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[bookmark: _Toc440789581][bookmark: _Toc441073925]Context of this concept paper
This concept paper is part of a series of consultation phases that EASA has planned for the implementation of the Germanwings Task Force recommendations.
The first consultation step was the Aircrew Medical Fitness workshop, which was organised by EASA on 7 and 8 December 2015 in Cologne. The outcome of the workshop is reflected in this concept paper. Prior to the workshop, stakeholders already received a preliminary version of the concept paper for a more focused discussion during the workshop.
With this concept paper EASA starts the next consultation phase with the stakeholders on the proposed measures foreseen to implement the Task Force recommendations. Such measures include operational directives (ODs), new implementing rule (IRs), new acceptable means of compliance (AMC) and guidance material (GM), safety promotion material or the proposal to conduct an impact assessment to identify how to best implement the recommendations.
Once EASA has received feedback on this concept paper from its advisory bodies, there will be a further consultation with all stakeholders on the concrete measure proposed (this will include any actual text proposed).
[bookmark: _Toc441073926]The recommendations
	Recommendation #4(a): The Task Force recommends the establishment of a robust oversight programme for the performance of aero-medical examiners (AMEs) including the practical application of their knowledge.
Recommendation #4(b): In addition, national authorities should strengthen the psychological and communication aspects of AME training and practice. Networks of AMEs should be created to foster peer support.


[bookmark: _Toc435296375][bookmark: _Toc441073927]Background and reasoning of the Task Force
[bookmark: _Toc441073928]Aviation medicine process oversight
The Task Force identified the main following issues:
· There are presently no requirements for EASA to approve or audit AME training providers to ensure the level and consistency of the training provided.
· The rules on the auditing of AMEs and visits by medical standardisation teams are compliance-based and focus on written processes and facilities.
Moving to a performance-based audit and oversight system would bring great benefits by showing the tangible issues faced by AMEs when making judgments on pilot fitness. This assessment of the AME performance should demonstrate how their knowledge is applied in practice. To support this change, authority medical assessors should receive training in performance-based audit techniques and the pertinent regulations should support this.
The main recommendation from the Task Force in this domain is to shift focus from aero-medical audits to the assessment of AMEs’ performance including the application of their knowledge in practice. The Task Force also recommends that:
· EASA approve and audit the training of AMEs;
· when introducing a performance-based auditing system of AMEs, authorities be able to undertake some routine elements of the audit by videoconference;
· changes to requirements take into account the different situations across Europe, as some Member States have only a very small number of AMEs, all trained by a single organisation;
· a high level of aviation medical competence be ensured within the competent authorities and the aero-medical centres (AeMCs);
· the merits of a periodic assessment in an AeMC should be further explored.
[bookmark: _Toc441073929]Aviation medicine capability
For the case of Class 1 medical certificate applicants and holders, the current rules require that difficult, contentious and borderline decisions shall be referred to the licensing authority. In these cases, the authority’s medical assessor needs the right level of experience to take a leading role and decide on the fitness of the applicant or holder. However, it is difficult for AMEs without a profound clinical background to deal with pilots having health problems but not having reached a critical threshold. This problem is further aggravated by the fact that many AMEs work in relative isolation, alone or as part of medical practices without the support of colleagues facing the same issues.
The national authorities play an important role in ensuring a cooperative relationship with AMEs, including the sharing of detailed information on the latest medical developments and rule changes.
The Task Force discussed the creation of networks of AMEs as a way to address these issues. These networks could be coordinated through the national authorities and grouped according to geographic or work environment criteria. They would provide peer support and ensure that AMEs are not isolated in their daily activities. However, AMEs will remain responsible for their decisions. Training for AMEs should be complemented by additional training in psychological disorders and patient communication skills.
A complementary way to mitigate AME isolation would be for AeMCs to play the role of network coordinators.
[bookmark: _Toc441073930]Outcome of the Aircrew Medical Fitness workshop
Preliminary concept papers have been made available to all participants to the workshop. During the workshop, attendees provided important feedback on the implementation of the Task Force recommendation.
Both workshop experts and attendees stated that an AME peer support system can have a network structure with facilitators and regional tutors reporting to the national aviation authority (NAA) medical assessor. Such a network structure may allow reaching more rural areas and thus ensuring continuous sharing of experiences and best practices with those AMEs that perform medical evaluations with a lower frequency, compared to the average AMEs.
Oversight of AMEs, combined with online aero-medical competency exams, has proved to be efficient in ensuring performance and risk-based oversight. Such exams also provide the opportunity to refresh the AMEs’ knowledge, complementing short, regular trainings.
It was underlined that any additional training on aviation psychology and psychiatry for AMEs should be the outcome of a joint effort of the European Association of Aviation Psychology (EAAP), the European Society of Aerospace Medicine (ESAM) and the International Civil Aviation Organization (ICAO).
[bookmark: _Toc441073931]Conclusions reached by other working groups
In April 2015, the German Federal Minister of Transport and Digital Infrastructure appointed the management board of the German Aviation Association (BDL) as part of a task force established to determine the lessons learned from the Germanwings accident.
In November 2015, this task force, known as the ‘Task Force on Airline Safety’, completed its work by issuing a final report stating that the conclusions reached are essentially meant for discussions to be conducted at European Union level with EASA.
The BDL Task Force discussed whether the expertise of AMEs needs to be extended to the psychological and psychiatric parts of the assessment to determine medical fitness and/or whether this would necessitate providing additional information and/or guidelines to the AMEs.
Conclusions
· The trust between pilot and AME is of fundamental importance for safety in airline operations. 
· The psychological and psychiatric expertise of AMEs and examining experts in the field of mental illnesses is always available and accessible. 
· In making scientific and social findings on mental illnesses, however, a greater awareness, as well as a greater diagnostic awareness, of these illnesses is required on the part of all involved. More and better information should be provided to the examining AMEs on suitable contact points in detecting mental disorders/evidence.
[bookmark: _Toc441073932]Considerations on AME oversight
Workplace-based assessment
In this context, the present concept paper recommends to use the principles and guidelines of ‘Workplace Based Assessment’ as published by the General Medical Council of the Academy of Medical Royal Colleges in 2010 (General Medical Council, 2010). Workplace-based assessment is one of the recently developed systems for the assessment of competence and performance. Workplace-based assessment refers to ‘the assessment of day-to-day practices undertaken in the working environment’ or, more simply, workplace-based assessment is an assessment of what doctors actually do in practice. There is evidence that competence per se does not reliably predict performance in clinical practice (Rethans et al., 2002). Major advantages of workplace-based assessment are its ability to evaluate performance in the practice context and its formative potential (Miller & Archer, 2010), which is important to improve the performance of AMEs. The critical element required to achieve this is the provision of feedback from the assessor to the AME. There is convincing evidence that well implemented feedback, particularly multi-source feedback, can change clinical performance and may lead to a perceived positive effect on practice (Saedon et al., 2012). Commonly, assessment tools will fit into one of the following categories: (video or direct) observation of clinical activities; peer assessment; audit of medical records, and portfolio or appraisal; discussion of clinical cases, such as chart stimulated recall and the case based discussion; and feedback from peers, co-workers, and clients, collected by survey and usually called multisource feedback; sometimes known as 360° assessment.
To enable workplace-based (performance-based) assessment, authority medical assessors should receive training in performance-based audit techniques and the pertinent regulations should support this. There is evidence that significant event analysis (SEA) can be used as an effective technique for performing a performance-based peer review by the authority medical assessor (McKay et al., 2008; Murie et al., 2009). Using the SEA method, an AME can complete an SEA and submit it for peer review. In the case of an AME or AeMC, the SEA can concern a difficult and contentious case, or a case where an incorrect decision was made. There are seven SEA stages: 
1) awareness and prioritisation of a significant event;
2) information gathering;
3) a facilitated meeting;
4) analysis of significant event;
5) agree, implement and monitor change;
6) write it up;
7) report, share and review.
This model is used in general practitioner (GP) group practices and could be used in similar settings, such as a group of AMEs (staff of AeMC, group of single AMEs). Constructive feedback on the SEA can be provided to give insight into what has happened and why, thus enabling AMEs to learn from difficult and contentious cases.
Continuous oversight
In combination with workplace-based assessment (or as stand-alone measure), a more general oversight of aero-medical practice and proper aero-medical decisions can be achieved by continuous oversight of aero-medical assessments in the EMPIC system or other digital systems used by the competent authorities. Any individual deviation can be registered, evaluated, and completed with comments. The evaluation should include the number of mistakes made by the AME, the analysis of the severity of the mistakes, conclusions based on the analysis, and individual recommendations for the improvement of the AME’s work as applicable. Letters of concern can be sent to the AME and personally discussed if necessary (e.g. in cases of incorrect or insufficiently underpinned decisions). The history of each AME can be registered and AMEs will receive periodical history reports (oversight, participation in courses, number of aero-medical assessments per year, mistakes, flaws, comments, etc.). In some cases, this procedure may be frustrating when an AME examines a pilot whose citizenship is in another country. In that case the AME would not send the report to the AME’s national medical assessor (MA). Instead the report is sent to the MA of the country of citizenship of the pilot. This would reduce the level of oversight available to the competent authority which certifies the AME (Maher, 2015).
The oversight programme should promote best aero-medical practices and encourage competent authorities to share them with their AME community. National-wide review of the AMEs’ performance and discussions related to the typology of the most frequent mistakes should be regularly conducted by aero-medical assessors or accredited heads of AeMCs. Performance indicators and targets, aiming to reduce the most frequent and common mistakes, should be discussed and set on the largest possible consensual basis involving AMEs.
Online examination of aero-medical knowledge
Although it has been stated above that competence per se does not reliably predict performance in clinical practice, it is necessary to maintain and strengthen the aero-medical competency of the AME. It is, therefore, recommended to give the AME the opportunity to take an online examination of aero-medical knowledge, routines, use of regulations and aero-medical assessments. A useful example is the examination as presently provided by the Norwegian Aviation Authority (Saehle, 2015). This is an online examination with personal log-in (within 1 month) and a time limitation of 2 hours. Allowed aids during the exam are regulations and aero-medical literature and the exam is validated by comparing the results of all AMEs. Participation is voluntary, but motivators are credit points and individualised guidance of AME (Saehle, 2015). Taking in account recent developments in medical clinical specialist training where periodical examination has, or will, become mandatory, it might be recommendable to mandate such examination, e.g. once in every 3 years. The examination can also be used in cases of application for renewal after previous loss of AME certificate due to lack of aero-medical competency.
Communication network
EASA’s preliminary concept paper (EASA, 2015) describes a useful initiative to establish groups of AMEs allocated to a selected AeMC. Within each group a communication network (email, fax, telephone, etc.) should be established with the possibility to address allocated AeMCs when professional consultation is requested. The competent authority should require each AeMC under their supervision to establish a communication network with one or several groups of AMEs in order to provide them with medical assistance/advice in case of AME request. It was also recommended to establish a record-keeping system at each AeMC to ensure traceability of AME advice records. The competent authority should also consider a method to provide advice to AMEs in cases where AeMCs are not capable to do so.
Aviation psychologist/psychiatrist as consultant of an AeMC or AME group
The present concept paper recommends including a consultant clinical aviation psychologist or psychiatrist to the staff of each AeMC that supports a group of AMEs. For AME group members (and for AeMC staff) it is of utmost importance to have easy access to a clinical aviation psychologist or psychiatrist, because it is often difficult for AMEs without a clinical psychological background to deal with pilots having mental health problems but not having reached a critical threshold. In such cases consultation with a clinical aviation psychologist or psychiatrist may lead to a more informed decision. 
AME peer support groups
The Task Force recommendations concerning communication networks, as described in the EASA’s preliminary concept paper (EASA, 2015) are an important step to improve the performance of the aero-medical system. However, the effectiveness of promoting better performance of AMEs can be further increased by establishing small AME peer support groups (PSGs), which will not only have contacts via the communication network (email, telephone), but also hold 3 to 4 group meetings a year. These AME groups can share professional competence, experience, and social role. Such socially shared knowledge has an interactive nature. The view of the Task Force to create AME networks fits perfectly the reasoning that was behind the implementation of GP PSGs in many countries (e.g. Ireland, UK, Netherlands, Norway). Like many GPs in the past century, AMEs often work in professionally isolated conditions. Many AMEs do their aero-medical work part-time and, therefore, perform a limited number of aero-medical examinations per year with consequent limited opportunities to gain experience with borderline and contentious cases (Maher, 2015). In analogy with GP peer group systems, such as the highly successful GP Small Group Network implemented by Dr. Michael Boland in Ireland, a system can be set up for AMEs. The aim of the small group network is professional support and educational enhancement. The concept is to generate a small PSG of (e.g.) up to six AMEs geographically linked. The national associations of aerospace medicine would generate the regional PSGs by invitation to self-select. PSG members might be at different levels of experience or AME status (e.g. AMEs from AeMC, part-time AMEs, solo-practice AMEs) (Maher, 2015). This group meets 3 to 4 times a year and the half-day meetings are chaired by a leader who is experienced in peer review as well as communication and interview techniques. Motivators to participate in a group may be credit points, greater job satisfaction, and individual guidance of AME. Ideally each PSG should have a clinical aviation psychologist as leader. This would be advantageous because an aviation psychologist:
1) is skilled in communication and interview techniques and can steer a discussion with the necessary neutrality;
2) they can contribute with expertise on psychological and mental health issues;
3) AMEs can learn what the clinical aviation psychologist has to offer in difficult and contentious cases.
Experience with GP groups shows that group members feel that the meetings are a safe place to discuss their personal and professional difficulties. They build up a social/professional network with low thresholds to consult each other about difficult cases, also between meetings. The content of the meetings would ideally be set by the group members, but it might also be suggested by the medical assessor of the competent authority, based on current issues. Classic elements would be random case analysis (Maher, 2015), or a significant event analysis, which concerns an event that a member of the AME team defines as ‘significant’. In the GP domain, there is convincing evidence that peer-supported small groups can improve professional performance (Grol et al., 1988; Abildsnes et al., 2012).
[bookmark: _Toc441073933]Policy proposal & next steps
EASA has been tasked to implement the recommendations of the Task Force report. Therefore, this concept paper relates to the implementation phase. It does not discuss the foundations underpinning such recommendations. This has already been addressed by the Task Force.
[bookmark: _Toc441073934][bookmark: _Toc440795334][bookmark: _Toc440795350][bookmark: _Toc440795374]Establishing a robust oversight programme
Training and evaluation of AMEs’ proficiency
In the present concept paper EASA proposes that the competent authorities which approve an AME training course document and implement an oversight process similar to that established for pilot training organisations. 
EASA will also propose further details to existing AMC and GM for AME refresher training.
Therefore, EASA will propose new AMC and GM to MED.D.015, MED.D.020 and MED.D.030
Assessment and oversight of AMEs
Performance-based audit and oversight system would bring great benefits by showing the tangible issues faced by AMEs when making judgments on pilot fitness.
EASA will propose new AMC and GM to ARA.MED.120 and ARA.MED.245 in order to strengthen the oversight of the performance of AMEs including the practical application of their knowledge based on the considerations presented in Chapter 6 above.
[bookmark: _Toc441073935]Networks of AMEs to foster peer support		
EASA will propose new GM to MED.D.030 in order to support AMEs in their work by facilitating communication, especially in borderline and contentious cases of aero-medical examinations and, ultimately, promoting better quality of aero-medical examinations (see Chapter 6 above) .
[bookmark: _Toc441073936]Additional training in psychological disorders and patient communication skills
EASA intends to further develop the Advanced Training Course, as presently defined in 
AMC1 MED.D.015 and GM1 MED.D.030, with:
· 2 extra teaching hours on alcohol and psychotropic substance abuse in the Neurology/Psychiatry section. Teaching should ideally be done by a staff member of a pilot PSG. In countries where no pilot PSGs exist, teaching should be done by an expert in alcohol and substance addiction;
· 4 extra hours on communication and interview techniques in the Human Factors section. Teaching should be done by an aviation psychologist (or psychiatrist). Role-playing techniques may be beneficial in this respect;
· problematic use of alcohol and psychotropic substances, flight safety consequences of prescription and OTC drugs, and communication and interview techniques should be regular teaching modules of AME refresher training.
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MED.D.015   Requirements for the extension of privileges 
Applicants for an AME certificate extending their privileges to the revalidation and renewal of Class 1 medical certificates shall hold a valid certificate as an AME and have: 
(a) 	conducted at least 30 examinations for the issue, revalidation or renewal of Class 2 medical certificates over a period of no more than 5 years preceding the application; 
(b) 	undertaken an advanced training course in aviation medicine; and 
(c) 	undergone practical training at an AeMC or under supervision of the licensing authority. 
MED.D.020   Training courses in aviation medicine 
(a) 	Training courses in aviation medicine shall be approved by the competent authority of the Member State where the organisation providing it has its principal place of business. The organisation providing the course shall demonstrate that the course syllabus is adequate and that the persons in charge of providing the training have adequate knowledge and experience. 
(b) 	Except in the case of refresher training, the courses shall be concluded by a written examination on the subjects included in the course content. 
(c) 	The organisation providing the course shall issue a certificate of completion to applicants when they have obtained a pass in the examination.

AMC1 MED.D.015   Requirements for the extension of privileges
(a) 	Advanced training course for AMEs
The advanced training course for AMEs should consist of another 60 hours of theoretical and practical training, including specific examination techniques.
(b) 	The syllabus for the advanced training course should cover at least the following subjects:
· Pilot working environment;
· Aerospace physiology, including demonstration and practical;
· Ophthalmology, including demonstration and practical;
· Otorhinolaryngology, including demonstration and practical;
· Cardiology and general medicine, including demonstration and practical;
· Neurology/psychiatry, including demonstration and practical;
· Human factors in aviation, including demonstration and practical; 
· Tropical medicine; 
· Hygiene, including demonstration and practical; 
· Space medicine. 
(c) 	Practical training in an AeMC should be under the guidance and supervision of the head of the AeMC. 
(d) 	After the successful completion of the practical training, a report of demonstrated competency should be issued. 
GM1 MED.D.030 Refresher training in aviation medicine 
(a) 	During the period of authorisation, an AME should attend 20 hours of refresher training. 
(b) 	A proportionate number of refresher training hours should be provided by, or conducted under the direct supervision of the competent authority or the Medical Assessor. 
(c) 	Attendance at scientific meetings, congresses and flight deck experience may be approved by the competent authority for a specified number of hours against the training obligations of the AME. 
(d) 	Scientific meetings that should be accredited by the competent authority are: 
(1) 	International Academy of Aviation and Space Medicine Annual Congresses; 
(2) 	Aerospace Medical Association Annual Scientific Meetings; and 
(3) 	other scientific meetings, as organised or approved by the Medical Assessor. 
(e) 	Other refresher training may consist of: 
(1) 	flight deck experience; 
(2) 	jump seat experience; 
(3) 	simulator experience; and 
(4) 	aircraft piloting.

[bookmark: _Toc441073939]8.2 	CRD TO NPA 2013-15 — RMT.0287 and RMT.0288 (MED.001(a) and (b)) — 25.9.2014
MED.D.020   Training courses in aviation medicine
(a)	Training courses in aviation medicine shall be approved by the competent authority of the Member State where the training provider has its principal place of business. The training provider shall demonstrate that the course syllabus contains the learning objectives to acquire the necessary competencies and that the persons in charge of providing the training have adequate knowledge and experience.
(b)	Except in the case of refresher training, the courses shall be concluded by a written examination on the subjects included in the course content. 
(c)	The training provider shall issue a certificate of completion to applicants when they have obtained a pass in the examination.
MED.D.030   Validity of AME certificates
An AME certificate shall be valid for a period not exceeding 3 years. It shall be revalidated provided the holder:
(a)	continues to fulfil the general conditions required for medical practice and maintains their licence for the practice of medicine;
(b)	has undertaken refresher training in aviation medicine within the last 3 years;
(c)	has performed at least 10 aero-medical examinations every year;
(d)	remains in compliance with the terms of their certificate; and
(e)	exercises their AME privileges in accordance with this Part.

AMC2 MED.D.020   Training courses in aviation medicine
ADVANCED TRAINING COURSE
(a)	Advanced training course for AMEs
The advanced training course for AMEs should consist of another 60 hours of theoretical and practical training, including specific examination techniques.
(b)	The learning objectives to acquire the necessary competencies should include theoretical knowledge, risk management and decision-making principles in the following subjects. Demonstrations and practical skills should also be included, where appropriate. 
(1)	Pilot working environment;
(2)	Aerospace physiology,;
(3)	Clinical medicine;
(4)	Cardiovascular system;
(5)	Neurology/psychiatry;
(6)	Visual system and colour vision;
(7)	Otorhinolaryngology
(8)	Dentistry;
(9)	Human factors in aviation;
(10)	Incidents and accidents, escape and survival; and
(11)	Tropical medicine;
(c)	Practical training in an AeMC should be under the guidance and supervision of the head of the AeMC.
(d)	After the successful completion of the practical training, a report of demonstrated competency should be issued.
GM2 MED.D.020   Training courses in aviation medicine
ADVANCED TRAINING COURSE
	(a)	Advanced Training Course in Aviation Medicine
	60 hours

	(1)	Pilot working environment
	6 hours

	(i) Commercial aircraft flight crew compartment
	

	(ii) Business jets, commuter flights, cargo flights
	

	(iii) Professional airline operations
	

	(iv) Fixed wing and helicopter, specialised operations including aerial work
	

	(v) Air traffic control 
	

	(vi) Single-pilot/multi-pilot
	

	(vii) Exposure to radiation and other harmful agents
	

	(2)	Aerospace physiology
	4 hours

	(i) Brief review of basics in physiology (hypoxia, rapid/slow decompression, hyperventilation, acceleration, ejection, spatial disorientation)
	

	(ii) Simulator sickness
	

	(3)	Clinical medicine
	5 hours

	(i) Complete physical examination
	

	(ii) Review of basics with relationship to commercial flight operations
	

	(iii) Class 1 requirements
	

	(iv) Clinical cases
	

	(4)	Cardiovascular system
	4 hours

	(i) Cardiovascular examination and review of basics
	

	(ii) Class 1 requirements
	

	(iii) Diagnostic steps in cardiovascular system
	

	(iv) Clinical cases
	

	(5)	Neurology/psychiatry
	5 hours

	(i) Brief review of basics (neurological and psychiatric examination)
	

	(ii) Alcohol and other psychoactive substance use
	

	(iii) Class 1 requirements
	

	(iv) Clinical cases
	

	(6)	Visual system and colour vision
	5 hours

	(i) Brief review of basics (visual acuity, refraction, colour vision, visual fields, night vision, stereopsis, monocularity)
	

	(ii) Class 1 visual requirements
	

	(iii) Implications of refractive and other eye surgery
	

	(iv) Clinical cases
	

	(7)	Otorhinolaryngology
	4 hours

	(i) Brief review of basics (barotrauma - ears and sinuses, functional hearing tests)
	

	(ii) Noise and its prevention
	

	(iii) Vibration, kinetosis
	

	(iv) Class 1 hearing requirements
	

	(v) Clinical cases
	

	(8)	Dentistry
	2 hours

	(i) Oral examination including dental formula
	

	(ii) Oral cavity, dental disorders and treatment, including implants, fillings, prosthesis, etc. 
	

	(iii) Barodontalgia 
	

	(iv) Clinical cases
	

	(9)	Human factors in aviation, including 8 hours demonstration and practical experience
	19 hours

	(i) Long haul flight operations
	

	(A) Flight time limitations
	

	(B) Sleep disturbance
	

	(C) Extended/expanded crew
	

	(D) Jet lag/time zones
	

	(ii) Human information processing and system design
	

	(A) Flight Management System (FMS), Primary Flight Display (PFD), datalink, fly by wire
	

	(B) Adaptation to the glass cockpit
	

	(C) Crew Co-ordination Concept (CCC), Crew Resource Management (CRM), Line Oriented Flight Training (LOFT) etc.
	

	(D) Practical simulator training
	

	(E) Ergonomics
	

	(iii) Crew commonality
	

	(A) Flying under the same type rating e.g. A-318, A-319,  A-320, A-321
	

	(iv) Human factors in aircraft incidents and accidents
	

	(v) Flight safety strategies in commercial aviation
	

	(vi) Fear and refusal of flying
	

	(vii) Psychological selection criteria
	

	(viii) Operational requirements (flight time limitation, fatigue risk management, etc.)
	

	(10)	Incidents and accidents, escape and survival
	2 hours

	(i) Accident statistics
	

	(ii) Types of injuries
	

	(iii) Aviation pathology, postmortem examination related to aircraft accidents, identification
	

	(iv) Rescue and emergency evacuation
	

	(11)	Tropical medicine
	2 hours

	(i) Endemicity of tropical disease
	

	(ii) Infectious diseases (communicable diseases, sexual transmitted diseases, HIV etc.)
	

	(iii) Vaccination of flight crew and passengers
	

	(iv) Diseases transmitted by vectors
	

	(v) Food and water-borne diseases
	

	(vi) Parasitic diseases
	

	(vii) International health regulations
	

	(viii) Personal hygiene of aviation personnel
	

	(12)	Concluding items
	2 hours

	(i) Final examination 
	

	(ii) De-briefing and critique
	



GM3 MED.D.020   Training courses in aviation medicine 
GENERAL 
(a) 	Principles of training: 
To acquire knowledge and skills for the aero-medical examination and assessment, the training should be: 
(1) 	based on regulations; 
(2) 	based on general clinical skills and knowledge necessary to conduct relevant examinations for the different medical certificates; 
(3) 	based on knowledge of the different risk assessments required for various types of medical certification; 
(4) 	based on an understanding of the limits of the decision-making competences of an AME in assessing safety-critical medical conditions for when to defer and when to deny; 
(5) 	based on knowledge of the aviation environment; and 
(6) 	exemplified by clinical cases and practical demonstrations. 
(b) 	Training outcomes: 
The trainee should demonstrate a thorough understanding of: 
(1) 	the aero-medical examination and assessment process: 
(i) 	principles, requirements and methods; 
(ii) 	ability to investigate all clinical aspects that present aero-medical risks, the reasonable use of additional investigations; 
(iii) 	the role in the assessment of the ability of the pilot or cabin crew member to safely perform their duties in special cases, such as the medical flight test; 
(iv) 	aero-medical decision-making based on risk management; 
(v) 	medical confidentiality; and 
(vi) 	correct use of appropriate forms, and the reporting and storing of information; 
(2) 	the conditions under which the pilots and cabin crew carry out their duties; and 
(3) 	principles of preventive medicine, including aero-medical advice in order to help prevent future limitations. 

AMC1 MED.D.030   Validity of AME certificates 
REFRESHER TRAINING 
(a) 	It is the responsibility of the AME to continuously maintain and improve their competencies. 
(b) 	During the period of authorisation, an AME should attend 20 hours of refresher training. 
(c) 	A proportionate number of refresher training hours should be provided by, or conducted under the direct supervision of, the competent authority or the Medical Assessor. 
(d) 	Attendance at scientific meetings and, congresses, and flight deck experience may be credited by the competent authority for a specified number of hours against the training obligations of the AME, provided the competent authority has assessed it in advance as being relevant for crediting purposes.
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