows a GMP to issue a medical certificate for
a LPL licence (if permitted under national law). This has to be taken into
account in the implementing rules.

2034 comment by: Tomasz Gorzenski

The EASA should consider creating a waiver program, similar to that developed
by the FAA. By the way of special medical certificate issuance, allowing
applicants, who meet all but one requirement (provided additional medical
examination is performed as neccessary to assure adequate level of safety), to
exercise privileges of class 1 or class 2 medical certificate holders, without
operational multi-pilot or safety pilot limitation, EASA may create in future
better medical standards, based more on medical facts, than some old,
unneccessary standards. This is the only way to get rid of some unneccessary
and unjustly discriminating regulations This is exactly what happened in the
USA and later in world with uncorrected vision standard. Thanks to the FAA
waiver program, by allowing thousands of pilots and ATC controller to
excercises their privileges despite being unable to meet the standard, the FAA
was able to observe, that they had performed their duties safely and
proficiently. Consequently the FAA removed the uncorrected vision standard
from FAR Part 67 and later the ICAO and other aviation authorities followed the
FAA.

Noted

Thank you for the information. The system of limitations proposed in the NPA
is transposed from JAR FCL 3. This system proved itself as being flexible and
provides the possibility to take into account the latest developments in
medicine.

2378 comment by: Ingo Wiebelitz
AMC to MED.A.045
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Additional:

(c) MiBbrauch oder falsche Beurteilung von Gesundheitsdaten zum Nachteil
eines Piloten soll den Entzug der Zulassung eines AeMC zur Folge haben.

Noted

Please, refer to Authority Requirements AR.MED.250 (NPA 2008-22b).

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 2:

Issuance, revalidation and renewal of medical certificates - AMC to

MED.A.050: Obligations of AeMC, AME and GMP — report to the licensing p- 30
authority

comment | 94 comment by: Dr.Beiderwellen, Secretary of GAAME
Author: : Dr.Beiderwellen,AME member of the AB of ESAM
Section: AMC to Med A 050 4)
Page: 30
Relevant Text:
GMP
Comment:
s. above, GMP not qualified
Proposal:
Delete 4) completely

response | Not accepted
The Basic Regulation (Article 7) allows a GMP to issue a medical certificate for
a LPL licence (if permitted under national law). This has to be taken into
account in the implementing rules.
In those cases where more than one doctor has been involved in the
examination, it is essential to define that only one of them should be
responsible for the final assessment and signing of the report.

comment | 115 comment by: Aero-Club of Switzerland
On the one hand the Agency writes of "obligations", on the other the Agency
chooses "should" as verb. Is it not simpler and clearer, and more correct to use
the verb "has to" or a similar one throughout the whole document when
dealing with obligations?
Justification: We think that the wording has to be very clear and must not
leave room for interpretation.

response Noted

The wording ‘shall’ is used in implementing rules. Implementing rules are a
safety objective. AMCs describe the way how to reach the safety objective
(there may be more than one AMC), and, therefore, the wording ‘should’ is
used.
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409 comment by: European CMO Forum

AMC A to MED.B.050 3

Comment:
Current wording does not cover all scenarios.

Justification:
Clarity..

Proposed Text:
Insert '...substances likely to affect flight safety is...'
NB Such substances should be specified in Guidance Material.

Not accepted

The issue is covered in MED.B.050(b).

557 comment by: British Microlight Aircraft Association
Accepted
Noted

Thank you for the positive comment.

1091 comment by: Regierung von Oberbayern-Luftamt Stdbayern
Es wird Bezug genommen zu unserer Anmerkung zu MED.A.050.
Noted

Please, see the responses to your comments in MED.A.050 and MED.A.030.

1160 comment by: Keith WHITE
2. Add LPL(S) and SPL.
Noted

See response to comment No 1129.

comment by: Swedish Transport Agency, Civil Aviation Department

1241 (Transportstyrelsen, Luftfartsavdelningen)

Comment:

For quality control and supervision of the AeMC, AME and GMP it is necessary
that the report also includes the medical history signed by the applicant, which
must also be included in the assessment, in accordance with our proposal to
amend MED.A.050 (b)(4)

Proposal:

Amend AMC to MED.A.050:

The report required in MED.A.050 (b)(4) should detail the results of the
examination and the assessment of the medical history and the findings with
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regard to medical fitness.
Partially accepted

The issue will be covered by amending MED.A.050(a)(4) to read ‘a signed full
report’.

comment by: Swedish Transport Agency, Civil Aviation Department

1242 (Transportstyrelsen, Luftfartsavdelningen)

Comment:

The report form in AMC to MED.A.040 is totally inadequate (see our comments
to AMC to MED.A.040) and should either be deleted or replaced by a new and
relevant form.

Proposal:
In AMC to MED.A.050, the section 2 should either be deleted, or the report
form referred to has to be totally revised.

Accepted

The standard application and examination form for class 1 and class 2 will be
used also for LAPL, with the sections non-compulsory for LAPL greyed out.
As a consquence, (2) in AMC to MED.A.050 will be deleted.

comment by: Bayerisches Staatsministerium fir Wirtschaft, Infrastruktur,
Verkehr und Technologie

1627
Es wird Bezug genommen zu die Anmerkung zu MED.A.050.
Noted

Please, see the responses to your comments in MED.A.050 and MED.A.030.

1781 comment by: Norwegian Association of Aviation Medicine
Remove GMP and cancel point 2.
Noted

See responses to comments No 94 and 1242 of this segment.

1859 comment by: Dr Stephen Gibson

The form Med A 040 or the declaration Med A .035 (2) needs a clause added to
be signed by the applicant authorising the giving of this information.

Partially accepted

The signed declaration described in MED.A.035 (b)(2) will be part of the
application form that will also be used for LAPL. Signing the application form
will also give the consent to release the information needed.

2574 comment by: Heinz Fricke-Bohl and Kirsten Bohl
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AMC to MED.A.050: (3) Es darf kein Untersuchungsbefund Gbermittelt werden.
Es dirfen nur allgemeine Daten wie Name, Anschrift, Geburtsdatum,
Lizenznummer ggf. Einschrankung wie VML Ubermittelt werden. DATENSCHUTZ
HAT HOCHSTE Priortigt !!!
Es fallt auf, dass das Wort licensing authority haufig vorkommt. Es sollte durch
AME/AMC ersetzt werden.

response  Not accepted

The provisions in Part Medical follow ICAO Annex I and JAR FCL 3. Under both
standards/requirements, the AME is obliged to send the individual examination
results to the medical assessor of the licensing authority/AMS. This procedure
is implemented in the 26 EU Member States, the FAA, CASA Australia, etc.

C. Draft Decision Part-MED - Subpart A: General Requirements - Section 2:
Issuance, revalidation and renewal of medical certificates - AMC to

MED.A.055: Validity, revalidation and renewal of medical certificates — p- 30
validity period
comment 558 comment by: British Microlight Aircraft Association
Accepted
response | Noted
Thank you for the positive answer.
comment comment by: Swedish Transport Agency, Civil Aviation Department
1243 .
(Transportstyrelsen, Luftfartsavdelningen)
Comment:

The understanding of ‘the age' is somewhat unclear due to a missing reference
to the applicant, which should be corrected.

Proposal:

Amend AMC to MED.A.055:

The validity period of a medical certificate (including any associated
examination or special investigation) is determined by the age of the applicant
at the date when the medical examination takes place.

response | Accepted

Thank you for the proposal. The text will be changed accordingly and will be
placed in the implementing rules because it is a transposition of the text from
JAR FCL 3 Section 1.

C. Draft Decision Part-MED - Subpart B: Requirements for Medical

Certificates p. 31

comment 101 comment by: British Gliding Association

Page 31 of 66
Subpart B REQUIREMENTS FOR MEDICAL CERTIFICATES
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Comment: This long section fills the same function as Chapter 6 of ICAO Annex
1 in that it sets out disqualifying conditions. However while ICAO uses the term
'likely to interfere with the performance of duties', in most cases the NPA
requires reference to a specialist. This avoids the question of quantifying
unfitness. While defects of function are tested in training, the risk of sudden
incapacity remains a medical problem. Following a classic paper by Peter
Chapman, the JAR-FCL 3 defined aeromedical risk as the chance of incapacity
occurring during the next year. By comparison with other airworthiness
standards, the limit was set at 1% for both Class 1 and 2. Another reason for
using numerical standards is that after a period of time, accident and incident
data can confirm whether intended standards have actually been met.

BGA Proposal:
1. That the risk of sudden incapacity be defined in numerical terms and
limits be set. Suggested limits are

Class 1 1% (Existing JAA level)

Class 1 OML 2%

Class 2 2%

Class 2 OPL 5%6

LPL 2% (Group 2 drivers in the UK)
LPL OPL 20%b (Group 1 drivers in the UK)
References:

1. Chapman P.J.C. (1984). The consequences of in flight incapacitation in civil
aviation medicine. Journal of Aviation and Space Environmental Medicine, 55,
497-500

Partially accepted

The risk assessment will be included in the Guidance Material.

1585 comment by: FAA

General comments on Chapters A and B on the AMC for Class 1 and
Class 2 medical certificates:

While the ultimate aim of medically certificating pilots safely is the same, the
United States notes differences in the methodology EASA, ICAO, and the
United States use to set forth disqualification parameters.

Noted

Thank you for studying our NPA and the information provided throughout the
document.

1666 comment by: Deutscher Aero Club (DAeC)

Comment:

This long section fills the same function as Chapter 6 of ICAO Annex 1 in that it
sets out disqualifying conditions. However while ICAO uses the term 'likely to
interfere with the performance of duties', in most cases the NPA requires
reference to a specialist. This avoids the question of quantifying unfitness.
While defects of function are tested in training, the risk of sudden incapacity
remains a medical problem. Following a classic paper by Peter Chapman, the
JAR-FCL 3 defined aeromedical risk as the chance of incapacity occurring
during the next year. By comparison with other airworthiness standards, the
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limit was set at 1% for both Class 1 and 2. Another reason for using numerical
standards is that after a period of time, accident and incident data can confirm
whether intended standards have actually been met.

DAeC Proposal:

1. That the risk of sudden incapacity be defined in numerical terms and limits
be set. Suggested limits are

Class 1 1% (Existing JAA level)

Class 1 OML 2%

Class 2 2%

Class 2 OPL 5%

LPL 2% (Group 2 drivers in the UK)
LPL OPL 20% (Group 1 drivers in the UK)
References:

1. Chapman P.J.C. (1984). The consequences of in flight incapacitation in civil
aviation medicine. Journal of Aviation and Space Environmental Medicine, 55,
497-500

Noted

Please see response to the same comment above (No 101).

1711 comment by: Deutscher Aero Club

Subpart B REQUIREMENTS FOR MEDICAL CERTIFICATES

Comment:

This long section fills the same function as Chapter 6 of ICAO Annex 1 in that it
sets out disqualifying conditions. However while ICAO uses the term 'likely to
interfere with the performance of duties', in most cases the NPA requires
reference to a specialist. This avoids the question of quantifying unfitness.
While defects of function are tested in training, the risk of sudden incapacity
remains a medical problem. Following a classic paper by Peter Chapman, the
JAR-FCL 3 defined aeromedical risk as the chance of incapacity occurring
during the next year. By comparison with other airworthiness standards, the
limit was set at 1% for both Class 1 and 2. Another reason for using numerical
standards is that after a period of time, accident and incident data can confirm
whether intended standards have actually been met.

EGU Proposal:
1. That the risk of sudden incapacity be defined in numerical terms and limits
be set. Suggested limits are

Class 1 1% (Existing JAA level)

Class 1 OML 2%

Class 2 2%

Class 2 OPL 5%

LPL 2% (Group 2 drivers in the UK)
LPL OPL 20% (Group 1 drivers in the UK)
References:

1. Chapman P.J.C. (1984). The consequences of in flight incapacitation in civil
aviation medicine. Journal of Aviation and Space Environmental Medicine, 55,
497-500

Noted

Please see response to the same comment (No 101). This comment has been
entered twice from the same commentator.
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comment 2132 comment by: Croft Brown

Page 31 of 66

Subpart B REQUIREMENTS FOR MEDICAL CERTIFICATES

Comment: This long section fills the same function as Chapter 6 of ICAO Annex
1 in that it sets out disqualifying conditions. However while ICAO uses the term
'likely to interfere with the performance of duties', in most cases the NPA
requires reference to a specialist.

This avoids the question of quantifying unfitness. While defects of function are
tested in training, the risk of sudden incapacity remains a medical problem.
Following a classic paper by Peter Chapman, the JAR-FCL 3 defined
aeromedical risk as the chance of incapacity occurring during the next year. By
comparison with other airworthiness standards, the limit was set at 1% for
both Class 1 and 2. Another reason for using numerical standards is that after
a period of time, accident and incident data can confirm whether intended
standards have actually been met.

Croft Brown endorses the BGA Proposal:

1. That the risk of sudden incapacity be defined in numerical terms and limits
be set. Suggested limits are

Class 1 1% (Existing JAA level)

Class 1 OML 2%

Class 2 2%

Class 2 OPL 5%

LPL 2% (Group 2 drivers in the UK)

LPL OPL 20% (Group 1 drivers in the UK)

References:

1. Chapman P.J.C. (1984). The consequences of in flight incapacitation in civil
aviation medicine. Journal of Aviation and Space Environmental Medicine, 55,
497-500

response | Noted

Please see response to the same comment (No 101).

comment | 2465 comment by: Paul Mc G

This could be combined elsewhere, as this long section has the same function
as Chapter 6 of ICAO Annex 1 It sets out disqualifying conditions. However
while ICAO uses the term 'likely to interfere with the performance of duties', in
most cases the NPA requires reference to a specialist. This avoids the question
of quantifying unfitness. While defects of function are tested in training, the
risk of sudden incapacity remains a medical problem. The problem is that
statistics are not used in calculation of the possibility of event, merely an
arbitrary opinion. There has to be a better way?? Is it intended to use the
same calculations are per driving licenses?

response  Noted

Please see response to comment No 101.

C. Draft Decision Part-MED - Subpart B: Requirements for Medical
Certificates - Section 1: Specific requirements for class 1 and class 2 medical p. 31
certificates - Chapter A: AMC for Class 1 medical certificates

comment | 559 comment by: British Microlight Aircraft Association
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Medical requirements shall be equal to and not greater than those published as
ICAO minimum requirements.

Noted

The requirements for the LAPL medical certificate are below ICAO standard;
the requirements for class 2 medical certificates have been aligned with ICAO
SARPs.

Where considered necessary for safety reasons, medical rules for class 1 are,
in some cases, higher than ICAO class 1 SARPs.

998 comment by: European Society of Space and Aviation Medicine (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Cardiology Group -

Subpart B Requirements for medical certificates

Section: 1 Specific requirements for class 1 and class 2 medical
certificates

Chapter A AMC for class 1 medical certificates

Page: 31

Relevant Text:

(b) General

1. Cardiovascular Risk Factor Assessment

1.2 An accumulation of risk factors (smoking, family history, lipid
abnormalities, hypertension, etc.) should require cardiovascular evaluation by
the AeMC or AME in conjunction with the licensing authority.

Comment: a conjunction with the licensing authority will not be necessary in
all cases - only if necessary.

Proposal:

(b) General

1. Cardiovascular Risk Factor Assessment

1.2 An accumulation of risk factors (smoking, family history, lipid
abnormalities, hypertension, etc.) should require cardiovascular evaluation by
the AMC or AME in conjunction with the licensing authority if necessary.

Not accepted

Cardiovasular evaluation in conjunction with the licensing authority was a
requirement in JAR-FCL 3 which was the basis for this document. The rule is
now in an AMC which should provide the flexibility you propose while not
abandoning the involvement of the licensing authority.

999 comment by: European Society of Space and Aviation Medicine (ESAM)

Author: European Society of Space and Aviation Medicine (ESAM) -
Cardiology Group -

Subpart B Requirements for medical certificates

Section: 1 Specific requirements for class 1 and class 2 medical
certificates
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Chapter A AMC for class 1 medical certificates
Page: 31

Relevant Text:

(b) General

2. Cardiovascular Assessment

2.1. Reporting of resting and exercise electrocardiograms should be by the
AME or other specialist.

Comment: not any other specialist, but a cardiologist

Proposal:

(b) General

2. Cardiovascular Assessment

2.1. Reporting of resting and exercise electrocardiograms should be by the
AME or cardiologist.

Not accepted

The text is transposed from JAR FCL 3.130(d) where the full wording was: ‘...
other specialists acceptable to the AMS".

While JAR-FCL 3 was the basis for this NPA, some general changes were made,
one of them being to delete ‘as acceptable to the AMS/Authority’. This text
opens the door for different interpretations of the rules and was therefore
deleted in order to provide rules and AMCs of one standard for all Europe.

In some cases an AME may not actually do the ECG but refer the pilot ‘to
another specialist” who will provide the ECG and the evaluation. It is not
necessary to require a cardiologist to evaluate all routine ECGs.

comment by: Swedish Transport Agency, Civil Aviation Department

1244 (Transportstyrelsen, Luftfartsavdelningen)

Comment:

In different parts of AMC A to MED.B.005, e.g. 4.1 and 4.2, the basis for a
decision is described in different manners which makes the text more complex
and may lead to misinterpretations. In order to simplify the reading and
interpretation of the text, each subparagraph of AMC A to MED.B should have a
uniform basic structure.

Proposal:

The following uniform basic structure is proposed: definition of the condition -
possible fit assessment - possible difference at initial and revalidation - level of
decision (licensing authority/AeMC/AME) - possible limitations - follow-up
required.

Partially accepted

The text in the AMCs has been redrafted using JAR-FCL 3 as a basis. It seems
sensible to revise the AMCs (and the rules) at close intervals to keep them
updated. A change to the structure as mentioned in the comment could be
considered at that stage.
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C. Draft Decision Part-MED - Subpart B: Requirements for Medical

Certificates - Section 1: Specific requirements for class 1 and class 2

medical certificates - Chapter A: AMC for Class 1 medical certificates - AMC p. 31-37
A to MED.B.005: Cardiovascular System
comment |11 comment by: GEMA
4.2.11 Una disquinesia, habitual tras un IAM, no tine por qué ser importante
response  Noted
comment | 12 comment by: GEMA
8 II. OML para siempre, o puede ser apto sin limitaciones tras un periodo
determinado?
9.1 Tres meses para todo, da igual que sea un marcapasos que una reseccién
intestinal o una colecistectomia laparoscépica
response Noted
8:1II. It is correct that there is no rule to withdraw an OML limitation. But this is
also true for JAR-FCL 3 which has been transposed to this Part Medical. A
future RM task may cover this issue, if considered necessary.
comment 38 comment by: Dieter Bauereiss

AMC for Class 1 medical certificates
AMC A to MED.B.0O05
CARDIOVASCULAR SYSTEM - Class 1 medical certificates

(d) CORONARY ARTERY DISEASE

4.2. At least 6 months from the ischaemic cardiac event, including
revascularisation, the followinginvestigations should be completed (equivalent
tests may be substituted):

(ii) an echocardiogram showing satisfactory left ventricular function with no
important abnormality of wall motion (such as dyskinesia or akinesia) and a
left ventricular ejection fraction of 50% or more

AMC for Class 2 medical certificates
AMC B to MED.B.005
CARDIOVASCULAR SYSTEM Class 2 medical certificates

(d) CORONARY ARTERY DISEASE

3.2. At least 6 months from the ischaemic cardiac event, including
revascularisation, the following investigations should be completed (equivalent
tests may be substituted):

(ii) an echocardiogram showing satisfactory left ventricular function with no
important abnormality of wall motion and a satisfactory left ventricular
ejection fraction

Comment
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Unter (ii) findet man unterschiedliche Leistungsanforderungen beziglich der
linksventrikularen Auswurffraktion. Die Forderungen an die Tauglichkeitsklasse
2 sind hierbei als absolut richtig anzusehen, erreichen nachweislich ca. 33%
der Erdbevdlkerung nicht die geforderten 50% linksventrikularen Ejakulation
Fraktion (obwohl nicht Herzkrank!!!). Sofern diese Forderung beziiglich der
LVEF bestehen bleibt, ist dies im Sinne der Gleichbehandlung auch bei der
periodischen Flugtauglichkeitsuntersuchung mit einzubeziehen.

Es ware meiner Meinung nach sinnvoll, Herzspezialisten (Herzchirurgen) zu
rate zu ziehen und anschliesend die Anforderungen an Class 1 auch mit
"satisfactory left ventricular ejection fraction" zu beschreiben. Eine Messung
des EF sollte unter Belastung erfolgen, dies zeigt, in wieweit das Herz noch
"leistungsfahig" ist.

In der Hoffnung einen sinnvollen Beitrag erbracht zu haben, verbleibe ich

mit freundlichen GriBen
Dieter Bauereiss

Not accepted

With very few exeptions, ‘satisfactory’, ‘significant’, ‘normal’ is the wording in
the rules to give the basic outline of what is expected. Figures are then in the
AMCs to provide the values that can be accepted for a fit assessment and at
the same time a harmonised standard across Europe.

The text is transposed from JAR FCL 3 which was the basis of this document, a
left ventricular ejection fraction of 50% or more was required in Appendix 1
(6)(b) which was a rule. The present text is in an AMC and changes to AMCs
are considered necessary, proposals for rulemaking tasks are welcome by the
Agency.

140 comment by: Civil Aviation Authority - The Netherlands
5.2.1, onder iii. (Blz. 32 van 66)

De CAA-The Netherlands merkt op dat niet duidelijk is wat met ‘trivial' en ‘a
greater' wordt bedoeld. De CAA-The Netherlands verzoekt EASA om deze
termen met cijfers te verduidelijken.

5.2.2, onder ii. (Blz. 32 van 66)

De CAA-The Netherlands merkt op dat niet duidelijk is wat met ‘normally’
wordt bedoeld. De CAA-The Netherlands verzoekt EASA om aan te geven
wanneer kandidaten met ‘rheumatic mitral stenosis' niet als ongeschikt moeten
worden gekwalificeerd.

6.1. (Blz. 32 van 66)

Deze eis is strenger ten opzichte van JAR-FCL. De CAA-The Netherlands acht
kandidaten met een nieuwe hartklep onder omstandigheden geschikt.

Noted

The text has been transposed from JAR-FCL 3, Appendix 1 to Subparts B & C,
(9)(b)(3), where ‘trivial’ is also used.
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The aim of the NPA was to transpose JAR-FCL 3 for class 1 with only minor
changes, if at all. However, future rulemaking tasks will be initiated to amend
and improve the text.

141 comment by: Civil Aviation Authority - The Netherlands

8.2. (Blz. 33 van 66)

De CAA-The Netherlands merkt op dat niet duidelijk is wat met ‘minor' wordt
bedoeld. De CAA-The Netherlands verzoekt om deze term met cijfers te
verduidelijken.

Noted

It is not always possible to put numbers on a condition because in some cases
the examinations needed to verify them in a pilot would be too demanding, or
no numbers exist, or the same condition in 2 pilots needs to be assessed
differently because of other present medical conditions.

In the case of this comment ‘minor abnormalities of the heart’ a clearer
definition would be too long for an AMC. However, further clarification could be
in the Guidance Material that will be drafted.

339 comment by: FOCA Switzerland

AMC A to MED.B.005 add a consequence to accumulation of risk factors.

Proposal: Add the following text
b) 1.2: If the risk assessment indicates a risk of more than 1%
incapacitation risk per year, a OML limitation is mandatory.

Partially accepted

The risk assessment will be included in the Guidance Material.

467 comment by: UK CAA

AMC A to MED.B.005 (b) 2.1
Page: 31

Comment:
Exercise electrocardiograms should be reported by a cardiologist.

Justification:

AMEs (unless accredited in cardiology) do not have the expertise to report
exercise electrocardiograms.

Proposed Text:

Delete ‘and exercise'.

Not accepted

‘other specialist’ will be replaced by ‘an accredited specialist’.
‘cardiologist’ is not used because e.g. an internist could evaluate a stress ECG

and it may not be possible in all European countries to get easy access to a
cardiologist for just one stress ECG .
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The term ‘accredited specialist’ is also a valid term to determine who can
evaluate a resting ECG and the paragraph does not have to be split.

An AME should be in a position to evaluate resting and stress ECGs if he/she
has the corresponding qualification.

468 comment by: UK CAA

AMC A to MED.B.005 (b) 2.2 and new 2.3

Page: 31

Comment:

Separate the reporting of electrocardiograms and exercise electrocardiograms
into two requirements.

Justification:
The reporting of resting and exercise electrocardiograms requires different
competencies.

Proposed Text:
Insert as 2.2' Reporting of exercise electrocardiograms should be by a
cardiologist.'

Noted

Please see response to comment No 467.

469 comment by: UK CAA

AMC A to MED.B.00O5 (b) 3 (ii)
Page: 31

Comment:
Requirement should be broadened to include the fact that lifestyle factors
should be addressed.

Justification:
Applicants with peripheral arterial disease should adjust lifestyle factors such
as stopping smoking as well as be on an anti-platelet agent.

Proposed Text:

Delete ‘be on acceptable' and ‘treatment' and insert ‘take measures directed
towards' as follows: ‘All applicants should take measures directed towards
secondary prevention.’

Not accepted

The proposed NPA text is a transposition of the corresponding requirement
from JAR FCL 3. The difference between the text in the NPA (and presently in
JAR-FCL 3) and the one proposed seems to be significant. A lifestyle change
can be recommended to a pilot but the aeromedical fit/unfit assessment cannot
be based on lifestyle. Secondary prevention treatment can be required.

470 comment by: UK CAA
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AMC A to MED.B.005 (b) 4.1

Comment:
An upper limit should be specified for medical certification with an aortic
aneurysm.

Justification:
The risk of rupture of an aneurysm with a diameter of more than 5.5cm is
unacceptable for a fit assessment.

Proposed Text:
Add ‘of up to 5.5 cm diameter' as follows:
up to 5.5cm diameter may be assessed...'

\

...infra-renal abdominal aorta of

Noted

The proposed NPA text is a transposition of the corresponding requirement
from JAR-FCL 3 where no maximal diameter for an infra-renal aneurysm was
set and there may be different opinions of the specialists of what diameter can
be tolerated for a fit assessment for a class 1 medical certificate. Therefore, no
change to the text will be introduced at this stage.

However, the comment has been taken on for discussion during the next
rulemaking task MED.001.

471 comment by: UK CAA

AMC A to MED.B.00O5 (b) 5.2.1 (ii)
Page: 32

Comment:

Mean pressure gradients are not used in all States (eg UK), so this AMC should
be amended to reflect different clinical practice in different States. It could
refer to 'minor, moderate or severe aortic stenosis' and numerical
measurements be confined to Guidance Material that is relevant for each State.
All Member States will not be able to evaluate the aeromedical implications of
aortic stenosis if mean pressure gradients are retained.

The proposed text is based on European Society of Cardiology guidelines that
can be further elucidated in supplementary guidance material.

The use of the word ‘intact' does not make sense in this context and should be
replaced by ‘satisfactory’.

Justifiaction:

The optimum parameter for the assessment of aortic stenosis is considered to
be ‘aortic valve area' in the UK but it is not always possible to measure this in
practice. And peak pressure gradient or peak velocity may be used as
alternatives. Also, other clinical factors are very important in assessing the
aeromedical relevance of the stenosis. These factors include left ventricular
hypertrophy, left ventricular diastolic function, left venticular ejection fraction,
amount of calcification and degree of coincident regurgitation.

In addition, the measurement of mean or peak pressure gradient varies
according to whether it is undertaken during a catheter study or as part of an
echocardiographic study; the variation can be up to 15 mm Hg difference. The
gradient also varies significantly depending on the cardiac output.
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Proposed Text:
Amend to: ‘Applicants with aortic stenosis require licensing authority review.
Left ventricular function should be satisfactory. A history of systemic
embolism or significant dilatation of the thoracic aorta is disqualifying. An OML
is required with moderate aortic stenosis. Severe aortic stenosis is
disqualifying.’

Not accepted

The proposed NPA text is a transposition of the corresponding requirement
from JAR-FCL 3 where these values were included in a rule. Other comments
on this NPA (e.g. No 140 and 141 in this segment) pointed out that general
expressions ‘minor’, ‘trivial’, ‘normally’, transposed from JAR-FCL 3, do not
provide sufficient clarity for a medical assessment. These terms will remain in
the AMCs at this moment with the justification given in the response. However,
it does not seem adequate to replace clear limits that are presently
implemented in a rule by very general expressions in the future AMC.

We take note that the UK does not use mean pressure gradients to evaluate
aortic stenosis. The paragraph will be amended with one sentence: ‘Alternative
measurement techniques with equivalent ranges may be used’.

472 comment by: UK CAA

AMC A to MED.B.00O5 (b) 5.2.2 (v)
Page: 32

Comment:
Systolic impairment should also be included.

Justification:
It is systolic impairment that is of particular aeromedical concern.

Proposed Text:
Amend to ‘...left ventricular end-diastolic diameter or evidence of systolic
impairment should be...'

Accepted

The comment is accepted with the justification given in the comment.

473 comment by: UK CAA

AMC A to MED.B.005 (b) 6.3.(i) etc
Page: 33

Comment:

Change of terminology required.
Justification:

‘Myocardial scintigraphy' is an obsolete term.

Proposed Text:
Change ‘myocardial scintigraphy' to ‘myocardial perfusion imaging'.

NB This change should be applied throughout the text.
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Accepted

474 comment by: UK CAA

AMC A to MED.B.005 (b) 7

Page: 33

Comment:

The requirements should be flexible to facilitate certification on anticoagulants
in low risk cases.

Justification:
Anticoagulation is now much easier to monitor and control with individual
monitoring devices being widely available.

Recently some genetic conditions have been described for which
anticoagulation may be prescribed prophylactically eg Factor V Leiden
deficiency.

Proposed Text:

Add further sentence: ‘Use of anticoagulant therapy for prophylaxis may
be compatible with a fit assessment subject to multi pilot limitation
following review by the licensing authority’.

Partially accepted

The rule has been amended to change a complete unfit assessment to the
possibility of a fit assessment after review either by the licensing authority
(class 1) or in consultation with the licensing authority (class 2). The AMC will
be amended to take this change into account.

475 comment by: UK CAA

AMC A to MED.B.00O5 (b) 9.3
Page: 33

Comment:
Text change to clarify that neurological review is not always necessary.

Justification:
Recurrence of a simple faint would not justify neurological review.

Proposed Text:
Change ‘should' to ‘may".

Not accepted

The assessment is also needed to distinguish recurrent vasovagal syncope
from recurrence of simple faint.

476 comment by: UK CAA

AMC A to MED.B.00O5 (c) 1
Page: 34

Comment:
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A commercial pilot who develops hypertension should have a cardiovascular
review.

Justification:
Hypertension is a powerful risk factor for cardiovascular events.

Proposed Text:
Amend to: ‘The diagnosis of hypertension should require cardiovascular
review to include potential vascular risk factors'.

Accepted

477 comment by: UK CAA

AMC A to MED.B.005 (d) 4.2 (i)
Page: 34

Comment:
Text change to clarify.

Justifiaction:
‘Rhythm disturbance' does not cover all conduction disorders.

Proposed Text:
Amend to: ‘...myocardial ischaemia or rhythm or conduction disturbance;'

Accepted

478 comment by: UK CAA

AMC A to MED.B.0O5 (e) 5
Page: 36

Comment:
Heading incorrect.

Justification:
More appropriate heading.

Proposed Text:
Change heading to ‘Mobitz type 2 Atrio-ventricular Block.'

Accepted

The text will be changed accordingly.

479 comment by: UK CAA

AMC A to MED.B.005 (e) 6 (i)
Page: 36

Comment:
Text change to clarify.

Justification:
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No point in stating a time period if it is negated by the use of the word
‘approximately'.

Proposed Text:
Delete ‘approximately'.

Accepted

Thank you for the comment. The text will be changed accordingly.

626 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt

Section: 2 Specific requirements for class 1 and class 2 medical certificates
Chapter A AMC for Class 1 medical certificate

Draft Version 3.0

Page: 31

Relevant Text: 4. Aortic Aneurysm

4.2. Applicants may be assessed as fit by the licensing authority after surgery
for an infra-renal aortic aneurysm with a multi-pilot limitation at revalidation if
the blood pressure, exercise electrocardiographic response and cardiovascular
assessment are satisfactory. Regular cardiological review should be required.

Comment: 4.2.) why regular cardiological assessments and exercise ecgs
after surgery for infrarenal aneurysms?

Proposal: 4.2. Applicants may be assessed as fit by the licensing authority
after surgery for an infra-renal aortic aneurysm with a multi-pilot limitation at
revalidation if there is a good postoperative outcome and the blood pressure is
normal or well treated with medication.

Partially accepted

The text of the NPA will be changed to retain a corresponding JAR FCL 3
requirement. This includes cardiovascular assessment but does not specifically
mention exercise electrocardiographic response.

The possibility to require additional medical examinations and investigations is
in MED.B.001(d).

627 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt

Section: 2 Specific requirements for class 1 and class 2 medical certificates
Chapter A AMC for Class 1 medical certificate

Draft Version 3.0

Page: 17

Relevant Text: 5. Cardiac Valvular Abnormalities

5.1. Applicants with previously unrecognised cardiac murmurs should require
evaluation by a cardiologist and assessment by the licensing authority. If
considered significant, further investigation should include at least 2D Doppler
echocardiography.

5.2. Applicants with minor cardiac valvular abnormalities may be assessed as
fit by the licensing authority. Applicants with significant abnormality of any of
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the heart valves should be assessed as unfit.

5.2.1. Aortic Valve Disease

(i) Applicants with bicuspid aortic valve may be assessed as fit if no other
cardiac or aortic abnormality is demonstrated. Follow-up with
echocardiography, as necessary, should be determined by the licensing
authority.

(ii) Applicants with aortic stenosis require licensing authority review. Left
ventricular function should be intact. A history of systemic embolism or
significant dilatation of the thoracic aorta is disqualifying. Those with a mean
pressure gradient of up to 20 mm Hg may be assessed as fit. Those with mean
pressure gradient above 20 mm Hg but no greater than 40 mm Hg may be
assessed as fit with a multi-pilot limitation. A mean pressure gradient up to 50
mm Hg may be acceptable. Follow-up with 2D Doppler echocardiography, as
necessary, should be determined by the licensing authority.

(iii) Applicants with trivial aortic regurgitation may be assessed as fit. A greater
degree of aortic regurgitation should require a multi-pilot limitation. There
should be no demonstrable abnormality of the ascending aorta on 2D Doppler
echocardiography. Follow-up, as necessary, should be determined by the
licensing authority.

5.2.2. Mitral Valve Disease

(i) Asymptomatic applicants with an isolated mid-systolic click due to mitral
leaflet prolapse may be assessed as fit.

(ii) Applicants with rheumatic mitral stenosis should normally be assessed as
unfit.

(iii) Applicants with uncomplicated minor regurgitation may be assessed as fit.
Periodic cardiolological review should be determined by the licensing authority.
(iv) Applicants with uncomplicated moderate mitral regurgitation may be
considered as fit with a multi-pilot limitation if the 2D Doppler echocardiogram
demonstrates satisfactory left ventricular dimensions and satisfactory
myocardial function is confirmed by exercise electrocardiography. Periodic
cardiological review should be required, as determined by the licensing
authority.

(v) Applicants with evidence of volume overloading of the left ventricle
demonstrated by increased left ventricular end-diastolic diameter should be
assessed as unfit.

Comment: "If considered significant, further investigation should include at
least 2D Doppler echocardiography”. - a thorough cardiological evaluation is
necessary.

"(ii) Applicants with aortic stenosis require licensing authority review." - why a
licensing authority review and not a cardiological review?

"2D Doppler echocardiography", simply echocardiography is enough.

"no demonstrable abnormality of the ascending aorta on 2D Doppler
echocardiography" - what kind of definition is this?

5.2.1 (iii) "Follow-up, as necessary" - who defines the "necessity"?

5.2.2.) assessment of mitral valve prolapse through echo or auscultation here?
(iv) uncomplicated moderate mitral regurgitation does not necessarily need an
OML limitation. The rest of the explanation is unnecessary: LV dimensions and
EF are o.k. if MI is moderate and there is no additional CAD, otherwise the
degree of MI is misjudged. Satisfactory myocardial function is determined by
echocardiography not by exercise ecg!

(v) nonsense: main issue here is the degree of the valve insufficiency, not
volume overload or diameters.

Proposal: 5.1. Applicants with previously unrecognised cardiac murmurs should
require evaluation by a cardiologist and assessment by the licensing authority.
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If considered significant, a thorough cardiological evaluation has to be
performed.

(ii) Applicants with aortic stenosis require a cardiological examination.

(iii) Applicants with trivial aortic regurgitation may be assessed as fit. A greater
degree of aortic regurgitation should require a multi-pilot limitation. Follow-up,
as necessary, should be determined by the licensing authority.

(iv) Applicants with uncomplicated moderate mitral regurgitation may be
considered as fit. Periodic cardiological review should be required, as
determined by the cardiologist and the licensing authority.

(v) Applicants with evidence of higher degrees of mitral regurgitation are
assessed as unfit.

Noted

\

1. The wording ‘further investigation’ and ‘at least 2D Doppler
echocardiography’ is considered to be flexible for the cardiologist to determine
further examinations that may have to be done.

2. The text in JAR-FCL 3 was: ‘Applicants with aortic stenosis require AMS
review’.This text was amendmended in the last version of JAR-FCL 3
(Amendment 5) and carried over to Part Medical. Also, only a cardiologist will
be in a position to do the examinations that are required (measurement of
pressure gradients).

3. As above, 2D Doppler echocardiography stems from JAR-FCL 3.

4. Text in JAR-FCL 3: There shall be no demonstrable abnormality of the
ascending aorta on 2D Doppler echocardiogaphie.

5. (5.2.1(iii)) The NPA text is: Follow-up, as necessary, should be determined
by the licensing authority.

6. Mitral valve prolapse will normally be assessed by a cardiologist (See
subparas (iii), (iv)).

7. The difference is made between ‘minor’ in (iii) (OML may be needed) and
‘moderate’ in (iv) (OML should be imposed). The rest of the text is there to
give an indication of what should be judged as ‘moderate’.

8. The ‘nonsense’ was already in JAR-FCL 3 and can be corrected in the follow-
up rulemaking task MED.001.

628 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt

Section: 2 Specific requirements for class 1 and class 2 medical certificates
Chapter A AMC for Class 1 medical certificate

Draft Version 3.0

Page: 32/ 33

Relevant Text: 6. Valvular surgery

Applicants with cardiac valve replacement/repair should be assessed as unfit. A
fit assessment may be considered by the licensing authority.

6.1. Aortic valvotomy should be disqualifying.

6.2. Mitral leaflet repair for prolapse is compatible with a fit assessment
provided post-operative investigations are satisfactory.
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6.3. Asymptomatic applicants with a tissue valve who, at least 6 months
following surgery, are taking no cardioactive medication may be considered for
a fit assessment with a multi-pilot limitation by the licensing authority.
Investigations which demonstrate normal valvular and ventricular configuration
and function should have been completed as demonstrated by:

(i) a satisfactory symptom limited exercise ECG. Myocardial scintigraphy/stress
echocardiography should be required if the exercise ECG is abnormal or any
coronary artery disease has been demonstrated.

(ii) a 2D Doppler echocardiogram showing no significant selective chamber
enlargement, a tissue valve with minimal structural alteration and a normal
Doppler blood flow, and no structural or functional abnormality of the other
heart valves. Left ventricular fractional shortening should be normal.

Follow-up with exercise ECG and 2D echocardiography, as necessary, should
be determined by the licensing authority.

Comment: why do they name special surgical procedures like the valvotomy
and special examinations here. The other topics only mentioned cardiological
evaluations - even in heart transplantation. What changed the attitude here???
Cardioactive medication can be a B-blocker without problems for the fitness to
fly.Before a valve resplacement takes place, every patient is checked for CAD
anyway, it is useless to name exercise ecg in (i) here.

Proposal: : 6. Valvular surgery

Applicants with cardiac valve replacement/repair should be assessed as unfit. A
fit assessment may be considered by the licensing authority provided good
postoperative cardiological results and no anticoagulants are necessary. An
OML limitation may be applied.

Not accepted

The proposed NPA text is a transposition of the corresponding requirements in
JAR-FCL 3. However, the comment is valid and has been added to the list of
tasks in the new rulemaking task MED.0OO1.

Anticoagulation: please see response to comment No 474.

629 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt

Section: 2 Specific requirements for class 1 and class 2 medical certificates
Chapter A AMC for Class 1 medical certificate

Draft Version 3.0

Page: 33

Relevant Text:

8.2. Applicants with a congenital abnormality of the heart, including those who
have undergone surgical correction, should be assessed as unfit. Applicants
with minor abnormalities that are functionally unimportant, may be assessed
as fit by the licensing authority following cardiological assessment. No
cardioactive medication is acceptable. Investigations may include 2D Doppler
echocardiography, exercise ECG and 24-hour ambulatory ECG. Regular
cardiological review should be required.

Comment: 8.2.) why is a cardioactive medication not acceptable? B-blocker or

ace-inhibitor? Why do they mention all the different cardiological examinations
here again?
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Proposal: 8.2. Applicants with a congenital abnormality of the heart, including
those who have undergone surgical correction, should be assessed as unfit.
Applicants with minor abnormalities that are functionally unimportant, may be
assessed as fit by the licensing authority following cardiological assessment.
Regular cardiological review should be required.

Not accepted

The proposed NPA text is a transposition of the corresponding requirement
from JAR-FCL 3, Appendix 1 (12), which does not allow any medication. This
has been amended in the NPA to read ‘no cardioactive medication’.

Further changes to the IRs/AMCs rule may be introduced through the new
rulemaking task MED.001.

631 comment by: Lufthansa German Airlines

Author: Dr. Christine Huber, Cardiologist, AMC Frankfurt

Section: 2 Specific requirements for class 1 and class 2 medical certificates
Chapter A AMC for Class 1 medical certificate

Draft Version 3.0

Page: 36

Relevant Text: 8. Ventricular preexcitation

A fit assessment may be considered by the licensing authority.

(i) Asymptomatic initial applicants with pre-excitation may be assessed as fit
by the licensing authority if an electrophysiological study, including adequate
drug-induced autonomic stimulation reveals no inducible re-entry tachycardia
and the existence of multiple pathways is excluded.

(ii) Asymptomatic applicants with pre-excitation may be assessed as fit by the
licensing authority at revalidation with a multi-pilot limitation.

9. Pacemaker

9.1. Applicants with a subendocardial pacemaker should be assessed as unfit.
A fit assessment may be considered at revalidation by the licensing authority
no sooner than three months after insertion and should require:

(i) no other disqualifying condition;

(ii) a bipolar lead system;

(iii) that the applicant is not pacemaker dependent;

(iv) regular follow-up including a pacemaker check; and

(v) a multi-pilot limitation.

9.2. Applicants with an anti-tachycardia pacemaker should be assessed as
unfit.

10. QT Prolongation

Prolongation of the QT interval on the ECG associated with symptoms should
be disqualifying. Asymptomatic applicants require cardiological evaluation for a
fit assessment.

11. Implantable Cardioverter Defibrillators

Applicants with an automatic implantable defibrillating system should be
assessed as unfit.

Comment: Preexcitation is enough, no "ventricular" in front necessary. 8(i) no
inducible "sustained" re-entry tachycardia

9(ii) a bipolar lead system "programmed to bipolar not unipolar (new systems
can be changed in lead polarity or might have an automatic change!)
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9.2. there are atrial antitachycardia pacemakers as well - no chance for fithess
according to this text

Proposal: 8. Preexcitation

A fit assessment may be considered by the licensing authority.

(i) Asymptomatic initial applicants with preexcitation may be assessed as fit by
the licensing authority if an electrophysiological study, including adequate
drug-induced autonomic stimulation reveals no inducible sustained reentry-
tachycardia and the existence of multiple pathways is excluded.

(ii) Asymptomatic applicants with preexcitation may be assessed as fit by the
licensing authority at revalidation with a multi-pilot limitation.

9. Pacemaker

9.1. Applicants with a subendocardial pacemaker should be assessed as unfit.
A fit assessment may be considered at revalidation by the licensing authority
no sooner than three months after insertion and should require:

(i) no other disqualifying condition;

(ii) a bipolar lead system, programmed in bipolar mode without
automatic mode change of the device

(iii) that the applicant is not pacemaker dependent;

(iv) regular follow-up including a pacemaker check; and

(v) a multi-pilot limitation.

9.2. Applicants with a ventricular antitachycardia pacemaker should be
assessed as unfit.

10. QT Prolongation

Prolongation of the QT interval on the ECG associated with symptoms should
be disqualifying. Asymptomatic applicants require cardiological evaluation for a
fit assessment.

11. Implantable Cardioverter Defibrillators

Applicants with an automatic implantable defibrillating system should be
assessed as unfit.

Partially accepted

The proposed NPA text is a transposition of the corresponding requirement
from JAR-FCL 3. However, the addition in 9.1 (ii) is accepted for clarity.

The justification to add ‘ventricular’ to 9.2 is not clear enough to amend the
text.

734 comment by: Swiss Association of Aviation Medecine

Comment: a conjunction with the licensing authority will not be necessary in
all cases - only if necessary.

Proposal:

(b) General

1. Cardiovascular Risk Factor Assessment

1.2 An accumulation of risk factors (smoking, family history, lipid
abnormalities, hypertension, etc.) should require cardiovascular evaluation by
the AMC or AME in conjunction with the licensing authority if necessary.

Not accepted

‘In conjunction with the AMS’ was added to appendix 1 of JAR-FCL 3 in the
latest amendment. As JAR-FCL 3 is the basis of Part Medical, the text will not
be changed at this stage.
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The proposal of the comment will be considered in the coming rulemaking task
MED.001.

735 comment by: Swiss Association of Aviation Medecine

Comment: not any other specialist, but a cardiologist

Proposal:

(b) General

2. Cardiovascular Assessment

2.1. Reporting of resting and exercise electrocardiograms should be by the
AME or cardiologist.

Noted

Please see response to comment No 467.

736 comment by: Swiss Association of Aviation Medecine

Comment: ultrasound is not always the best method for follow up, there are
other imaging techniques available and this should be mentioned here. The
exercise ecg is not the main issue after infra renal aneurysm surgery and
cardiological reviews are not required here on a regular base.

Proposal:

(b) Gerneral

4. Aortic Aneurysm

4.1. Applicants with an aneurysm of the infra-renal abdominal aorta may be
assessed as fit for class 1 with a multi-pilot limitation by the licensing
authority. Follow-up by ultra-sound scans or other imaging techniques should