Aerospace Gastroenterology

AEROSPACE GASTROENTEROLOGY Major Kevin Lang

Gastroenterology Deputy Flight Commander, 59th MDW

Case: Chronic Diarrhea

44 y/o squadron commander referred for evaluation of chronic diarrhea for 6 months. He was treated empirically with imodium by his local flight surgeon, and later with flagyl after stool studies were negative for pathogens and positive for fat droplets. No improvement noted. UGI and ACBE were normal. EGD was normal and was performed after antigliadin antibodies returned weakly positive (celiac sprue). Small bowel biopsies were normal (several weeks after the patient was placed an a gluten free diet). On the gluten free diet he felt better (decreased bloating and gas) but not completely asymptomatic still having diarrhea.

What is the likely diagnosis? What should be done now? Should he have a waiver package submitted? RTFS? 

Case: Ulcerative colitis

40 y/o navigator with h/o proctitis described in the past as colonic inflammation to 20 cm on flex:sig. Recently he had recurrent rectal bleeding and flex.sig showed continuous inflammation up to 30 cm from the rectum.

Consult to gastroenterology stated: "We need to know:

1) If we d/c his medication what is the chance of relapsing

2) If he did, how long before we could restabilize him?

3) Also, would we have a warning so we could restart him on medications before he got worse?

Case: IBD

37 y/o F 16 pilot with h/o ulcerative colitis (left sided to 25 cm) dx'd after rectal bleeding. He was treated with asulfadine, improved, medication stopped. Flex sig was then normal and he RTFS with waiver. Rectal bleeding recurred 15 months later. Colonoscopy showed rectal inflammation and apthous ulceration just before the cecum. He was treated with asulfadine 1 g qd ( a sub optimal dose) and RTFS while on med. Now his chart is flagged to ACS during annual waiver request.

Do you agree with the diagnosis?

What should be done at this time? DNIF? Waiver renewal then RTFS?

Can he fly while taking asulfadine? Does he need a waiver for both his medical condition and the medication? What about alternative medications?

Case: Peptic Ulcer Disease

35 y/o T 43 pilot presents for annual physical. While looking through his records you see that he had an uncomplicated duodenal ulcer 10 years ago documented on UGI series which was treated with ranitidine. He is presently asymptomatic and has no other problems identified.

Your disposition: 

 RTFS

 Apply for waiver

 Check for evidence of H. Pylori infection and treat if positive. 

 DNIF

Case: GERD

29 y/o KC 10A pilot presents for evaluation of reflux. She has recently gained 10 pounds after a normal pregnancy and delivery. Unfortunately her reflux symptoms have persisted after delivery and she is requiring increasing doses of antacids to achieve. temporary relief.

Your disposition: 

 DNIF

 Apply for a. waiver

 MEB

 Trial of prilosec (omeprazole) while flying

Case: Chronic hepatitis

40 y/o LTC T 38 1P recently diagnosed with hepatitis C infection. LFTs In 1983 were normal, but recently he tried to give blood and the Red Cross turned him away with a. letter to go to his doctor and get follow up for abnormal liver tests. His hepatitis work up was negative except for a. positive antibody test for HCV.

What is your disposition? 

 DNIF

 RTFS

 Apply for waiver 

 Check an HCV PCR 

Case: Gallstone

32 y/o A 10 pilot presents for a. routine physical exam. Looking through his records you find that he recently had a RUQ ultrasound. He was visiting a. buddy who is a radiology resident who showed him some of his latest equipment and "practiced" on him. During the ultrasound his friend visualized a gallstone. The pilot brought the report because he was concerned. He is asymptomatic.

Your disposition: 

 DNIF

 Apply for a. waiver 

 RTFS 

 cholecystectomy
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Gastroenterology Deputy Flight Commander, 59th MDW

Chronic Diarrhea: Chronic diarrhea, regardless of cause, is disqualifying from continued flying duties (AFI 48 123 AS. 19, 15 Nov 94).

In the case presented, the patient's chronic diarrhea was actually steatorrhea from chronic alcoholic pancreatitis. His steatorrhea was eventually well controlled using pancreatic enzyme replacements (ultrase) which basically has no side effect profile. After a period of ground testing it would be reasonably safe to put him back in the cockpit. He was counseled to stop using alcohol so as to decrease chances for further pancreatic endocrine. and exocrine insufficiency.

Ulcerative Colitis: Ulcerative colitis or proctitis or verified history of same is disqualifying from continued flying duties (AF148 123 A6.19, 15 Nov 94).

In the case presented he has left sided colitis as defined by inflammation extending continuously from the rectum beyond 15cm (proctitis), but ending before the splenic flexure. (pancolitis). If his medication is discontinued, review of the literature shows relapse. rates at one year are. approximately 65 72% compared to relapse. rates of 12​20% at one year if his asulfadine is continued at a daily dose of 2g or higher. To restabilize him after a flare would be highly variable but I would suggest 3 4 weeks. One has little if any warning prior to clinical relapse.

In the second case of the F 16 pilot, one should consider Crohn's disease as well especially since he had left sided inflammation as well as cecal inflammation. I ordered a UGI/SBFT which was normal. Asulfadine requires a waiver which he initially did not have for this medication. I suggested that he be placed on hydrocortisone or mesalamine enemas for his predominately left sided disease. This topical therapy is unlikely to produce any significant side effects and would be more favorably considered for waiver than asulfadine. As far as I know he received the waiver and is flying again. As a side note, my opinion is that any patient with IBD (except for proctitis) should not be world​wide qualified.

Peptic Ulcer Disease: Single or recurrent uncomplicated peptic ulcers may be. considered for waiver after healing is complete and there is freedom from symptoms without medications (AFI 48 123 A6.19,15 Nov 94).

In the case presented of a pilot with an uncomplicated duodenal ulcer 10 years before who is free of symptoms off medications a waiver must be applied for. What to do with him in the meantime while awaiting the waiver (which should be granted) is of considerable debate. Several options: 1. DNIF until waiver is obtained 2. UGI to document healed PUD and RTFS awaiting waiver 3. UGI and call to MAJCOM prior to RTFS to ask for approval to RTES awaiting waiver. I favor option #3. In addition, I would order H. Pylori serum antibodies and treat him if he was positive. My treatment regimen of choice is 14 days of MOC (metronidazole 500 mg bid, omeprazole 20 mg bid, clarithromycin 500mg bid). Since he has had an uncomplicated ulcer, no H. Pylori eradication documentation is necessary. See attachment "Waiver Status of Aviators with Peptic Ulcer Disease".

GERD, Chronic or recurrent esophagitis including reflux. esophagitis is disqualifying (AFI 48 123 A6.19, 15 Nov 94).

In the case presented, I would not initially request a waiver since GERD is not life threatening and is not expected to cause incapacitation in a flying environment. I would encourage her to lose 10 15 pounds which may be all that is necessary to reverse her GERD sxs. Lifestyle modifications such as smoking cessation and avoiding foods that predispose to reflux (caffeinated beverages, chocolates, fatty foods) may be helpful. Keep in mind that the only medications that can be waived at the MAJCOM level are sucralfate 1 gram qd (not helpful for any GI disorder in this dose) and ranitidine. Prilosec use will necessitate a waiver package. Bottom line: RTFS, lose weight, reassess, add zantac 150 mg bid to tid after call to MAJCOM. If still refractory, will need GI evaluation and waiver.

Hepatitis: History of viral hepatitis, with carrier status, persistent transaminase elevation or evidence of chronic active or persistent hepatitis is disqualifying (AFI 48​123 A6.19; 15 Nov 94). 

In the case presented I would DNIF him until he had a GI evaluation. In patients with chronic liver disease of any type, patients may progress to cirrhosis without overt clinical signs or symptoms. The most worrisome complication for him in my opinion would be the development of esophageal varices as a result of portal hypertension from underlying cirrhosis. If he had varices, these may rupture during the Valsalva maneuver and lead to exsanguination It is imperative that the extent his liver disease be known before the waiver package Is submitted to prognosticate and determine whether it is indeed safe to RTFS. In his instance, if he had normal liver tests and he had no identifiable risk factors for liver disease I would check a confirmatory test for HCV (either RIBA or HCV-RNA by PCR).

Gallstones: Cholelithiasis is disqualifying (AFI 48 123 A6.19, 15 Nov 94).

He will need a waiver to continue flying, and the easiest thing for him to do is undergo elective lap chole. Opinions vary as to what to do once you become aware of his gallstone DNIF until waiver/or surgery, RTFS. I favor DNIF until chole.

If you have any questions or wish to discuss any cases please feel free to contact me at DSN 554 6482, COMM 210 292 6482, FAX 210 292 7660, or e-mail: Lang@whmc.lafb.af.mil.
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