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Subject: DISPOSAL OF CASES OF ISCHAEMIC HEART DISEASE.

1 In the light of recent advances in our knowledge of coronary artery disease, its
management and prognosis, and our own accumulated data and experience, it has become
necessary to review and revise the guiddines for the employability of arcrew with coronary
artery disease (IHD). These guidelines are lad down in the following paragraphs.

2. Classficaion and criteriafor diagnosis.

a IHD Asymptomatic. ECG abnormality suggestive of IHD, detected during routine
examination in an asymptomatic individud.

i) Minimal/Insignificant coronary artery disease: No dngle coronary
atery leson is greater than 50% of the diameter of the lumen. Lesons
greater than 30% but less than 50% in more than one coronary artery or
tandem lesion in the same artery will be assessed on case-to-case basis. A
dress thalium test will be carried out if consdered necessary.

i) Significant coronary artery disease: Any leson in a coronary artery with
50% or more stenosis of diameter.

b) IHD — Angina Pectoris
i) Stable Angina: Angina which is usudly precipitated by exertion. There
should not have been any change in frequency or duration of angina or
ease of rdief of angina pain during the past 60 days or more.

ii) Unstable Angina: New onset anging/Angina occurring with increased
frequency or duration or anginat rest.

iif) Variant Angina (Prinzmetal angina): Usudly occurs a rest and ECG
during the episode exhibits transent ST segment evation.



c)

d)

iv) Angina with normal coronary arteries (syndrome X) : Classcd angina
pectoris with norma epicardiad coronary arteries as assessed by coronary
angiography. Causes incdlude inadequate  vasodilator — reserve,
intramyocardiad muscle bridges and smadl vessd coronary artery disease.

IHD — Myocardial Infarction

i) Non-transmural (Synonyms. Sub-endo cardial infarction or non q
wave infarction) : Individuds showing evidence of Myocardid muscle
necrosds with devation of serum cadiac enzymes (SGOT, LDH &
CPKMB) during acute phase of illness and no evidence of pathologica q
wave on ECG.

i) Transmural (g wave infarction) : Individuds showing evidence of
Myocardid muscle necross with edevaion of serum cadiac enzymes
during acute phase of illness and development of pathologicd g wave on
ECG.

IHD Post PTCA/CABGS : Cases of IHD who have undergone Myocardid
revascularisation procedure.

Assessment of IHD Cases

3. Aircrew with asymptomatic IHD clinica group (&) will be referred to AFCME only for
complete cardiac evauation. The following invedigations will be caried out as consdered

necessary:

a)
b)
<)
d)
€)
f)
o)

Biochemicd Profile

Treadmill Stress Test (TMT)

Holter monitoring

Echo Cardiography including Stress Echo
Stress MUGA

Stress Thallium Scan

Coronary anglography (CART).

4. Disposal: IHD Asymptomatic

a)

b)

If coronary angiography is norma and there is no associated abnormdity, eg.
Hypertenson,  Hypertrophic  Cardiomyopathy, Aortic  vavular  disease,
Myocarditis etc. the aircrew will be certified fit.

Cases with minima/inggnificant coronary artery diseese will be certified fit with
redriction to fly as P1L dong with a qudified P2 only. All renewd medicd
examination will be conducted & AFCME/IAM only. These cases will undergo
Stress Thalium every year. Coronary angiography may be repested as indicated.



Cases of dgnificant coronary artery disease in whom myocardia revascularisation
procedure is not indicated or not peformed or who are advised only medica
treetment, will be grounded. Cases requiring myocardid  revascularisation
procedures (PTCA/CABGS) will be disposed as indicated later.

5. Disposal of IHD : Angina Pectoris

a)

b)

All cases of angina will be observed on ground for a minimum period of 12
months.  Certification will be consgdered only after 12 months of the initid
diagnosis provided the following criteriaare met:

i) Individud is asymptomatic and effort tolerance is norma.

i) Modifidble risk factors and complications, if any, ae under
control/stablised.

iif) Maximd TMT, Stress MUGA & Stress Thdlium do not show evidence of
reversble myocardid ischeemia

iv) Holter monitoring does not reved any episode of dlent myocardid
ischeemiaor Sgnificant arrhythmia

V) Echo shows normd left ventricular function and no dgnificat regiond
wal motion abnormdity.

Vi) Not on cardioactive drugs.

Vii) Coronary angiography and other haemodynamic studies show coronary
arteriesto be normd or with minima/inggnificant lesion.

Such cases will be certified fit to fly as P1 dong with a qudified P2 only. These
cases will be followed up annudly & IAM/AFCME. Stress Thdlium will be
repeated every year and Coronary angiography will be repeated as indicated.

Aircrew with Angina Pectoris and dgnificant coronary atery diseese may be
consdered for upgredation provided they have undergone myocardid
revaclarisation procedures. Disposd of these cases will be as given later
(Disposdl after PTCA/CABGS).

6. Disposal of IHD: Myocardial Infarction (Non-transmural Myocardial Infarction as

well as Transmural Myocardial Infarction) : Aircrew with Myocardid Infarction will

be grounded.  However, AFCME may on a case to case bass recommend cases of
Myocardid Infarction for award of Pldatus to fly dong with a qudified P2 only (with
any other specified redtrictions) not less than 12 months after the initid episode provided
al the following criteria are met:



a)
b)
c)
d)

€)

f)
o)

h)

Individud is asymptomatic and his effort tolerance is normd.

Modifiable risk factors and complications, if any, are corrected/stablised.

Maximad TMT, Srress MUGA, Strress Thdlium scan do not show evidence of
recersible myocardid ischaemia.

Holter monitoring does not reved any episode of slent myocardia ischaemia or
sgnificant arrhythmia.

Acho shows normd LV functions and no dggnificat regiond wdl mation
abnormdlity.

Not on any active cardiac drugs for last Sx weeks.

Coronary angiography and other haemodynamic studies show coronary arteries
other than the infarct related vessdl to be normal or with minimad lesion and

These cases will be reviewed every sx months at AFCME only.

Disposal after Myocardial Revascularisation Procedures : Sdected cases fulfilling the

laid down criteriawill be conddered for certification.

a)

Per cutaneous Tranduminar Coronary Angioplasty (PTCA)

i) A minimum period of nine months should have elapsed since PTCA. He
should have remained asymptomatic and mantained functiona class |
(MYHA) for at least 6 months.

ii) They should not have any associated discase like Diabetes mdlitus,
Hypertenson, Peripherd vascular disease or metabolic disorder.  The
modifiable risk factors should have been corrected.

iif) There dhould be no evidence of dgnificant reversble myocardid
ischemig/arrhythmia/conduction defects appearing on TMT. The subject
should saidactorily complete a  symptom  limited  exercise
electrocardiographic evauation (usualy Bruce stage 3 or more).

iv) 24 hours Ambulatory monitoring (Holter) should not reved any
sgnificant Arrhythmia, conduction defect or slent ischaemic episode.

V) Radionuclide Ventriculography should reved normd ventricular  Sze,
shape and functions. Globd left ventricular gection fraction should be
norma (more than or equa to 50%) showing further rise with exercise.

Vi) Repeat coronary Arteriogrgphy not earlier than 8 months following the
procedure should show results of successful coronary angioplasty with no
evidence or retenoss. There should be no leson redricting the lumind
diameter to 50% or morein any epicardia artery.



b)

vii)

Vi)

Panar Thdlium Myocadid Pefuson Scan should reved norma left
ventricular 9ze, absence of dress induced perfusion defect or washout
abnormdlity in any part of myocardium.

Those cases who fulfil the above criteria will be congdered fit for flying
as Pl dong with a qudified P2 only (with any other redriction). They
will be reviewed a least once in 12 months & AFCME. Invedigations
including Stress Thalium and Coronary Angiography will be caried out
as conddered necessary by the Cardiologist of the Establishment. Cases
who have suffered a myocardid infarction will not be conddered for
flying till 12 months after the episode of infarction.

Coronary Artery Bypass Surgery (CABGS) : Aircrew who have undergone

CABGS procedure may be considered for certification provided they meet the
following criteria:

)

viii)

Minimum period of tweve (12) months should have egpsed snce
CABGS. He should have mantaned functiond class | (NYHA) for a
least 6 months and had been on no cardioactive drugs except dispirin or
persantin.

There should be no associated disease like Hypertenson, Diabetes
mellitus, Peripherd vascular disease or metabolic disorder.  All modifigble
risk factors should have been corrected.

There should have been no dgnificant left main sem stenods (50% or
above).

The subject should be able to complete a symptom limited exercise ECG
satidfactorily (usudly Bruce stage 3 or more). It should not reved
reversble myocardid ischemia, left ventricular  dysfunction, significant
arrhythmias or fresh conduction defect.

Radionuclide ventriculography should demondrate an gection fraction of
equd or more than 50%.

A Thalium Scan should show no perfusion defect or LV dysfunction.

Colour Doppler Echocardiographic evauation should reved no sructurd
dissase of the heat, left ventricular dysfunction or dggnificant regiond
wadl mation abnormadlity.

Hotler Monitoring for 24 hours should not reved any abnormality of
rate/rhythnvsilent ischaemic episodes.



10.

iX) Repeat Coronary Arteriogrephy  with  left  ventriculography  should
objectivdly document, dl grafts patent, no ggnificant proxima disease
and no leson of more than 50% in the remaning ungrafted native
creulation.  Left ventriculography must demondgrate normad LV Sze,
shape, contractibility and functions. There should be no dgnificant mitrd
regurgitation.

Cases congdered fit based on the above criteria will be certified fit for P1 datus to fly
with a qudified P2 only (with any other redtriction). They will be reviewed a AFCME &
leet once in 12 months.  Invedigaions incduding dress thdlium and coronary
angiography will be caried out as conddered necessary by the Cardiologist of the
Egtablishment.

Cases who have successfully undergone myocardia revascularisation  procedures and
have been returned to P1 gdatus to fly aong with a qudified P2 only, may after a three
year period of follow up, be recommended for grant of P1 status, without restrictions on
a case to case bads. If the recommendation is approved by DGMS (Air) such cases will
continue to be followed up a& AFCME only.

The disposd of cases who have undergone procedures like Rotablator, coronary
atherectomy, dents, etc. will be the same as for PTCA. Smilaly, the disposd after
Minmdly — Invasve Coronary artery Bypass Surgery/totd arterid grafting etc. will be
the same asfor CABGS.

Appeal Procedure

11.

12.

13.

Aircrew declared unfit for flying due to Ischaemic Heart Disease will have to gpply to
DGCA for recondderation, after the specified period of observation as lad down in this
circular. All such gppeds shdl be supported by the origind or certified true copies of the
complete medical record snce the event (eg. onsat of angina or other symptoms,
detection of IHD during any routie or specid invedtigations and any operative procedure
such as angioplasty/ CABGS etc.)

The apped, with the supporting documents, shal be consdered by DGMS (Air) and only
on acceptance of apped by DGMS (Air) it will be communicated in writing to DGCA.
The previous medical record shal be forwarded to AFCME/IAM for review. No direct
review a any boarding centre is permitted in such cases.

Origind records or authenticated video recordings of angiography, ultrasonography,
Doppler study etc. will have to be produced at the time of review at AFCME/IAM.

(SP.Verma)
Air Marshd
DGMS (Air)






