Problem 11. Asymptomatic Coronary Artery Disease(ACAD)

In aerospace medicine, it has been decided that because symptomatic coronary artery disease (CAD) carries a high risk of sudden incapacitation, it is disqualifying for further flight duties.  People without symptoms of CAD may have no CAD, may have minimal CAD (MCAD) or may even have moderate to severe CAD.  

To date, the EKG remains the simplest, cheapest method to screen for the presence of  CAD.  Because moderate and severe CAD presents a safety of flight issue and is career ending, it is imperative that we do the best we can with current knowledge to prevent CAD and to identify those pilots who despite preventive measures develop asymptomatic CAD.  In developing an overall prevention minded strategy, answer the following questions:

1.  What are the known risk factors for CAD?

2.  How do you screen for CAD during a flight physical?

3.  What can you do to decrease the risk of CAD in an aircrew member?

4.  What do you do with abnormal EKGs?

Answer to Problem 11: Coronary Artery Disease.

1.  Risk factors known to influence risk for coronary artery disease include: 

· Male gender 

· Age

· Cholesterol

· Blood Pressure

· Diabetes

· Smoking, 

· Sedentary life style, 

· Obesity

· Abnormal EKG

· Family Hx of CAD

2.  Screening for CAD means looking at all of the above factors in order to appreciate the full risk.  During a routine preventive exam, you should address each modifiable risk factor with the patient and assure that the patient understands the correct approach to minimize his/her chances of CAD.  

3.  Specifically you should:

· Check cholesterol during long physicals and make positive efforts including medication when appropriate to reduce cholesterol to levels to normal values. Hypercholestrolemia does not automatically ground a flyer, but that is no excuse to allow the disease to progress.  Multiple strategies including exercise, diet and medication should be used to reduce high cholesterol.  Some medications have been cleared following a ground trial.  These include Cholestid, and Questran. Waivers can usually be obtained for mevacor and pravastatin.

· Blood pressure is a labile measurement.  A principle called regression to the mean supports the use of multiple measurements, such as a 5-day blood pressure check, on order to diagnose of hypertension.  A single high measure should always be followed by multiple follow up measures.  Do not fall into the bad habit of simply rechecking blood pressures until a single value is OK.  This single value may be just as far from the mean as the single high pressure.  Always use all the blood pressure values.  You can increase the total “n”, but you can not throw away data that are undesirable.  

· Fasting blood sugars adequately screen for diabetes.

· Smoking should be confronted.  You stand a greater chance at getting a smoker to quit than anyone else.

· Exercise is important.  Talk about it.  Be an example.  Daily aerobic exercise for 25 minutes 3 or 4 times a week is a good goal.  There is no data to show that aerobic exercise lowers G tolerance.

· Obesity has been correlated with early mortality.  It is often corelated with high fat diets.  Help your patient understand the need to avoid obesity.

4.  An abnormal EKG, especially one that has changed from previous EKGs may represent CAD.  In the asymptomatic population, minor EKG changes are frequently false positives.  Criteria for declaring an EKG aeromedically abnormal are given in the Flight Surgeon’s Check List.  Be sure to follow instructions.  Blindly ordering unnecessary additional non-invasive studies such as treadmill, can lead to an aeromedical bind.  Follow the protocol that is outlined and you will minimize unnecessary grounding while sifting out those who are most likely to present true CAD.

All EKGs are reviewed at the EKG library at Brooks.  Don’t embarrass yourself by allowing the library physician to point out that you failed to declare an obviously abnormal EKG, abnormal.  It is better to tell the patient from the very beginning that there is trouble with the EKG than to tell him it is normal and then have to call him later and tell him it is abnormal. 
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