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In memory of my father, Prof. Mario Strollo

ÅHe was a 2nd world war MD prisoner and he loved Russian 
people as open and friendly

Åas the first Italian Air Force psychologist he performed 
human factor studies for safety in aersopacemedicine and 
had good Russian contacts during GagarinsΩ ǇŜǊƛƻŘ

Åflying on insulin is a real flight safety issue and has huge 
human factor implications

Åa good compromise is needed among safety issues, 
longevity and life challenges including employment and self-
confidence

ÅThe Russian scietificlong standing experience in the field 
and the deep humanistic culture of Russian people might 
strongly contribute to updating diabetes related AMC list



Diabetesprevalence
is increasingall over 
the world

4.6%
2000

9.1%
2017

11.7%
2045



DM prevalence worldwide

Zhenget al. Nat Rev Endocrinol. 2018 Feb;14(2):88-98





$1
trillion

736
million 
people

The trend is overwhelming!
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1in9 
will have 

DM

In 2045Χ
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AcceptableMeansof Compliance- AMC

PART ςMED for:
Å1st Class Pilots
Å2nd Class Pilots
ÅLAPL
ÅCabinCrew



Diabetes mellitus Type 1: Class 1, Class 2, LAPL: UNFIT

Diabetes mellitus Type 2 - Non HypoglycaemicTreatment 

Biguanides

Glitazones

Gliptins

GLP-1 receptor agonists

Alfa glucosidaseinhibitors (Acarbose)

DiabetesmellitusType2 treated with insulin:

Class1, Class2: UNFIT;

LAPL: FITwith limitations andspecificsurveillanceprotocols

MED.B.025 Metabolic and Endocrine Systems

Class 1: OML (deferral)
Class 2: FIT (consultation)
LAPL: FIT (no consultation)

AMC1-2 MED.B.025 ςAMC5 MED.B.095 



Consequences of hypoglycaemia

1: Whitmer RA et al JAMA 2009, 301:1565-1572

2: Zammitt NN et al Diabetes Care 2005, 28:2948-2961

3 Canadian Diabetes Association s Clinical Practice Guidelines for Diabetes and Private and Commercial Driving. Canadian Journal Of Diabetes. 2003;27(2):128-140. 

4:Jºnsson L et al. Cost of Hypoglycemia in Patients with Type 2 Diabetes in Sweden. Value In Health. 2006; 9: 193-198

5: Barnett AH, CMRO 26, 1333-1342,  2010

6. Foley J &  Jordan J, Vascular Health Risk Management, 2010 6:541-548

Hypoglycemia

CV complications5

Weight gain by defensive eating6

Coma5

Car accident3

Hospitalization costs4

Dizzy turn unconsciousness5

Seizures5

Death2

Increased risk of dementia1



Diabetesdrugs and hypoglycemia

1. Nathan DM, et al. Diabetologia. 2009;52:17 -306. 2. Cefalu WT. Nature. 2007;81:636 -49.

High risk 1,2 Low risk 1,2

Insulin Metformin

Sulphonylureas

Glinides Thiazolidinediones

GLP-1 receptor agonists

DPP-4 inhibitors

a-glucosidase inhibitors
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Solutions

(3) Applicants with diabetes mellitus Type 2
treated with insulin may be assessedas fit
with limitations for revalidation if blood
sugar control has been achieved and the
processunder(e)and(f) belowis followed.
AnOSLlimitation is required.
A TML limitation for 12 months may be
needed to ensure compliance with the
follow-up requirements below. Licence
privilegesshouldbe restrictedto aeroplanes
andsailplanesonly.
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(e) Aero-medicalassessmentby, or under the guidance
of, the licensingauthority:

(1) A diabetologyreviewat yearlyintervalsΧ.
(2) Ophthalmological review at yearly

intervalsΧ.
(3) Bloodtestingat 6-monthly intervals:

(i) HbA1c: target is7,5ς8,5 %;
(ii) renalprofile;
(iii) liver profile;
(iv) lipid profile.

{h[¦¢Lhb{ ό/hb¢Ω5 мύ



13

(f) Pilot responsibility
Blood sugar testing is carried out during non-
operational and operational periods ΧΧPilots
shouldproveto AMEor AeMCor licencingauthority
that testinghasbeenperformedasindicatedbelow
andwith whichresults.
(1) Testingduringnon-operationalperiods:

normally 3-4 times/day or as recommendedby
the treating physician, and or any awarenessof
hypoglycemia

{h[¦¢Lhb{ ό/hb¢Ω5 нύ



14

(f) Pilot responsibility
(2) Testingfrequencyduringoperationalperiods:

(i) 120min. beforedeparture;
(ii) <30min. beforedeparture;
(iii) 60min. duringflight;
(iv) 30min. beforelanding;

(3) Actionsfollowingglucosetesting:
(i) 120 min. before departure: if the test result is >15

mmol/l, pilotingshouldnot becommenced
(ii) 10-15g of carbohydrateshouldbe ingestedand a re-

test performedwithin 30minutesif:
(A) anytest result is<4,5 mmol/l
(B) the pre-landingtest measurementismissedor a

subsequentgo-around/diversionisperformed

{h[¦¢Lhb{ ό/hb¢Ω5 оύ
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Dr. Punita-aŀǎǊŀƴƛΩǎAlgorithm

Diagnosis

1) Likelihood of mediaclincapacitation

2) Likelihooodof unacceptable outcome inflight

3) Risk acceptable

4) Risk after likelihood modification 

5) Manage consequences

Risk acceptable after consequence modification
16



3	ς6	%

Red	blood	cell	

Glucose			

HbA1c	

Normal	 Hgh	



A one glucose day profile






