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Background for my views

– Institute of Aviation Medicine Oslo 27 years

– Aviation medicine and occupational health

– Military and civilian aircrew (AME, teaching, research, advice)

– ESAM – with national organisations, EASA cooperation and 

international partners

Some ideas for discussion



What is ESAM?

46 member

associations

34 countries

Aerospace medicine

professionals including

AMEs, Government, 

AMCs, Space, Military, 

research and others
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Overview

• Background - ESAM involvement in issue so 

far

• Aeromedical risk

• The pilot population

• Some perspectives on flight safety
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ICASM 2017

“Expanding the Aeromedical Envelope in Europe.” 
Location: 

ESAM Lunchtime Meeting 
The Monet Room. 

12 noon to 2 pm. 
Wednesday 9th May 2018. 

Coffee, English tea and European snacks for tasting. 
All welcome. 

 



Aeromedical risk
(vulnerabilities vs stresses of 

flight)

1% Sudden 
incapacitation

80% “Subtle 
incapacitation”

< 1% of accidents 70-80% of accidents



Sudden incapacitation 1% rule
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Assumption Acceptable risk Single pilot 

helicopters?

acceptable» airline accident rate 1x10-7 1x10-5

10% human failure 1x10-8 1x10-6

10% medic 1x10-9 1x10-7

1% of incapcitations cause accidents 1x10-7 1x10-7 

(all incap cause

acc?)

10% of flight is critical 1x10-6 1x10-7

(all flight critical?)

10000 Hours in a year, 1%/10000 hrs 0,1 % of 10000 hrs



Pilot or pensioner?
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Flight safety

Medical risk 

Experience

Cost for society

Market for pilots



Our  population

• Life expectancy Norw men 1988=73, 2018=81 (Central beaurau of

statistics Norway)

• Pilot mortality for cardiovascular disease SMR  - 0.46 **

• Clinical tests of single functional characteristics may

underestimate cockpit function *

• Most incapacitations are not age-related
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**Hammer GP, et al. Occup Environ Med 2014;71:313–322. 

doi:10.1136/oemed-2013-101395 (93771 crew members from 10 

countries followed over a mean of 21 years)

*Aviat Space Environ Med. 1990 Jan;61(1):52-5.

Hearing loss and radiotelephony intelligibility in civilian airline pilots.

van Deelen GW1, Blom JH.

https://www.ncbi.nlm.nih.gov/pubmed/2302128
https://www.ncbi.nlm.nih.gov/pubmed/?term=van Deelen GW[Author]&cauthor=true&cauthor_uid=2302128
https://www.ncbi.nlm.nih.gov/pubmed/?term=Blom JH[Author]&cauthor=true&cauthor_uid=2302128


Individual differences



Safety management

1. Medical risk assessment

2. Prioritisation of risk

3. Risk reduction measures

N AVATHE P, D RANE M, PREITNER C. Aeromedical decision making: from 

principles to pract ice. Aviat Space Environ Med 2014; 85: 576–

80. 

WATSON DB. Aeromedical decision-making: an ev idence-based risk 

management  paradigm. Aviat Space Environ Med 2005; 76:58–

62. 



Future of aviation medicine?

• Less resources for health checks of 

pilots with no problems
– Computer algorithms?

• More resources on difficult decision-

making and follow-up of pilots
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Thank you for your attention!
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