CONDITION: ALCOHOL ABUSE AND DEPENDENCE

I. Overview. AFI 48-123, a.6.24, outlines the aeromedical management of Alcohol Abuse/Dependence. AFI 44-121 provides specific guidance to the flight surgeon regarding administrative management of any Air Force member, including an aviator, with a suspected alcohol problem. DSM-IV gives criteria for the diagnoses. In Alcohol Abuse, alcohol consumption significantly impairs social, interpersonal, and/or occupational functioning; in addition, Alcohol Dependence involves tolerance, and often comorbid medical and psychiatric problems. These disorders commonly develop between the ages of 20 and 40, and, along with alcohol misuse are among the most commonly seen psychiatric problems encountered in aerospace medicine.

Alcohol use disorders are difficult to detect and there is no one objective parameter which can be used to make the diagnosis. Therefore a flight surgeon must be aware of and watchful for circumstances which can signal their presence, e.g., presence of alcohol on the breath or an elevated blood alcohol level during duty hours, an alcohol-related incident, such as a DUI or domestic incident, insomnia, vague GI problems, frequent minor injuries, lab abnormalities such as elevations of MCV, GGT, SGOT, SGPT, uric acid, or triglycerides, or chronic depression, irritability, and anxiety, especially when they represent a change from a flyer’s normal personality. Objective screening tests (CAGE questionnaire, MAST, AUDIT, McAndrew) are available for use by the flight surgeon or through the mental health clinic. None of these makes the diagnosis, but they can help evaluate the presence, extent, and severity of alcohol use problems.

Whenever a flight surgeon suspects that any Air Force member has an alcohol problem he is required by AFI 44-121 to inform that member’s commander, who must then take certain steps, including referral for an ADAPT Program evaluation. The risk for alcohol withdrawal must also be assessed immediately. Along with the usual medical evaluation, the workup should include an assessment for other psychiatric disorders, such as major depression, anxiety disorders, and personality disorders, for which alcoholics are at increased risk.

II. Aeromedical Concerns. A continuum exists ranging from normal social use of alcohol, through non-diagnosable alcohol misuse of aeromedical concern, to diagnosable alcoholism. As an alcohol problem progresses it often causes problems first at home, then in the social environment, and then in the office; performance in the cockpit is often the last area to be affected. One of the vital roles of the flight surgeon as a squadron officer is the observation of squadron aircrew in their off-duty time and, in particular, participation in social and recreational activities which often involve the use of alcohol.

Alcohol misuse presents hazards to aviation because of both acute and chronic effects on cognitive and physical performance. Acute alcohol intoxication and hangover, which can cause impairment in cognition, judgment, and coordination, and lead to impaired G-tolerance, are obviously incompatible with flying. Similarly alcohol withdrawal is a threat to flight safety due to anxiety, tremor, and the possibility of arrhythmia. Further, subtle cognitive impairment, manifesting as slowed reaction time, inattentiveness, difficulty in monitoring multiple, sensory inputs, and difficulty in making rapid shifts of attention from one stimulus to another, can occur after low doses of alcohol which would not cause intoxication. After moderate alcohol consumption, impairments can persist for many hours after the blood alcohol level has returned to zero and well within bottle-to-throttle guidelines. Positional alcohol nystagmus, indicating impairment in vestibular function, can occur under G-load up to 48 hours after alcohol consumption. Heavy drinkers are at risk for arrhythmias ("holiday heart") for several days after drinking.

III. Information Required for Waiver Submission. The waiver process for Alcohol Abuse/Dependence is described in AFI 48-123, a6.24. Waiver may be applied for six months after completion of an alcoholism rehabilitation program, even if the aviator is still in aftercare, unless the flyer is taking a relapse-preventing medication. In this case waiver may not be applied for until six months after the medication is discontinued. After completing the rehabilitation program the aviator must totally abstain from alcohol, fully comply with the requirements of his aftercare program, and fully comply with any other requirements of the ADAPT program. The ADAPT program manager must certify that the aviator has made satisfactory progress in aftercare. To be considered for waiver an aviator must state in writing his/her awareness that waiver is contingent on continued total abstinence from alcohol, and that any verifiable break in abstinence would be permanently disqualifying and not waiverable.

ACS evaluation is not routinely requested in cases of alcohol use disorders, but such an evaluation may be requested if an aviator’s flight surgeon and/or commander desire it, particularly for a second opinion. In such cases, a summary of all evaluations (ADAPT Program, medical, and mental health) done during the initial workup, a report from a mental health evaluation done within three months of waiver package submission documenting the absence of comorbid psychiatric pathology and cognitive impairment (e.g. WAIS-R), and an aeromedical summary containing salient laboratory values, should be submitted. 

IV. Waiver Considerations. The majority of waiver recommendations for alcohol related diagnoses in aviators are managed through base and command level interaction; ACS evaluation is seldom required. Based on a 15 year (1981-1996) review of the USAF Waiver File and the ACS Cover Sheet File, 107 FCII aviators were diagnosed with alcoholism and 94 (88%) received waivers for return to flying status.
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DSM-IV Codes

303.90 Alcohol Dependence

305.0 Alcohol Abuse

