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not address blepharitis specifically, but the U.S. Navy Aeromedical Ref-
erence and Waiver Guide does discuss allergic conjunctivitis and the 
concern that symptoms of itching, burning, eyelid edema, and blurred 
vision can interfere with flight.6,10,13 Since these symptoms are also 
often present in blepharitis, it is appropriate to temporarily ground the 
aviator during initial treatment until symptoms that could interfere 
with flight have resolved. Also, the Air Force Waiver Guide discusses 
dry eye syndrome, which is often associated with blepharitis. It states 
that mild symptoms do not require wavier action; however, moderate 
symptoms controlled with medications will require a waiver. If moder-
ate symptoms are uncontrollable or if symptoms are severe, the condi-
tion is generally considered disqualifying.11

In this case, the patient did not have pain or any change in vision 
and only mild itching. As such, he was left in flying status during treat-
ment without complication. Symptoms significantly improved after  
48 h of treatment with antibiotic ointment, eyelid cleanses with baby 
shampoo, warm compresses, and artificial tears.

Kitz R. You’re the flight surgeon: blepharitis. Aerosp Med Hum 
Perform. 2018; 89(1):72–74.
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You are the flight surgeon at the home of the C-17 and C-5. It is 
Tuesday afternoon and you are the only flight surgeon in the clinic. 
Your colleagues are currently deployed around the globe, and the 
Chief of Aerospace Medicine is in a 3-h-long executive committee 
meeting. The afternoon clinic is winding down, signaling the end of 
another day. As you sit at your desk, finishing the last of your chart-
ing, you hear a knock at your door. One of your medical technicians 
informs you that there is a walk-in aircrew member who has come  
in and would like to be seen. Informing the technician to check the 
patient into a room, you grab your stethoscope and head to the exam 
room to log onto the computer system. Once the log-in process is 
complete, you open up the Department of Defense’s electronic medical 
record system, the Armed Forces Health Longitudinal Technology 

Application. Turning, you greet the patient, a 27-yr-old Caucasian 
male C-17 loadmaster. He reports that he moved to the area 3 mo  
ago and has a nagging cough that won’t go away. He says that every-
one in the family (wife, 4-yr-old daughter, and twin 6-mo-old boys) 
had a “cold” a few weeks ago, which has resolved, but he has contin-
ued to have a cough for the last 2 wk. He denies a fever, chills, or 
shortness of breath or that the cough is worse in the morning or 
when lying down. He coughs 2-3 times per hour and reports it does 
not affect his ability to do his job. On physical exam his blood pres-
sure is 114/72, pulse is 72, respiratory rate is 14, he is afebrile, and 
oxygen saturation is 98% on room air. Nasal mucosa is clear and 
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moist, oropharynx is pink without evidence of discharge, and his 
lungs are clear bilaterally.

1. What is your diagnosis?

A.	 Upper respiratory tract infection.
B.	 Chronic cough.
C.	 Post viral cough.
D.	 Asthma.
E.	 Seasonal allergic rhinitis.

ANSWER/DISCUSSION

1. C. Besides the cough, the loadmaster does not have any symptoms 
associated with an upper respiratory tract infection.2 He has had the 
cough for less than 8 wk, which does not meet the definition of a 
chronic cough.6 He does not have any difficulty breathing, which is in 
the diagnostic criteria for asthma,10 nor does he have the boggy nasal 
mucosa that would suggest post nasal drip, a symptom of seasonal 
allergic rhinitis, as the cause.5 A cough following viral upper respira-
tory tract infection can persist for 8 wk following infection.14 Treat-
ment is symptomatic, with the cough resolving in time. Although it is 
a mild cough, most of the medications used to treat it, such as Tessalon 
Perles, Robitussin, and dextromethorphan, are not approved for flight 
duties.* After discussing this with the patient, he decides to forgo med-
ication and see if the cough will resolve on its own. Since it does not 
interfere with his ability to perform his duties, you keep him on flying 
status and instructing him to follow up if needed.

Two weeks later his name shows up on your schedule in an acute 
appointment slot. Walking into the room, you see the loadmaster 
coughing into his hand. He reports that the cough has gotten worse, 
occurring several times per hour and keeping him awake at night. It is 
still nonproductive, but it is coming in fits now, sometimes leaving him 
feeling lightheaded afterwards. He again denies any fever or chills. His 
vital signs today are blood pressure 118/78, pulse 80, respiratory rate 
16, afebrile, and oxygen saturation 96% on room air. Nasal mucosa is 
still clear and moist, oropharynx is pink, and examination of the lungs 
now reveals faint crackles in the right lung base. He starts coughing 
with deep inspiration that does not change the crackles.

2. What is your next step?

A.	 Prescribe an antibiotic (i.e., Zithromax) for 5 d and reevaluate.
B.	 Prescribe an albuterol metered dose inhaler as needed.
C.	 Perform a chest radiograph (X-ray).
D.	 Prescribe oral codeine as a cough suppressant as needed.
E.	 Continue reassurance and observation.

ANSWER/DISCUSSION

2. C. Although his symptoms are similar to those of acute bronchitis, 
the physical signs seen on physical examination are not. Inspiratory 
crackles are a rare finding in acute bronchitis and more suggestive of 

pneumonia.21 A resting oxygen saturation of less than 95% indicates 
hypoxemia, which is also atypical in acute bronchitis.21 Both of these 
indicate the need for further evaluation, and the first step is a chest 
radiograph. Because the etiology of his cough is not clearly known at 
this time, it is too early to initiate antibiotic therapy, and prescribing an 
albuterol inhaler or oral codeine would treat the symptoms but not the 
underlying cause.

You send the patient for a chest X-ray, which he has done in the 
clinic and returns to your waiting area. A short time later you receive 
a call from the on-call radiologist, who reports seeing nodular and 
ground glass opacities in both upper lobes. The radiologist recom-
mends performing a high-resolution computed tomography scan of 
the chest, which you order. The patient has the scan done the following 
day, and you receive a faxed copy of the report, which shows centri-
lobular ground glass opacities, with scattered 1- to 2-mm nodules in 
the upper lobes, suggestive of nonspecific interstitial pneumonitis. You 
refer the patient to pulmonary medicine, where pulmonary function 
testing reveals a carbon dioxide diffusion capacity of 50% and moder-
ate restrictive lung disease. The patient undergoes a bronchoscopy 
with bronchoalveolar lavage and transbroncheal biopsies that confirm 
the diagnosis of hypersensitivity pneumonitis (HP).

HP is a complex disease caused by an amplified immune response 
in susceptible individuals to one or more of numerous organic and 
chemical antigens.18 It was first described in 1932, associated with 
moldy hay exposure, and since that time more than 50 different occu-
pational and environmental antigens have been identified.15 HP has 
been known by many other names, including farmer’s lung, ventilation 
pneumonitis, woodworker’s lung, hot tub lung, tobacco grower’s lung, 
humidifier’s lung, pigeon breeder’s disease, and chemical worker’s 
lung.18 The prevalence in exposed populations is variable, with farm-
er’s lung prevalence ranging from 1–19% in exposed farmers, while 
pigeon breeder’s lung has a prevalence of 6–20% in those exposed.13 
HP may occur in both adults and children,13 although the rates in chil-
dren have been reported as rare (4 per 1,000,000).18

There are three versions of HP described in the literature: acute HP, 
subacute HP, and chronic HP.18 Acute HP is characterized by an 
influenza-like syndrome of fever, chills, malaise, myalgia, and/or head-
ache, with dry cough, dyspnea, tachypnea, and chest tightness.13 It has 
a sudden onset, usually within 4 to 12 h after exposure to the causative 
antigen.13 Subacute HP has an insidious onset, with fatigue, cough, 
and dyspnea developing over the course of a few weeks to a few 
months.18 Subacute HP usually has progressive symptoms, with 
worsening cough and dyspnea.18 Both acute and subacute HP can 
progress to chronic HP, although some cases of chronic HP have not 
reported any acute episodes.18 Symptoms of chronic HP include pro-
gressive dyspnea, malaise, fatigue, and weight loss.18 Pulmonary fibro-
sis, which is often progressive, is found in chronic HP, and patients 
typically have permanent loss of lung function.18

The diagnosis of HP is difficult, as it lacks unique features from 
other interstitial lung diseases.18 Diagnosis requires exposure to a 
known antigen and confirmatory findings, with several different diag-
nostic criteria proposed.8 The diagnosis can be confirmed by four of 
the following six criteria: symptoms compatible with HP, exposure to a 
causative antigen determined by history or detecting antibodies by 
serum testing (serum precipitins) and/or by bronchoalveolar lavage, 
radiographic findings of HP, lymphocytosis of bronchoalveolar lavage 

* U.S. Air Force. Official Air Force aerospace medicine approved medications. 2017  
Jan. 1. [Accessed 1 Mar. 2017]. Available from https://kx2.afms.mil/kj/kx4/FlightMedicine/ 
Documents/Standards/Med%20List%20Jan%202017%20(final).pdf to those with access.
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† U.S. Air Force. Official Air Force aerospace medicine approved medications. 2017:20. 
[Accessed 1 Mar. 2017]. Available from https://kx2.afms.mil/kj/kx4/FlightMedicine/ 
Documents/Standards/Med%20List%20Jan%202017%20(final).pdf to those with access.

fluid, tissue histology that is compatible with HP, and reproducing 
symptoms when exposed to the environment.17 Pulmonary function 
testing in patients typically shows restriction with gas exchange 
impairment.13 HP should be in the differential diagnosis of all patients 
with respiratory symptoms and restrictive lung disease.16 Assessment 
of the work and home environment is usually a critical factor leading 
to the diagnosis.7

The main factor to treating HP is avoidance of the causative anti-
gen.13 It has been shown that returning to the environment, even while 
on high-dose systemic corticosteroids, can result in return of symp-
toms.7 Pharmacological therapy is primarily systemic corticoste-
roids,18 but the efficacy of long-term use has not been verified in 
prospective clinical trials.13,18 They are recommended for those with 
functional impairment and pulmonary function abnormalities.13 Cur-
rently it is recommended to start with 0.5 mg · kg21 · d21 of prednisone 
for 6 wk, then slowly taper down to 10 mg · d21 as a maintenance 
dose.18 It has been shown that 3 mo of therapy usually results in disease 
remission.18 For those who do not show a functional or clinical 
response to corticosteroids, other immunosuppressive agents, such as 
rituximab, a monoclonal antibody, have been shown to be effective.9 
The prognosis is variable, depending upon the antigen exposure.13 
Overall acute HP has a favorable prognosis, while the presence of 
fibrosis indicates a poor outcome.13

3. Which of the following has specific guidance concerning HP?

A.	 U.S. Air Force.
B.	 U.S. Navy.
C.	 U.S. Army.
D.	 Federal Aviation Administration (FAA).
E.	 None of the above.

ANSWER/DISCUSSION

3. E. Due to the rarity of the condition, HP is not specifically listed in 
any of the services’ waiver guides or regulations or the FAA’s guidance, 
but can be classified as a miscellaneous respiratory condition for each.

In the U.S. Air Force, the use of systemic corticosteroids for any 
inflammatory condition is not waiverable.† Extrapolating from the 
waiver criteria for anaphylaxis, if the service member has a known 
causative antigen, treated with avoidance with or without steroids, 
then a waiver to return to flying status could be considered.4

A Navy service member with lung disease that interferes with per-
formance of duties is disqualified from service.1 Recurrent use of sys-
temic glucocorticoid steroids is not approved for U.S. Navy aircrew 
personnel.11 Those sailors requiring systemic corticosteroids for con
trol are not qualified for flight duties, with no waiver recommendation.12

Abnormal findings on examination of the lungs or radiographs 
does not meet the standard for continued service in the U.S. Army.19 
Extrapolating from the waiver guidelines for allergic rhinitis, if the 
condition required systemic corticosteroids then a waiver is required 
for continued flying duties.20

In civilian aviation, an FAA decision is required for special issuance 
for a pilot with a history of HP.3

The loadmaster began treatment with prednisone 60 mg daily. Fur-
ther questioning revealed that the home he and his family had moved 
into had a hot tub, and the area was not well maintained. He and his 
wife had discussed it with the landlord, but it had not been profession-
ally serviced in “a while,” and the only cleaning that had been done was 
by the loadmaster. Bioenvironmental engineers from the base were 
sent to the home to inspect it and noted mold growing around the base 
of the hot tub, as well as in the plumbing behind the control panel. 
Cultures performed at that time confirmed the mold as Mycobacte-
rium avium-intracellulare.

The loadmaster was treated with prednisone for 6 wk, then slowly 
tapered off the medication over the next 2 mo, and his signs and symp-
toms resolved. Six months after starting prednisone, his follow-up 
pulmonary function testing showed normal lung function, and the 
abnormalities seen on his computed tomography scan have resolved. 
His landlord has had the hot tub area professionally cleaned, with no 
further evidence of mold present. The loadmaster no longer goes out 
to the hot tub, and he reports being ready to return to flight status. 
Because he had an identified, avoidable antigen, and does not have any 
residual deficits, he is granted a waiver and returns to flying status.

Mahakian CG. You’re the flight surgeon: hypersensitivity pneumonitis. 
Aerosp Med Hum Perform. 2018; 89(1):74–77.
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