CONDITION: LEARNING DISABILITIES / ADHD

I. Overview. The label, "learning disability," once associated with reading problems, is now a non-specific term for numerous disorders of cognition in various combinations and levels of severity. Such variability leads to a spectrum of aeromedical significance, so that knowledgeable evaluation of the individual, rather than simply identifying the diagnosis, is essential to making a correct aeromedical decision. Previously unrecognized and otherwise irrelevant mild cognitive inefficiencies can prove to be dangerous and result in safety of flight and mission degrading events in military aviation.

Until the past couple of decades, little thought was given to adult manifestations of learning disabilities (LD) or Attention-deficit Hyperactivity Disorder (ADHD). Clinicians now realize these disorders, once felt to "burn themselves out" in adolescence, can persist into adulthood (Spencer et al., 1998; Barkley, Hill & Schoener, 1997). Both genetic and environmental factors are undoubtedly important in the etiology of these disorders. Physiological as well as anatomic markers are being sought. Still, current science requires clinical, historical, and, often, psychometric indicators in order to make these diagnoses. Learning disabilities may be associated with underlying abnormalities in cognitive function, including deficits in attention, memory, or linguistic processes. Impaired vision or hearing may affect learning ability and should be investigated through audiometric or visual screening tests. A learning disability may be diagnosed in the presence of such sensory deficits only if the learning difficulties are in excess of those usually associated with these deficits. ADHD is thought to affect an estimated 3% to 9% of children in North America. In childhood, boys outnumber girls by as much as 10 to 1, but the disorder seems to persist in a higher proportion of girls, and by adulthood the ratio of men to women approximates 1 to 1. Most current estimates put the prevalence of ADHD in adults at 1% to 3%. The more subtle learning and cognitive inefficiencies that can degrade performance under the demands of military flying may not be detected or recognized in prior non-flying pursuits. As it is unlikely that an initial flight applicant or rated aviator would self-identify as suffering from attention deficit disorder, the clinician must have a high index of suspicion for this disorder. The DSM IV criteria state that adult ADHD cannot exist in the absence of childhood ADHD. The flight surgeon or clinician who suspects ADHD must attempt to establish a retrospective childhood diagnosis. Diagnostic skepticism is warranted in the context of a referral for poor performance when there is no prior history of cognitive problems. Since the diagnosis of ADHD is a clinical one, a comprehensive interview plus careful neuropsychological testing are important diagnostic procedures.

The classic triad of ADHD symptoms includes inattention and distractibility, impulsivity, and hyperactivity. While these symptoms are typical in childhood, many adults do not exhibit the full triad. Other symptom clusters typically affect adults with ADHD. Common complaints include: confusion or trouble thinking; depression or low self-esteem; difficulty maintaining a job; excessive moodiness or irritability; forgetfulness or memory difficulties; lack of organization; marital or relationship discord; poor discipline or procrastination; and underachievement, as manifested by performing below intellectual competency at work or school.

Treatment of ADHD in adults is similar to that of children, although the results in adults are much less predictable than in children. The mainstay of treatment in both groups is pharmacologic treatment with stimulants, which have demonstrated a clinically and statistically significant effect on reducing ADHD symptoms, although some trials have shown that 30% to 50% of adult subjects either do not respond or have adverse effects. Non-pharmacologic treatment of ADHD in adults has not been studied. However, it is accepted that psychological treatment (often in a group setting) can improve patients’ lives by teaching them how to structure their environment and improve their organizational skills, how to improve social skills and relationships, and how to manage mood lability.

II. Aeromedical Concerns. Typically, significant problems will become manifest well before an individual is considered as an applicant for aviation service, and the individual will not be selected for flying duties on the basis of aptitude or poor performance on other screening tests (such as AFOQT). Thus, there are specific AF Instructions and AETC procedures for applicants with LD or ADHD (AFI 48-123, A7.24.2.4 and .5). Additionally, it is unlikely that a person with a severe learning disability will be able to successfully complete rigorous aviation training. Features associated with ADHD in adults could have a negative impact in the aviation environment, and could cause one to be found unfit for flying duties. Complaints may come to the attention of the flight surgeon through the reports of spouses, supervisors, colleagues or other aircrew. A confirmed diagnosis of LD or ADHD is disqualifying for Flying Class II duties (AFI 48-123, A7.24.1.4). A history of a learning disorder or ADHD is not necessarily disqualifying. Severity and nature of the disorder should be documented. In addition, psychiatric diagnoses made during childhood are occasionally found to be unsubstantiated in light of a careful, accurate history. This is particularly true if the service member has had no symptoms since early childhood. Stimulant medication such as methylphenidate (Ritalin), dextroamphetamine (Dexedrine), and pemoline (Cylert), is incompatible with aviation duty.

III. Information Required for Waiver Submission.

-
mental health evaluation summary, specifically including psychological and neuropsychological evaluation reports (with their raw data), and any pertinent past medical or mental health records

-
any pertinent current neurological or other medical consultation reports

-
aeromedical summary detailing any social, occupational, administrative or legal problems, including an analysis of the aeromedical implications of this particular case history

-
for FC II, a letter from the flier’s aviation supervisor or commander supporting a return to flying status

IV. Waiver Considerations. A 15-year (1981-1996) review of the ACS Cover Sheet File revealed that three pilots (Flying Class II) were diagnosed with learning disabilities; one was recommended for disqualification from flying duties. One of the non-disqualified fliers (a previously competent flier) was evaluated at the ACS because of inability to upgrade into higher performance aircraft. In this case, a recommendation was made to limit flying duties to the lower performance aircraft based on prior adequate performance and on the assumption that this aircraft required a lower speed of information processing. Further, a 15-year (1981-1996) review of the Aircrew Waiver File included the disqualification of four aircrew members (not Flying Class II) with Adult ADHD that were currently being treated with stimulant medication. Over the past three years (as of Oct 1999) AETC has evaluated three FC I/IA packages with a diagnosis of ADHD; all three were given a waiver for training. Waiver may be considered for aircrew with a history of LD or ADHD, providing they are symptom free, have not manifested a degradation of their performance of aircrew duties, and have not taken medication for the disorder for the past 12 months.
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DSM-IV Codes

315.00 Reading disorder

315.1 Mathematics disorder

315.2 Disorder of Written Expression

315.9 Learning Disorder NOS

315.xx Attention-Deficit/Hyperactivity Disorder

