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1. GIRIS INTRODUCTION
1.1.Amag¢ Purpose

Bu prosediiriin amaci; havacilik personelinin saglik muayene kurallarin1 ve bunlarin uygulama
usullerini detaylandirarak, uygulayict kamu, 6zel kurum ve kuruluslar ile gercek ve tiizel kisilerin
uygulama usullerine rehberlik saglamaktir.

The purpose of this procedure is to detail the health examination rules for aviation personnel and
their application methods, providing guidance to implementing public, private institutions, and
real and legal persons on their application procedures.

1.2.Kapsam Scope

Bu Prosediir; sivil havacilik alaninda saglik sertifikas1 ve/veya raporu almis, alacak, temdit edecek
veya yenileyecek kisileri, bu islemleri gergeklestirmekle yetkilendirilecek tabipleri ve bunlara
egitim veren veya biinyelerinde bulunduran kamu kurum ve kuruluslart ile gercek ve tiizel kisileri
ve Ucus Operasyon Daire Bagkanligini kapsar.

This Procedure covers individuals who have obtained, will obtain, renew, or extend a health
certificate and/or report in the field of civil aviation, the physicians authorized to perform these
procedures, and the public institutions and organizations, real and legal persons providing
training to them, and Flight Operations Department.

1.3.Sorumlular Responsibilities

Sivil Havacilik Genel Midiirliigii (Ucus Operasyon Daire Baskanligi Hava Sagllik Birimi),
Medikal Asesor, AeMC, AME, OHMP, DmE ve Sinif 1, Sinif 2, Sinif 3, LAPL lisanslarindan en
az birisine sahip olan, Kabin Ekibi Uyeleri ile diger havacilik personeli ve adaylari.

The Directorate General of Civil Aviation (Flight Operations Department Air Health Unit),
Medical Assessor, AeMC, AME, OHMP, DmE, and individuals with at least one of Class 1, Class
2, Class 3, LAPL licenses, Cabin Crew Members, and other aviation personnel and candidates.

1.4.Revizyon Takip Cizelgesi Revision Tracking Schedule

Revizyon Revizyon Revizyon Tipi (Mindr / Major / Degisiklik Gerekgesi
No. Tarihi ilk Yaym)
00 24.07.2023 Ik Yaymn / Initial Publishment N/A

Diizeltme ve Ekleme / Correction and

01 01.04.2024 Major / Major Addition

1.5.11gili Mevzuat ve Prosediir Relevant Legislation and Procedure

1 2920 Sayil1 Kanun - Tiirk Sivil Havacilik Kanunu 19/10/1983

2 4 Sayil1 CBK 15/07/2018

3 SHY-1 - Pilot Lisans Yonetmeligi 02/06/2017

4 SI.-.|Y-65.O.1V - Hava Trafik Kontrol Hizmetleri Personeli Lisans ve Derecelendirme 31/01/2007
Yonetmeligi

5 SHT-MED - Havacilik Saglik Talimati 15/06/2017

6 SHT-ORA - Ucus Ekibi Organizasyon Gereklilikleri Talimati 08/06/2017

7 !JOD-ZQ17/8 - Havacilik Muayeneleri, Saglik Sertifika ve Saglik Muayene Rapor 20/10/2017
Islemleri

8 UOD-2017/9 - Ucus Tabibi ve Yetkili Tabip Yetkilendirmesi 20/10/2017

9 UOD-2018/1 - Havacilik Tip Merkezi (AeMC) Yetkilendirmesi 15/03/2018

~
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1.6. Kullanmilan Kontrol Listeleri Check Lists Used

1 i On Denetim Raporu (FR.07)

Denetim Raporu (FR.08)

Duzeltici Faaliyetler Raporu (FR.09)

Ek Degerlendirme Raporu (DR.10)

Ek Degerlendirme Denetim Raporu (FR.11)

T1bbi Ugus Testi (TUT) — Calisma Ortami Degerlendirmesi (FR.56)

IO IWIN

1.7. Bu Dokiimanda Bulunmayan Algoritmalar Algorithms Not Existing in This Document

Bu dokiimanda belirtilmeyen algoritmalar icin SHGM Web Sitesinde (https://web.shgm.gov.tr/)
yayinlanan diger algoritmalar kullanilir.

For algorithms not specified in this document, other algorithms published on the SHGM website
(https://web.shgm.gov.tr/) are used.

1.8. Tamimlar ve Kisaltmalar Definitions and Abbreviations
AeMC: Aeromedical Section / Havacilik Tip Merkezi.

AME: Aeromedical Examiner / Yetkilendirilmis Hava ve Uzay Hekimligi Uzmanini veya Ugus
Tabibi.

AMS: Aeromedical Section / Genel Mudurlukte faaliyet gosteren Hava Saglik Birimi
Koordinatorliigii.

BG/BV: Binokiler Gorme / Binocular Vision
CABG: Coronary Artery Bypass Grafting / Koroner Arter Bypass Greftleme.

CCS: Coronary calcium score / Koroner kalsiyum skoru.

CS: Cardiological Specialist / Ugus tabibi-Kardiyolog.

CVE: Cardio-Vascular Examination / Kardiyovaskuler Muayene.
D:Diyoptri.

DmE: Yetkili Tabip / Genel Miidiirliik tarafindan gerek goriilmesi halinde OHMP, GMP, kismen
AME vyetkilerini icra edebilen, lisans veya sertifika bagvuru sahiplerinin ilk ve yenileme
muayeneleri hari¢ saglik muayenelerini yapmak ve Simif 2,3 ve LAPL saglk sertifika ve
raporlarint diizenlemek amaciyla Genel Midiirliik tarafindan yetkilendirilmis, havacilik tibbi
alaninda gecerli egitim almis tip doktorlari.

EPS: Electrophysiologicalstudies / Elektrofizyolojik ¢aligmalar.
ESC: European Society of Cardiology / Avrupa Kardiyoloji Dernegi.
ESR: Eritrosit Sedimentasyon Orani1 (Eritrosit Sedimentasyon Rate).
CBC (TK): Tam Kan Sayimi1

Fc/As: Flow chart / Akis semasi.

Follow up/Takip: Tibbi takip (SIC ) sertifika notu.

GAJ/vf: Gorme Alani/Vision Field.

GIiB: Goz i¢ci Basing

~
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GMP: Genel Miidiirliik tarafindan yetkilendirilebilen Havacilik Tibb1 Egitimi alan Aile Hekimi.

GXT: Graded Exercise Stress Test Requirements / Kademeli Egzersiz Stres Testi.
GIL (I0L): Goz I¢i Lens (Intraoculer Lens).

G-mCSF: G (GLARE-Kamagsma/Parlama Duyarliligi) ve m-CSF (Mezopic Contrast Sensitivity
Function / Kontrast duyarlilig1).

L: Sol Goz (Left eye)

Media/Yarik Lamba muayenesi Biomikroskopla yapilan muayene

Metamorfopsi: Merkezi goriiste herhangi bir bozulma

OHMP: Genel Miidiirliik tarafindan yetkilendirilebilen Havacilik Tibb1 Egitimi alan Is yeri
Hekimi.

PTCA: Percutaneous Transluminal Coronary Angioplasty / Perkiitan Transliminal Koroner
Anjiyoplasti.

R: Sag Goz (Right eye).

Restriction / Limitation: Operasyonel Sertifika Kisitlamas1 (OML, OSL, ORL, SSL )

VA: Gorme keskinligi (Visual Acuity)

VES (Ventrikiler extra sistol), VEBs (Ventricular Ectopic Beats), VPS (ventrikiler premature
sistol): Bu kisaltmalar ayni1 anlama gelmekte olup Ventrikdiler ekstra sistol belirtmektedir.

VKC: Vernal keratokonjonktivit.

Yetkili Ucus Tabibi (DME): Havacilik tibb1 alaninda gegerli egitimi almis, koruyucu hekim
olarak AMS, Havacilik Isletmeleri veya Genel Miidiirliik tarafindan yetkili bir Havacilik Tip
Merkezinde gorev yapan, havacilik personeli saglik muayenelerinin ve degerlendirmelerinin
yapilmasindan saglik sertifika veya saglik muayene raporlarimin diizenlenmesinden sorumlu
olan, Genel Miidiirliik¢e yetkilendirilmis tip doktorlari.

9
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2. KARDIYOLOJI CARDIOLOGY
2.1. Akademik Tibbi Damisma Kurulu Academic Medical Advisory Board

06.06.2023 tarihinde Sivil Havacilik Genel Midirligi (SHGM) Tiirk Sivil Havacilik Akademisi
(TSHA) ev sahipliginde kardiyoloji alaninda havacilik personeline yonelik ulusal algoritmalarin
olusturulmas1 amaciyla bir calistay gerceklestirilmis olup calistay sonucunda asagida listelenen
Akademik Tibbi Danigsma ve Dokiiman Hazirlama Kurulu tarafindan gerceklestirilen ¢aligsmalar
kapsaminda 17.07.2023 tarihinde Calistay Raporu yayimlanmaistir.

On June 6, 2023, a congress was held under the auspices of the Directorate General of Civil Aviation
(DGCA) Turkish Civil Aviation Academy (TCAA) in the field of cardiology aimed at creating national
algorithms for aviation personnel. As a result of the congress, the congress Report was published on
July 17, 2023, within the scope of the studies carried out by the Academic Medical Advisory and
Document Preparation Committee listed below.

Prof. Dr. Hasan Fehmi TORE
Prof. Dr. Fersat KOLBAKIR
Prof. Dr. Aycan Fahri ERKAN
Prof. Dr. Berkay EKICI

Prof. Dr. Mustafa OZKAN
Dog. Dr. Murat YALCIN

Dr. Ogr. Uyesi Engin DEMIR
Dr. Ogr. Cem BASARAN

9. Dr. Ogr. Uyesi Siikrii Hakan GUNDUZ
10. Uzm. Dr. Vedat ERTUNC

11. Uzm. Dr. Tayfun USENMEZ
12. Uzm. Dr. Ali Saib ENGIN

13. Dr. Ahmet Murat OZER

14. Dr. Kadir EREN

X N0 WM

2.2. Katkida Bulunanlar Contributors

SHGM TSHA (Tiirk Sivil Havacilik Akademisi) ev sahipliginde ve AMS gozetiminde kardiyoloji alaninda
ulusal algoritmalarin olusturulmas1 amaciyla gergeklestirilen calistaya PILVAK, HUTP, Medicana
Bahcelievler, ERAH, PortClinic, Tez Medikal ve AirACT destek vermistir. Genel Miidiirligiimiiz
bilinyesinde bu rehber dokiimanin hazirlanmasi hususundaki editoryal caligmalar1t Fzt. Emre AKBEN
yurutmusgtur.

PILVAK, HUTP, Medicana Bahgelievier, ERAH, PortClinic, Tez Medikal, and AirACT supported the
congress held under the auspices of DGCA TCAA (Turkish Civil Aviation Academy) and under the
supervision of AMS for the creation of national algorithms in the field of cardiology. Editorial work
for the preparation of this guide document within our Directorate General was conducted by Fzt.
Emre AKBEN.

~
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2.3 Genel Bilgiler General Information

Genisletilmis kardiyovaskiiler degerlendirme

Genisletilmis bir kardiyovaskiiler degerlendirme, akredite bir doktor/kardiyolog
tarafindan yapilan bir muayenenin klinik raporunu, bir egzersiz EKG'sini ve klinik
olarak belirtilen diger herhangi bir testi igermelidir. Takip istenilen her durumda
her tiirli sertifika ve rapora operasyonel olmayan SIC kisit1 getirilir.

Extended cardiovascular assessment:

An extended cardiovascular assessment should include a clinical report of an
examination by an accredited physician/cardiologist, an exercise ECG and any
other test that is clinically indicated. Non-operational SIC Restrictions are imposed
on all certificates and reports in any case where follow-up is requested.

Kardiyovaskiiler risk degerlendirmesi
AME!'ler i¢in yararl bir kardiyovaskiiler risk degerlendirme araci.

Cardiovascular risk assessment:
A cardiovascular risk assessment tool useful for AMEs.

Dinlenme ve egzersiz EKG'lerinin raporlanmasi
Tium EKG'ler AME veya akredite bir uzman tarafindan rapor edilmelidir.

Reporting of resting and exercise ECGs:
All ECGs should be reported by the AME or an accredited specialist.

Periferik Arter Hastahig

Egzersiz  elektrokardiyografisi yapilamiyorsa (Orn. topallama nedeniyle),
miyokardiyal perfiizyon taramasi veya stres ekokardiyogrami kabul edilebilir bir
alternatif aragtirma olabilir.

Peripheral Arterial Disease:

If exercise electrocardiography cannot be performed (e.g. due to claudication), then
a myocardial perfusion scan or stress echocardiogram may be an acceptable
alternative investigation.

Mitral Kapak Onarim

Mitral kapak onarimindan sonra, bir ekokardiyogrami igerecek sekilde tatmin edici
bir kardiyoloji incelemesine tabi olarak, cerrahiden 6 ay sonra OML Kisitlamali
Simif 1 / Kisitlamasiz Simif 2/3/LAPL diizeyine yeniden sertifikalandirma
miimkiindiir. Takip, yillik ekokardiyogramlar1 igermelidir.

Mitral Valve Repair:

After mitral valve repair, recertification to Class 1 OML/Unrestricted Class
2/3/LAPL level is possible 6 months postoperatively, subject to a satisfactory
cardiology review, to include an echocardiogram. Follow-up should include annual
echocardiograms.

Akut Benign Aseptik Perikardit

24 saatlik bir EKG, ekokardiyogram ve egzersiz EKG'sini i¢erecek sekilde tatmin
edici bir kardiyoloji incelemesine tabi olarak, Simif 1 OML / Kisitlamasiz Sinif
2/3/LAPL seviyesine iyilesmeden 3 ay sonra, yeniden sertifikalandirma,
diisiintilebilir.  Takip, baslangigta 12 derivasyonlu istirahat EKG ve
ekokardiyogrami icerecek sekilde 6 aylik kardiyoloji incelemeleri olmalidir.
Kisitlamasiz Smif 1 saglik sertifikasi, 2(iki) yi1l sonra diizenlenebilir. Takip
genellikle 2 y1l sonra kesilebilir.

Acute Benign Aseptic Pericarditis:

Recertification can be considered 3 months after recovery to Class 1
OML/unrestricted Class 2/3/LAPL level, subject to a satisfactory cardiology
review to include a 24hr ECG, echocardiogram and exercise ECG. Follow-up
should initially be 6 monthly cardiology reviews to include a 12 lead resting ECG
and echocardiogram. Unrestricted Class 1 can be considered after 2 years. Follow-
up can usually be discontinued after 2 years.

Konstriktif Perikardit

Egzersiz EKG, ekokardiyogram ve 24 saatlik EKG'yi igerecek sekilde tatmin edici
bir kardiyolojik incelemeye tabi olarak, Sinif 1 OML / Kisitlamasiz Snif 2/3/LAPL
saglik sertifikas1 perikardiektomiden sonra yeniden diiiiniilebilir. Bagvuru sahibi
siniis ritminde olmalidir ve yillik kardiyolojik takip gereklidir.

Constrictive Pericarditis:

Recertification can be considered after pericardiectomy to Class 1
OML/unrestricted Class 2/3/LAPL level subject to a satisfactory cardiological
review, to include exercise ECG, echocardiogram and 24hr ECG. The applicant
should be in sinus rhythm. Annual cardiological follow up is required.

A =£ o 0
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Perikard, miyokard ve endokard hastaliklar1 ile basvuru sahipleri (primer veya
sekonder) elverissiz olarak degerlendirilmelidir. 3 ay gecici ugus men sonrasi
asemptomatik olmak sartiyla ayrintili kardiyolojik degerlendirme (24 st ritim
holteri, ekokardiyografi ve eforlu ekg testlerini igermelidir) sonrasi karar verilir.
Mevcut siiphe varsa koroner anjiografi / MPS veya Kardiyak MR taniya katkis1
nedeniyle ¢ekilebilir. 6 aylik takiple (TML 6ay) OML'li Smif 1/ kisitlamasiz Stf
2, 3 LAPL ile 2 yil takipten sonra kisitlamasiz Sinif 1 sertifikasyon diisiiniilebilir,
(Hastalig1 gecirdigi zaman bilinmiyorsa CRP, ESR ve WBC bakildiktan sonra
(asemptomatik olmak sart1 ile) degerlendirmeye alinmalidir.)

Applicants with diseases of the pericardium, myocardium and endocardium
(primary or secondary) should be considered unfit. A decision is made after a
detailed cardiological evaluation (must include 24-hour rhythm holter,
echocardiography and exercise ECG tests), provided that it is asymptomatic after
3 months of temporary incapacity to fly. If there is any doubt, coronary
angiography / MPS or Cardiac MRI may be performed due to its contribution to
the diagnosis. 6 months follow-up (TML 6 months) with Class 1 OML/ unrestricted
Class 2, 3 LAPL. Unrestricted Class 1 certification may be considered after 2 years
of follow-up, (If the time of the disease is unknown, CRP, ESR and WBC should
be evaluated (provided that they are asymptomatic).)

Uzun PR Arah@

240 ms'den fazla bir PR aralig1 olarak tanimlanir. Sinif 1 ilk bagvuru sahibi veya
EKG'deki yeni bulgu, kardiyolojik inceleme, egzersiz testi ve 24 saatlik EKG
gerektirir.

Long PR Interval:
Defined as a PR interval of more than 240ms. Class 1 initial applicant, or new
finding on ECG, requires cardiological review, exercise test and 24 hour ECG.

Aritmi Ilaglar

Amiodarone:

Smif 1 - Amiodaron, Smf 1 Saglik sertifikasayonu i¢in kabul edilemez.
Smif 2, 3, LAPL - Genellikle VCL (sadece giindiiz ugus) kisitlamasigerektirir.
Bagvuru sahibi geceleri parlama hissetmiyorsa (genellikle araba kullanirken fark
edilir), Kisitlamasiz Sinif 2,3,LAPL saglik sertifika diizenlenmesi ancak tatmin
edici bir AMS oftalmolojik incelemesine tabi olarak mimkin olabilir (yani gece
ucus ve gorevlerine vaka durumuna gore izin verilebilir.).

Ayrica BKz. As  Atriyal fibrilasyon sertifikast

Flekainid:

Atriyal fibrilasyon tedavisinde kullanilan flekainid kabul edilebilir. Bazi hastalarda
hafif okiiler yan etkiler goriiliir. En yaygin olarak, hastalarin %14 kadarinda kiigiik
kornea birikintileri gelisebilir (Bunlar asemptomatiktir ve genellikle gérme igin
herhangi bir etkisi yoktur) Daha seyrek olarak, go6ziin kendisinden ziyade
vestibiiler aparat tizerindeki bir etki nedeniyle asir1 yan bakiglarda hafif bulanik
gorme meydana gelebilir. Yanal bakislarda bulanik gérme sikayeti ile nistagmus
tespit edilen pilotlar, ileri oftalmolojik incelemeden ziyade vestibller fonksiyon
testlerinden gecmelidir.
Higbir caligma flekainid ile anormal gorsel fonksiyon géstermemistir. Oftalmolojik

ARRHYTHMIA MEDICATION:

Amiodarone:

Class 1 - Amiodarone is unacceptable for Class 1 medical certification.
Class 2, 3, LAPL - Usually requires a VCL (day time flying only) limitation. If
the applicant does not experience glare at night (usually noticed when they are
driving) then, subject to a satisfactory AMS ophthalmological review, Unrestricted
Class 2/3/LAPL medical certification may be possible (i.e. night flying or working
is permitted).

See also Fc_Atrial fibrillation certification.

Flecainide:

Flecainide, used for the treatment of atrial fibrillation, may be acceptable. Some
patients experience mild ocular side effects. Most commonly, up to 14% of patients
may develop small corneal depositsl. These are asymptomatic and usually have no
implications for vision. Less commonly, mild blurry vision on extreme lateral gaze
may occur due to an effect on the vestibular apparatus, rather than on the eye itself.
Pilots complaining of blurred vision on lateral gaze who found to have nystagmus
should undergo tests of vestibular function rather than further ophthalmological
review.

No studies have shown abnormal visual function with flecainide.
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inceleme, yalnizca azalmig gorme islevi klinik olarak belirtilmisse endikedir;
flecainide kullanimi pilotlarin rutin oftalmolojik taramasin gerektirmez.

Not: Flekainid, yapisal olarak normal bir kalpte bile ventrikiiler aritmilerin
tedavisinde kullaniliyorsa sertifikasyonlar i¢in kabul edilemez.

Ophthalmological review is only indicated if reduced visual function is clinically
indicated; there is no case for routine ophthalmological screening of pilots on
flecainide.

Note: Flecainide is not acceptable for certification if used for the treatment of
ventricular arrhythmias even in a structurally normal heart.

Kisa PR Arah@

100 ms'den az bir PR aralig1 olarak tanimlanir. Smif 1 ilk basvuru sahibi veya
EKG'de yeni bulgu, kardiyolojik inceleme (tasiaritmi Oykiisiiniin saptanmamasi
icin) ve egzersiz testi gerektirir.

Short PR Interval:

Defined as a PR interval of less than 100ms. Class 1 initial applicant, or new finding
on ECG, requires cardiological review (to establish no history of tachyarrhythmia)
and exercise test.

Sol 6n hemiblok

En azindan bir egzersiz EKG'si yoluyla inceleme gerektirir. RBBB varliginda sol
6n hemi blogu (veya sol arka hemi blogu) not edilirse, LBBB akis semasi
izlenmelidir.

Left anterior hemi block

Requires investigation by means of at least an exercise ECG. If left anterior hemi
block (or left posterior hemi block) is noted in the presence of RBBB, the LBBB
flowchart should be followed.

Sinus Bradikardisi
Hiz <40bpm ise arastirma gerektirir (genellikle 24 saatlik EKG ¢ekimi yoluyla).
Klinik olarak eforlu EKG gerekir

Sinus bradycardia
Requires investigation if the rate is <40bpm (usually by means of a 24 hour ECG).

Siniis Tasikardisi
Kalp atim Hiz siirekli olarak >110 bpm ise arastirilmas1 gerekir.

Sinus tachycardia
Requires investigation if the rate is consistently >110bp.n
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Rapor 6zellikleri — Kardiyoloji

Asagidaki alt basliklar yalnizca rehberlik amaglidir ve kapsamli bir liste olarak
alinmamalidir.

1. Tam

2. Hikaye

> Semptomlarin sunulmast

> Durumun dogasi, baslangici ¢evreleyen kosullar, tetikleyici faktorler

> Diger ilgili tibbi ge¢mis

Report specifications — Cardiology

The following subheadings are for guidance purposes only and should not be
taken as an exhaustive list.

1.Diagnoses

2. History

> Presenting symptoms

> Nature of condition, circumstances surrounding onset, precipitating factors
> Other relevant medical history

3. inceleme ve sorusturma bulgular

> Klinik muayene

* Kabul edilebilir parametreler dahilinde Kan Basinc1 (Akis Semasi -
Hipertansiyon sertifikalandirma)

» Kan testleri (Ure ve Elektrolitler, Bobrek ve Karaciger Profili, Lipid Profili,
Glikoz)

* Onay, son organ hasar1 yok

> Kardiyovaskler risk degerlendirmesi

* Aile oykiisii, sigara, alkol alimi, kilo (BMI) ve yasam tarzi miidahaleleri
» Istirahat EKG'si

» Belirtilen yerlerde Egzersiz Tolerans Testi Raporu

1. Kullanilan protokol (6rnegin, aragtirmay1 yapan kardiyolog tarafindan
yonlendirildigi sekilde kardiyoaktif ilag tedavisi disinda Semptom sinirli Bruce
Protokolii)

ii. Yiirilyts stiresi

iii. Yasanan semptomlar

iv. EKG degisiklikleri

v. Ozet ve sonuglar

* Belirtilen durumlarda ekokardiyogram

i. Valf yapis1 ve iglevi

ii. Standart oda boyutlar

iii. Ejeksiyon Fraksiyonu (6l¢tim teknigini belirtin)

iv. Ozet ve sonuglar

* Gerekli goruldiigiinde 24 saatlik EKG

i. Taranan vurusglar

ii. Ektopiklerin/aberranlarin sayisi/sikligi

3. Examination and investigation findings

> Clinical examination

* Blood Pressure within acceptable parameters (Flowchart - Hypertension
certification)

* Blood tests (Urea & Electrolytes, Renal and Liver Profile, Lipid Profile,
Glucose)

» Confirmation no end organ damagen

> Cardiovascular risk assessment

 Family history, smoking, alcohol intake, weight (BMI), and lifestyle
interventions

* Resting ECG

* Exercise Tolerance Test Report where indicated

i. Protocol used (e.g. Symptom limited Bruce Protocol off cardioactive
medication as directed by the investigating cardiologist)

ii. Walking time

iii. Symptoms experienced

iv. ECG changes

v. Summary and conclusions

 Echocardiogram where indicated

i. Valve structure and function

ii. Standard chamber dimensions

iii. Ejection Fraction (indicate measurement technique)

iv. Summary and conclusions

* 24-hour ECG where indicated

i. Beats scanned

ii. Number/frequency of ectopics/aberrants

A =£ o 0
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iii. Anormal ritim kosular (6zler)
iv. Ozet ve sonug

iii. Runs of abnormal rhythm (extracts)
iv Summary and conclusion

* Belirtilen yerlerde anjiyogram

i. Tam rapor

ii. Etkilenen her arterdeki stenoz derecesinin 6l¢iimii (koroner agacin agiklamali
diyagrami kabul edilebilir)

* Kardiyak MRI, Miyokardiyal Perfiizyon Taramasi, Stres Ekokardiyogrami
(dobutamin veya egzersiz), belirtildigi gibi BT

» Angiogram where indicated

i. Full report

ii. Measurement of degree of stenosis in each affected artery (annotated diagram
of coronary tree acceptable)

« Cardiac MRI, Myocardial Perfusion Scan, Stress Echocardiogram (dobutamine
or exercise), CT as indicated

Arastirmalarin anormal veya sinirda oldugu durumlarda, basili kopyalarinin/
goriintiilerin inceleme igin gerekli olmasi muhtemeldir.

Where investigations are abnormal or borderline the hard copy traces/images are
likely to be required for review.

4. Tedavi

> Mevcut ve yakin ge¢misteki ilag kullanmimi (doz, siklik, baglangig tarihi ve
bitis tarihi)

> [lagtan yan etki olmadigmin dogrulanmasi

5. Planlanan veya onerilen takip ve ileri arastirmalar/sevkler

> Yonetim plani ve dngoriilen takip

6. Klinik cikarimlar

> Hastaligin ilerlemesi, tedaviye uyum veya ani is géremezlik riski ile ilgili
herhangi bir endise

4. Treatment

> Current and recent past medication (dose, frequency, start date and finish date)
> Confirmation no side effects from medication

5. Follow up and further investigations/referrals planned or recommended
> Plan of management and anticipated follow up

6. Clinical implications

> Any concerns regarding disease progression, treatment compliance or risk of
sudden incapacity

KX = s 0
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2.4. Algoritmalar Algorithms

EKG Anomalilerinin incelenmesi ECG abnormalities

Ek-1

Table - Investigation of ECG abnormalities / Tablo - EKG anomalilerinin MA = Medical Assessor, 1. Derece AV blok: benigndir _
incelemesinde AME=Aeromedical Examiner *PR |nter'vaI| Q:ZO sn veya daha uzun o!up atropinle
1: Cardiologist review / Kardiyolog incelemesi 3: 24hr Holter / 24 saat Holter Y%?gl.zlftrsmlﬁg uiehyorsa ucquil el(;/elrlshdlr
2: Exercise ECG / Eforlu EKG 4: Echocardiogram / Ekokardiyografi blolgrul V:I';gl Ho‘lstesre\?esggglagsér:ﬂiira
Simf 1 Simif 2, LAPL '
TAN I Elverislilik Minimum tetkikler, klinik olarak Elverislilik Minimum tetkikler, endike ise, Asemptomatik Mobitz Tip I blok uykuda normal
Degerlendirmesi endike ise, digerleri Degerlendirmesi | digerleri olabilir, periyodisite kisa olmahdir
Inkomplet RBBB AME Bagka anomaliler varsa aragtirin Bagka anomaliler varsa aragtirin ’ '
Artiyal fibrilasyon / Atriyal carpintt Sertifikasyon icin:
Sinoatriyal diSfOnkSiyOn veya sints duraklamalart 1. Semptom simirl egzersiz EKG’de Stage A\ veya
Mobitz tip 2 AV blok sintigrafi, gerekirse KAG
Tam RBBB
Komplet LBBB (veya RBBB + sol aks deviasyonu) 2. LVEF>%50, diskinezi,akinezi,hipokinezi
Genig/dar kompleks tasikardi olmayacak
Kalp pilleri MA 1,23,4 AME 1,23,4
SVE/VE kompleks 3. Holterde 6nemli aritmi olmayacak (kisa
WPW periyodisiteli mobitz tip | haric)
AVNRT vb. dahil diger
Asemptomatik QT uzamast 4, Sertifika sinif 1 OML periyodik kontrol, negatifse
Brugada paterni sinif 2,3, LAPL OSL/ORL/OPL/SSL Kisitlamast ile
Ablasyon sonrasi énerilir.
Mobitz tip 1 AV blok 1,3 13
SVE/VE basit 1, 3 Sonrasinda muhtemelen 2.4 ' 5. EPS normal olmalidur.
KORONER HASTALIK
Patolojik Q dalgalari 1,2,3,4 AME 1,2,3,4 Mobitz Tip II blok ve AV tam blok ucusa kalici
T inversiyonu, Q dalgalar1 ,Zayif R dalgas: ilerlemesi MA elverigsizlik gerektirir.
KARDIYOMIYOPATI *Mobitz tip 11,
LVH, atriyal biiylime, diiz veya ters T dalgalar MA | 1,234 | AME | 1,234 *2. derece AV blok,
MUHTELIF YENi BULGULAR *Mobitz tip | ( Wencke Bach) 2. Derece AV
Non-spesifik T dalgasi degisiklikleri Blok’un aksine, AV komplet blok’a (AV tam blok ya
veya progresif sol aks deviasyonu 12 19 da 3. Derece AV blok) ilerleme riski tagir ve ugusa
ST segment ¢cokmesi ! ! elverigsizlik gerektirir.
ST segment depresyonu *AV komplet blok (AV tam blok ya da 3. Derece
Birinci derece AV blok (>240 ms) MA AME AV blok) ugusa elverigsizlik gerektirir.
Bradikardi (oran <40 bpm) 1,3 1,3
Tasikardi (oran1 >100 bpm)
Asemptomatik uzun QT 1,2,3 1,2
<, @ ]
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Aort Kapag Stenozu Aortic Valve Stenosis

o _ If no cardiac symptoms: Cardiology review (note 2) to include:
Aortic Valve Murmur Limitation may need to be applied > Echocardiography Other investigations asnecessary
(ie: Exercise ECG)

Results acceptable

Certification basedonclinical assessment,
diameter and rate of change
Follow up
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Ek-1

As— Aort kapagi stenozunda

Fc- Aortic valve stenosis

1) Arastirma sirasinda OML, SSL (Simf 1) or OSL, ORL, OPL (Smuf 2, LAPL)
SSL (Sinif 3) ile elverislilik verilebilir.

1) May require OML, SSL (Class 1) or OSL, ORL, OPL (Class 2, LAPL),
SSL (Class 3) whilst under investigation.

2) Uzman Kardiyolog tarafindan sistolik  fonksiyon normal tespit
edilmelidir(EF>%50) ve aort kapagi kalsifikasyonu minimal olmalidir. Sistemik
emboli Oykiisiiniin olmasi elverissizlik sebebidir

2) By a cardiological specialist_ Systolic function should benormal (EF >50%) and
aortic valve calcification should beminimal. A history of systemic embolism is
disqualifying.

3)Kardiyoloji raporu, Siif 1 ve 3 i¢cin Medikal Asesér, Sinif 2 ve LAPL i¢in AME
tarafindan gozden gecirilecektir. Tetkikleri gormek gerekebilir ve bu halde mevcut
takipler/filmler/videolar istenebilir. Zor vakalarda, kardiyologlardan olusan ikinci bir
inceleme heyeti toplanacaktir.

3)The cardiology report will be reviewed by the Medical Assessor for Class 1, 3 and
AME for Class 2, LAPL. It may be necessary to see the investigations in whichcase
the actual tracings/films/videos will be requested.

4)Bikiispid kapak: Diger aort anomalisi yoksa elverisli olarak degerlendirilebilir. Aort
darligina sahip pilotlarin sertifikalandirmast i¢in yapilan temel 6l¢tiim ekokardiyografi
esnasinda aort kapagi alanidir. Onerilen sertifikalandirma degerlendirmesi,

4)Bicuspid valve: may be assessed as fit if no other aortic abnormality is demonstrated.
The principalmeasurement to determine fitness for certification of pilots with aortic
stenosis is aortic valve area during echocardiography. Suggested certificatory
assessment,

Avrupa Kardiyoloji Toplulugu(ESC) Kilavuzlarina dayali olmahdir

based on European Society of Cardiology(ESC) Guidelines:

SEVERITY CERTIFICATION VALVE AREA | MEAN AORTIC
GRADIENT
Mild Unrestricted(Kisitlamasiz) Class 1/2/3&LAPL >1,5cm2 | 0-20 mmHg
Moderate Class 1&3 OML/SSL, Class 2&LAPL OSL/ORL/OPL 1,0-1,5 cm2 | 20-50 mmHg
Severe Unfit <1,0 cm2 | >50 mmHg

Kapak alaninin Viicut Yiizey Alanina (BSA) endekslenmesi, blyuk veya kicuk BSA
vakalarinda faydali olabilir (Orta Derece: 0,6 - 0,85 cm2 /m2; Ciddiyet: <0,6
cm2/m2).

Bununla beraber, her bir vakada diger faktorlerin dikkate alinmasi gerekebilir:

* Sol ventrikiler hipertrofi

» Azalan sol ventrikiler diyastolik fonksiyon

* Azalan sol ventrikiiler ejeksiyon fraksiyonu

* Aort regurjitasyonu

*Kateter ¢aligmalari esnasinda dlgiilen geri ¢ekme basinci, ekokardiyografi ile
Ol¢iilen tepe basinglardan 10-15 mm Hg daha diisiiktiir

Indexing valve area to Body Surface Area (BSA) can be useful in cases of unusually
large or small BSA (Moderate: 0,6 — 0,85 cmz2/mz; Severe: <0,6 cm2/mg2).

However, other factors need to be considered in each case, including:

eLeft ventricular hypertrophy,

*Reduced left ventricular diastolic function,

*Reduced left ventricular ejection fraction

eAortic regurgitation

*Pull back pressure gradients measured during catheter studies are 10-15 mm Hg
lower thanechocardiographically measured peak pressures

5) Takip: ortalama basing gradyani 20 mm Hg veya daha fazla ise en az yillik
ekokardiyografi

5) Follow up: at least annual echocardiography if mean pressure gradient 20 mm Hg
or more.

A =£ o 0
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Torasik ve Abdominal Aort Anevrizmalari Thoracic and Abdominal Aortic Aneurysms

i Flying may need to be restricted CEIR R0 [EHEN (0 (T IUeE
Aort Anevrizmasi ying may > Echocardiography

MRI/CT required if Root 4,5cm

Results acceptable

\ 4

Certification basedonclinical assessment,
diameter and rate of change
Follow up
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Ek-1

As_Torasik ve Abdominal Aort Anevrizmalari

Fc - Thoracic and Abdominal Aortic Aneurysms

Torasik ve supra renal abdominal aort anevrizmalari:

Simif 1: 4,0-4,5¢cm Takip, 4,5- 4,9 cm 6 aylik kardiyolojik inceleme ile OML/SSL,

>5 cm uygun degil Ayrica As Aort Anevrizmasina bakiniz.

Smmf 2,3, LAPL: 4,0-4,5 ise yillik takip, 4,6- 5 cm 6 aylik kardiyolojik takiple OSL/ORL /
OPL/SSL, > 5,1 cm uygun degil

Thoracic and supra renal abdominal aortic aneurysms:

Class 1: Follow up 4,0-4,5 cm, 4,5- 4,9 cm OML/SSL with 6 monthly cardiological review , >
5cmunfit  See also Fc_ Aortic Aneurysms

Class 2,3, LAPL: 4,0-4,5 cm with 12 monthly cardiological review, 4,6-5cm OSL/ ORL/
OPL/SSL with 6 monthly cardiological review, > 5,1 cm unfit

Infrarenal abdominal aort anevrizmalar:

Simif 1: 4,0-4,5¢cm Takip, 4,5- 4,9 cm 6 aylik kardiyolojik inceleme ile OML/SSL,

> 5 cm uygun degil Ayrica As_ Aort Anevrizmasina bakiniz.

Simf 2,3,LAPL:4,0-4,5 cm ise yillik takip, 4,6- 5 cm 6 aylik kardiyolojik takiple
OSL/ORL/OPL/ SSL, >5,1 cm uygun degil

Cerrahisinden 6 ay sonra tam iyilesme saglanmigsa bagvuru sahibi sunlari saglamalidir:

Infra-renal abdominal aortic aneurysms:

Class 1: Follow up 4,0-4,5 cm, 4,5- 4,9 cm OML/SSL with 6 monthly cardiological review ,>
5cm unfit  See also Fc_ Aortic Aneurysms

Class 2, 3, LAPL: 4,0-4,5 cm with 12 monthly cardiological review, 4,6-5 cm OSL/ ORL/
OPL/SSL with 6 monthly cardiological review, >5,1 cm unfit

Post-repair No sooner than 6 months after repair and following complete recovery the applicant
should provide:

a.Cerrahin rapor(lar)1 sunlari igerecektir:

(Asagidaki noktalar yalnizca rehberlik amaclidir ve kapsamli bir liste olarak
almmamalidir)Sunum, yonetim ve ilag¢ tedavisi dahil olmak iizere tibbi dykiiden etkilenen aort
segmenti, Anevrizma ile iligkili altta yatan kosullar dahil olmak iizere diger ilgili tibbi dykii (6rn.
bag dokusu bozukluklar)

> Diger komorbiditeler 6rn. hipertansiyon, koroner arter hastaligir Diger anevrizmalar i¢in
tarama (0zellikle abdominal aort anevrizmalart)

>Ameliyatin gergeklestirilme dnceligi (elektif, acil)

> Onarim tiirii (endovasculer tedavi veya ameliyat)

EVT/Ameliyat sonrasi iyilesme Kan basinci

Tedavi - mevcut ve yakin gegmisteki ilaclar (doz, siklik, baslangig tarihi)

> Ultrason taramalarindan/MRI/BT taramalarindan gelen raporlar

Planlanan veya onerilen takip ve ileri aragtirmalar/sevkler icin plan yapin

Prognoz - is goremezlik riski

a.Report(s) from surgeon to include:

(The following points are for guidance purposes only and should not be taken as an exhaustive
list) Medical history, including presentation, management and medication Segment of the aorta
affected, Other relevant medical history including underlying conditions associated with
aneurysm (e.g. connective tissue disorders)

>0Other co-morbidities e.g. hypertension, coronary artery disease Screening for other aneurysms
(particularly abdominal aortic aneurysms)

> Priority with which the surgery was undertaken i.e. elective, emergency

> Type of repair(EVT: Endovasculer treatment/Surgery)

Post-treatment/operative recovery, Blood pressure

Treatment - current and recent past medication (dose, frequency, start date)

> Reports from ultrasound scans/MRI/CT scans

Plan for follow-up and further investigations/referrals planned

or recommended

Prognosis - risk of incapacity

b.Asagidakileri icerecek sekilde bir kardiyolojik degerlendirme raporu:

>Kardiyovaskiiler risk degerlendirmesi

> Onarimdan 6nce koroner arter hastaligini taramak icin kullanilan arastirmalar 6r. Anjiyogram
> Koroner arter hastalig1 i¢in heniiz tarama yapilmadiysa:

*Egzersiz EKG (sinurl hedef kalp hizindan ziyade Bruce protokolii ve semptomu)
*Ekokardiyogram

b.Report from a cardiological review to include:

>Cardiovascular risk assessment

>|nvestigations used to screen for coronary artery disease prior to repair e.g.angiogram
>|f not already screened for coronary artery disease:

*Exercise ECG (Bruce protocol and symptom rather than target heart rate limited)
*Echocardiogram

Rev. 01
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Ek-1

As- Thoracic and Abdominal Aort Anevrizmalari

Fc- Thoracic and Abdominal Aortic Aneurysms

1) Aragtirma sirasinda OML, SSL (Swmif 1) or OSL, ORL, OPL (Simf 2, LAPL) SSL(Swif 3) ile
elveriglilik verilebilir.

2) Uzman Kardiyolog tarafindan marfan sendromu vakalari, bireysel olarak degerlendirilmelidir.
Higbir semptom olmamalidir. Sigara ve aile dykiisii dahil risk faktorleri incelenmelidir.
Olgiimler diyastol sonunda yapilmalidir.

> Cikis yolu ¢api, Siniis Valsalva, Sinotiibiiler kavsak ve Tiibiiler asendan aorta.

En genis 6l¢tim kullanilmalidir. BT, MRI i¢in kabul edilebilir bir alternatif olmakla birlikte,
tekrarlanan tetkikler radyasyona maruz kalmayi artirir.

1) May require OML, SSL (Class 1) or OSL, ORL, OPL (Class 2, LAPL), SSL(Class 3) whilst
under investigation.

2) By a cardiological specialist. Cases of Marfan’s Syndrome shall be individually assessed.
There should be no symptoms. Risk factors reviewed incl smoking & family history.
Measurements should be made at end-diastole of:

>outflow tract diameter, sinuses of Valsalva, sinotubular junction and tubular ascending aorta.
The largest measurement should be utilised. CT is an acceptable alternative to MRI but repeated
studies increases radiation exposure.

3)Kardiyoloji raporu, Sinif 1 ve 3 i¢in Medikal Asesor, Sinif 2 ve LAPL i¢in AME tarafindan
gbzden gegirilecektir. Marfana sahip bagvuru sahipleri 6zel 6nem gerektirir. Tetkikleri gérmek
gerekebilir ve bu halde mevcut takipler/filmler/videolar istenebilir. Borderline vakalarda,
kardiyologlardan olusan ikinci bir inceleme heyeti toplanacaktir. Siif 2, 3 ve LAPL sertifika
icin SSL, OSL, ORL, OPL uygulanabilir.

4)Aort kokii dilatasyonuna sahip pilotlarin tibbi sertifikalandirmasim belirlemek i¢in yapilan
temel dl¢iim MRI'dir. Kilavuz olarak asagidaki parametreler kullanilmalidir:

5) Takip - en az senelik ekokardiyografi. Cap > 4,5 cm ise veya degisim oran1 > 0.5 cm/y1l ise
yilda en az 2 defa MRI (veya BT) gerekir.

3) The cardiology report will be reviewed by the Medical Assessor for Class 1, 3 and AME for
Class 2, LAPL. Applicants with Marfan will need special consideration. It may be necessary to
see the investigations in which case the actual tracings/films/videos will be requested. In
borderline cases a secondary review panel of cardiologists will be convened. SSL, OSL, ORL,
OPL may be applied to Class 2, 3 or LAPL certificates.

4) The principal measurement to determine medical certification of pilots with aortic root
dilatation is MRI. The following parameters to be used as a guide:

5) Follow up - at least annual echocardiography. MRI (or CT) is required at least 2 yearly where
diameter > 4,5 cm or rate of change > 0,5 cm/yr.

NOTLAR

Anevrizma sebebi dogustan gelen bir nedeni olan bagvuru sahiplerinin onarim/cerrahiden sonra
Smif 1,3, LAPL veya 2'ye uygun olarak degerlendirilmesi olas1 degildir, ancak bu grupta,
endovasculer tedaviyi takiben Sinif 3, Sinif 2, LAPL i¢in OSL, ORL, OPL veya SSL i¢in
disiintilebilecek baska 6nemli komorbiditeleri olmayan birka¢ geng basvuru sahibi olabilir.
Spontan/edinsel anevrizmalar1 olan bagvuru sahipleri arasinda, 65 yas alt1, birka¢ komorbiditesi
olan, ¢ikan aort anevrizmasi gelisen ve elektif onarim/cerrahi gegirenler, OML'li Sinif 1 veya
OSL, ORL, OPL veya SSL'li Stmif 2, 3, LAPL saglik sertifikas1 alabilirler. 65 yagindan
biiyiikler, elektif onarimdan 12 ay sonra hayatta kalanlar, Sinif 2,LAPL OSL, ORL ve OPL' li
saglik sertifikasi alabilirler. Acil operasyonlar daha yiiksek perioperatif mortaliteye sahip
olabilir, ancak yillik inkapasitasyon riski nihayetinde birkag yil sonra elektif onarim/cerrahi
gegirenlerle eslesebilir.

Onarim/cerrahiden sonra, bagvuru sahiplerine AME!'leri tarafindan akrobasi/yiiksek "G"
manevralarindan kaginmalar1 tavsiye edilmelidir ve tibbi sertifikalarinda bu kisitlamayla ilgili
bir sinirlamaya ihtiya¢ duyabilirler

NOTES

It is unlikely that applicants with a congenital cause for developing aneurysms will be able to be
assessed as fit for Class 1,2,3 or LAPL following repair/surgery, although there may be a few
younger applicants in this group, who have no other significant co-morbidities who could be
considered for Class 2,3 LAPL OSL, ORL, OPL or SSL following an EVT.

Amongst applicants with spontaneous/acquired aneurysms, those below the age of 65 years, with
few comorbidities, who develop an aneurysm of the ascending aorta and undergo elective repair
may be able to obtain Class 1 OML or Class 2, 3, LAPL OSL/ORL/OPL or SSL medical
certification. Those who are older than 65 years, who survive 12 months beyond elective
repair/surgery may be able to obtain Class 2,LAPL OSL, ORL or OPL certification. Emergency
operations may have a higher perioperative mortality however annual risk of incapacitation may
eventually match those who have had elective repairs/surgery after several years. Post
repair/surgery, applicants should be advised by their AME to avoid flying aerobatic/high ‘G’
manoeuvres and may need a limitation with this restriction on their medical certificate.
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Ek-1

Fc/As Thorasic aorta (Ascenden/Arcus/Suprarenal) Aort Anevrizmasinda

Aort Capi (Gergek Olgiim)

Endovasculer tedavi sonrasi 3 ay,

<4cm 4,0-4,5cm 4,6-4,9 cm >5 cm Cerrahi sonras1 6 ay SONRA
Ticari fit fit with fit with UNFIT (*Eger CVE+GXT degerlendirmesi
neticesinde cerrahi endikasyon varsa her
SINIF 1| Akrobasi/Arama Kurtarma SIc OML+TML6 Ay+SSL dlgimde UNFIT) Kardiyolog uygunluk verirse
T fit with
Aort Cap1 (Gercek Olciim) <4cm | 4,0-4,5cm 4,6-5,0 cm >5,1 cm o,\l/”llj/ ISSL
Genel Havacilik fit fit with fit with OML+TMLG6 Ay+SSL | UNFIT (*Eger CVE+GXT degerlendirmesi
TML 12 Qet!_cesmde cerrahi endikasyon varsa her
Simaf 2 fit with olcimde UNFIT) Kardiyolog uygunluk verirse
T APL OSL/ORL/OPL+TML6 Ay+SSL oL omt oL
Simif 3 fit with TML6 Ay+SSL
C omina escenden/inirarena ort Anevrizmasinda
Fc/As_Abdominal/(D den/Inf! 1) Aort Anevri d
Aort Capi (Gergek Olgiim) <4cm | 4,0-4,5cm 4,6-4,9 cm >5 cm ggf::;s::;igsga:y' ;‘3‘;@3 b
Ticari fit fit with fit with UNFIT (*Eger CVE+GXT degerlendirmesi Kardiyolog uygunluk verirse
neticesinde cerrahi endikasyon varsa her fit with
SINIF 1 | Akrobasi/Arama Kurtarma SIC OML+TML6 Ay+SSL oletimde UNFIT) OSL/ORL/OPL
Aort Capi (Gergek Olgiim) <4cm | 4,0-4,5cm 4,6-5,0 cm >5,1 cm
Genel Havacilik fit fit with fit with OML+TML6 Ay+SSL } UNFIT
TML 12 ’f‘Eg?r CVE+G)_(T de':gerlendlrmem - .
Simif 2 fit with neticesinde cerrahi endikasyon varsa her Kardiyolog uygunluk verirse
6lgimde UNFIT it wi
L APL OSL/ORL/OPL+TML6 Ay+SSL clermee oL iomt oL
Simif 3 fit with TML6 Ay+SSL
* GXT:Graded Exercise Stress Test Requirements; CVE: Cardio-Vasculer Examination, EVT:Endovasculer treatment/endovasculer tedavi,  Surgery/Cerrahi
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l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Hipertrofik Kardiyomyopati Hypertrophic Cardiomyopathy

Hypertrophic
cardiomyopathy Unfit pending investigation

\ 4

diagnosed

Cardiology review Shall require:
Medical and family history
Exercise ECG

24 hour ECG

Echocardiogram May require:
Myocardial perfusion scan
Coronary angiogram
Electrophysiologicalstudies(EPS)

Results acceptable

Class 1 OML
Class 2(3, LAPL) unrestricted

Class 2(3, LAPL), OSL (ORL/OPL/SSL)

Follow-up

:x bg )?‘ (g) Rev. 01
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l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Ek-1

As — Hipertrofik kardiyomyopati

Fc - Hypertrophic cardiomyopathy

1) Gereksinimleri karsilamayan sinif 2, 3 veya LAPL basvuru sahiplerinin
sertifikalandirmasi, ORL/OSL/OPL/SSL ile miimkiin olabilir.

1)Certification of Class 2, 3 or LAPL applicants who fail to meet the requirements
may be possible with an ORL/OSL/OPL/SSL.

2) Uzman Kardiyolog tarafindan agiklanamayan bas donmesi veya senkop oykiisii
bulunmamalidir. Ailede erken ani kalkp 6limii dykiisii, ¢ok dikkatli incelenmelidir(bu
sekilde birden fazla 6liim diskalifiye sebebidir)

2) By a cardiological specialist_No personal history of unexplained dizziness or
syncope. A family history of early sudden cardiac death needs to be very carefully
reviewed (more than one such death shall disqualify).

3)Eforlu EKG- Bruce protokolu ve semptom sinirli. En az 9 dakika siireyle yapilmali ve
efora kars1 kan basinci yaniti olmak iizere, 6nemli anomali olmamalidir.

3)Exercise ECG - Bruce protocol and symptom limited. Requirements are at least 9
minutes and no significant abnormality, particularly of the blood pressure response to
exercise.

4) 24 saat EKG Kaydi-Onemli ritm/ ileti bozuklugu olmamalidir. Devamsiz/ devamli
ventrikiiler ritm bozuklugu diskalifiye sebebidir

4)24 Hour ECG - No significant rhythm/conduction disturbance. A non-
sustained/sustained ventricular rhythm disturbance shall disqualify.

5)Ekokardiyografi - Ejeksiyon fraksiyonu %50 veya (st ve duvar hareketinde belirgin
anomali yok. Septal kalinlik, 2,5 cm’den az olmalidir.

5)Echocardiography - Ejection fraction equal to or more than 50% with no significant
abnormality of wall motion. Septal thickness should be less than 2,5 cm.

6)Kardiyoloji raporu, Smnif 1,3 i¢in Medikal Asesor ve Sinif 2 i¢in AME tarafindan
g6zden gecirilecektir. Tetkikleri gérmek gerekebilir ve bu halde mevcut
takipler/filmler/videolar istenebilir. Diger tetkikler (6rnegin miyokard perfiizyon
sintigrafisi/anjiyografi/elektrofizyolojik tetkikler) gerekebilir.

6)The cardiology report will be reviewed by the Medical Assessor for Class 1 and by
the AME for Class 2. It may be necessary to see the investigations, in which case the
actual tracings/films/videos will be requested. Further investigations (e.g. myocardial
perfusion scan/angiography/electrophysiological studies) may be required.

7)Baslangicta senelik olmak (izere periyodik takip. Tetkik, eforlu EKG, 24 saat EKG
kaydi ve ekokardiyografiyi igermelidir. Endike diger tetkikler.

7)Periodic follow-up, initially annual. Investigation shall include an exercise ECG, 24
hour ECG and an echocardiogram. Further investigations as indicated.
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l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Siipheli Koroner Arter Hastahigi Tetkik Streci Investigation Process for Suspected Coronary Artery Disease

Cardiology review Shall require:

Suspected coronary Unfit Exercise ECG or Coronary calcium score (CCS)
artery disease > May require:
* 24 hour ECG,
* Echocardiogram
l CCS1-100
Shall require:
Myocardial perfusion scan, <« Abnormal result Shall require:
MRI perfusion scan Exercise ECG
or stress echocardiogram
Abnormal result
l Normal result

Shall require: Angiogram

Results acceptable to the MA | (note 8)

No significant disease:

Class 1/2/3/LAPL unrestricted

Minor disease:

Class 1 OML / Class 2 (3, LAPL) unrestricted or
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l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Ek-1

As— Siipheli koroner arter hastalik tetkikinde

Fc- Investigation of suspected coronary artery disease

1) Asemptomatik kabul edilebilir min6r hastaligin Sinif 1 sertifikasi, OML gerektirebilir. Boyle
durumlarda Kisitlamasiz Simif 2, 3, LAPL sertifikasinin, diizenlenmesi mimkiindiir; sinir
durumlarinda ise Smif 2, 3, LAPL saglik sertifikasina OSL/ORL/OPL/ SSL kisitlamasi getirilmesi
uygun olabilir.

1) Class 1 certification of asymptomatic acceptable minor disease may require a OML Unrestricted
Class 2, 3, LAPL certification is possible with acceptable minor disease; OSL/ORL/OPL/SSL
restrictions may be appropriate in borderline cases. A normal angiogram (no stenoses >10%) is
compatible with unrestricted certification. Normal bir anjiyogram (stenoz yok >%10) siirsiz
sertifikasyon ile uyumludur.

2) Gogiis agrisi/anjina, nefes darligi, anormal istirahat EKG'si ve/veya kardiyovaskiiler risk
faktorlerinin birikmesi semptomlarini igerir. Semptomsuz Simf 1 pilotlari, MA'nin takdirine bagh
olarak u¢gmaya devam edebilir.

2) Includes symptoms of chest pain/angina, breathlessness, abnormal resting ECG, and/or
accumulation of cardiovascular risk factors. Class 1 pilots without symptoms may continue to fly at
the discretion of the MA.

3)Uzman Kardiyolog tarafindan_ Egzersiz EKG'si - semptom, minimum Bruce Evre 4 veya esdegeri
ile sinirlt olmali, miyokardiyal iskemi veya 6nemli ritim bozuklugu kaniti olmamalidir. Koroner BT
Anjiografi yapilabilir.

3) By a cardiological specialist._Exercise ECG — shoud be symptom limited to a minimum of Bruce
Stage 4 or equaivalent, with no evidence of mycardial ischemi, a or significant rhythm disturbance .

4) 24 saatlik EKG- istirahat veya egzersiz EKG'si; herhangi bir 6nemli ritim bozuklugunu
degerlendirmek i¢in gerekli olabilir.

4) 24 hour ECG- may be necessary to evaluate any significant rhytm disturbance on resting or
exercise ECG.

5) Ekokardiyogram - miyokardiyal yapiy1/fonksiyonu degerlendirmek ve duvar hareketinde 6nemli
bir anormallik bulunmadigini, %50 veya daha fazla LV ejeksiyon fraksiyonu gostermek icin
gerekebilir.

5) Echocardiogram - may be necessary to assess myocardial structure/function and show no important
abnormality of wall motion and a LV ejection fraction of 50% or more.

6) Miyokardiyal perfiizyon taramasi, MRI perfiizyon taramasi veya stres ekokardiyogrami (dobutamin
veya egzersiz) - geri doniistimlii iskemi igin kanit olugturmaz. Geri doniisiimlii iskemi veya sessiz
enfarktiis siiphesi olan vakalar, anatomik ve fonksiyonel kanitlarin uyumlu olup olmadigina karar
vermek i¢in anjiyografik kanit gerektirir.

6) Myocardial perfusion scan, MRI perfusion scan, or stress echocardiogram (dobutamine or exercise)
- showing no evidence of reversible ischaemia. Cases with suspicion of reversible ischaemia or silent
infarction require angiographic evidence to decide if anatomical and functional evidence are
congruent.

7) Anjiyogram - Normalde invaziv bir anjiyogram gerekli olacaktir. Bir BT anjiyogram yapilirsa,
yalnizca koroner kalsiyum skoru 400'den az oldugunda (bu, damarlarin iyi goriintiilenmesini
saglamak i¢indir) ve not 8'de belirtilen anatomik gereksinimler karsilandiginda kabul edilebilir.

7) Angiogram - An invasive angiogram will normally be required. If a CT angiogram is performed it
will only be acceptable when the coronary calcium score is less than 400 (this is to ensure good
imaging of the vessels) and the anatomical requirements stated in note 8 are met.

8) Kardiyoloji raporu, Smif 1 ve 3 i¢cin MA veya Siif 2, LAPL i¢in AME tarafindan incelenecektir.
Incelemeleri gérmek gerekli olabilir, bu durumda gergek traseler/filmler/videolar istenecektir. Daha
ileri tetkikler gerekebilir. Herhangi bir biiyiik damarda %50'den fazla darlik olmamalidir. Vaskiiler
agac i¢inde %30 ile %50 arasinda ikiden fazla darlik kabul edilmemelidir. Tiim koroner damar agaci
degerlendirilecektir (coklu stenozlara 6zellikle dikkat edilmelidir). Sol ana veya proksimal sol 6n inen
koroner arterde %30'dan fazla darlik kabul edilemez.

8) The cardiology report will be reviewed by the MA for Class 1, 3 or AME for Class 2, LAPL. It
may be necessary to see the investigations, in which case the actual tracings/films/videos will be
requested. Further investigations may be required.

There shall be no stenosis more than 50% in any major vessel. More than two stenoses between 30%
and 50% within the vascular tree should not be acceptable. The whole coronary vascular tree shall be
assessed (particular attention should be paid to multiple stenoses). A stenosis greater than 30% in the
left main or the proximal left anterior descending coronary artery should not be acceptable.

9) Yerlesik hastalik igin periyodik takip (normalde y1llik) bir uzman kardiyoloji incelemesini,
kardiyovaskiiler risk degerlendirmesini ve kabul edilebilir bir egzersiz EKG'sini
icerecektir.(yukaridaki not 4'te oldugu gibi)

9) Periodic follow-up (normally annual) for established disease shall include a specialist cardiology
review, cardiovascular risk assessment and an acceptable exercise ECG (as in note 4 above).
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Ek-1

Koroner Arter Hastaligi Coronary Artery Disease

Coronary artery disease including:
* Myocardial infarct

* Coronary artery surgery

* Angioplasty/ stenting

Unfit for 6 months

[

»

Cardiology review Symptoms/treatment/risk factors
An angiogram shall be available

Shall require:

* Exercise ECG

* Echocardiogram

* Perfusion scan (angioplasty/stent /CABG only)
May require:

* 24 hour ECG

Results acceptable

A 4

Operational assessment:

Class 1 OML

Class 2 (3, LAPL ) unrestricted

Class 2 (3, LAPL ) OSL (ORL/OPL/SSL)
Follow-up

K =L = 0
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Ek-1

As— Koroner arter hastaliinda

Fc- Coronary artery disease

1)Sinif 1 yeniden sertifikalandirma, OML gerektirecektir. Tiim incelemeler
tamamlandiktan sonra, Kisitlamasiz Sinif 2, 3, LAPL sertifikasyonu miimkiindiir.
Gereksinimleri tam olarak karsilamayan Sinif 2, 3, LAPL bagvurusahipleri, tatmin edici
bir egzersiz EKG testini (not 4'te oldugu gibi) tamamlamissa OSL/ORL/OPL/SSL ile
yeniden sertifikalandirilabilir. Myokardiyal infarktiis sonrasi yapilan PTCA stent islemi
ve CABG sonrasi tiim saglik sertifika siniflarinda yeniden sertifikalandirma
yapilabilmesi i¢in minumum 6 aylik bir siire gerekir. Bu 6 (Alt1) aylik siire myokardiyal
infarktiis gecirilmeden elektif yapilan PTCA Stent igsleminde, kullanilan stentlerin FDA
ve CE onayi1 bulunmasi durumunda 3 aya kadar kisaltilabilir.

1)Class 1 recertification will require OML Unrestricted Class 2, 3, LAPL certification is
possible having completed all the investigations. Class 2, 3, LAPL applicants not fully
meeting the requirements may be recertificated with OSL/ORL/OPL /SSL having
completed a satisfactory exercise ECG test (as in note 4). A minimum of 6 months is
required for recertification in all health certification classes after CABG and PTCA
stenting after Myocardial infarction. This 6 (six) month period can be shortened to 3
months if the stents used in the elective PTCA Stent procedure without myocardial
infarction have FDA and CE approval.

2)Koroner arter hastaligi; Gogiis agrisi/anjina, nefes darligi, anormal istirahat EKG'si
ve/veya kardiyovaskiiler risk fakt6rlerinin birikmesi semptomlarini igerir. Semptomsuz
Sinif 1 pilotlari, MA'nin takdirine bagl olarak ugmaya devam edebilir.

2)Coronary artery disease itself includes symptoms of chest pain/angina, shortness of
breath, abnormal resting ECG, and/or accumulation of cardiovascular risk factors. Class
1 pilots without symptoms may continue to fly at the discretion of the MA.

3)Uzman Kardiyolog tarafindan_Anjina olmamasi veya anjina ilact kullanilmamasi risk
faktorleri degerlendirilerek ve kabul edilebilir uygun seviyeye diisiiriilecektir. Tiim
basvuranlar, kabul edilebilir sekonder 6nleyici tedavi goriiyor olmalidir.

3)By a cardiological specialist._No angina or anti anginal medication. Risk factors shall
be assessed and reduced to an appropriate level. All applicants should be on acceptable
secondary prevention treatment.

4)Miyokardiyal olay esnasinda ¢ekilen anjiogramda enfarkte alani besleyen bir damar
haricinde, tedavi edilmemis 6nemli bir damarda, herhangi bir damar/arter greftinde veya
anjioplasti/stent bolgesinde %50'den fazla daralma olmamalidir. Vaskiiler agag iginde
%30 ve %50 arasinda ikiden fazla stenoz kabul edilmemelidir. Biitiin koroner vaskiiler
agag degerlendirilecektir (¢oklu stenoz ve/veya goklu revaskiilarizasyonlara 6zellikle
dikkat edilmelidir). Sol ana veya proksimal sol anterior desendan koroner arterde
%30'den biiyiik tedavi edilmemis stenoz kabul edilmemelidir

4)Angiogram - obtained around the time of, or during, the ischaemic myocardial event.
There shall be no stenosis more than 50% in any major untreated vessel, in any
vein/artery graft or at the site of an angioplasty/stent, except in a vessel supplying an
infarct. More than two stenoses between 30% and 50% within the vascular tree should
not be acceptable. The whole coronary vascular tree shall be assessed (particular
attention should be paid to multiple stenoses and/or multiple revascularisations). An
untreated stenosis greater than 30% in the left main or the proximal left anterior
descending coronary artery should not be acceptable.

5) Eforlu EKG - Asgari olarak, Bruce evre 4 veya muadiline gore semptom sinirl
olmal1 ve miyokard iskemi veya énemli ritim bozuklugu belirtisi gdstermemelidir.

5)Exercise ECG - should be symptom limited to a minimum of Bruce stage 4 or
equivalent, with no evidence of myocardial ischaemia or significant rhythm disturbance.
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Ek-1

As— Koroner arter hastaliinda

Fc - Coronary artery disease certification

6) Ekokardiyografi- miyokard fonksiyonu degerlendirilmeli ve duvar hareketinde
onemli anomali gostermemeli LV ejeksiyon fraksiyonu %50 veya daha fazla olmalidir
(ejeksiyon fraksiyonu, stres ekokardiyografi veya miyokard perfuizyon sintigrafisinde
Olciilmiis ise eko gerekli degildir).

6) Echocardiogram - myocardial function shall be assessed and show no important
abnormality of wall motion and a LV ejection fraction of 50% or more (Echo not
required if ejection fraction measured by stress echocardiography or myocardial
perfusion scan).

yalnizca koroner kalsiyum skoru 400'den az oldugunda (bu, damarlarin iyi
goriintliilenmesini saglamak i¢indir) ve not 8'de belirtilen anatomik gereksinimler
karsilantyorsa kabul edilebilir.

7) Anjiyogram - Normalde invaziv bir anjiyogram gerekli olacaktir. BT anjiyogram ise,

7) Angiogram - An invasive angiogram will normally be required. If a CT angiogram is
performed it will only be acceptable when the coronary calcium score is less than 400
(this is to ensure good imaging of the vessels) and the anatomical requirements stated in
note 8 are met.

8) Miyokardiyal perfiizyon taramasi (MPS) - geri doniislii iskemi kanit1 gostermeyen
anjiyoplasti/stentleme/CABG'den en az 6 ay sonra gerekli olacaktir, ancak rutin
prosediir degildir. MPS, miyokard perfiizyonu hakkinda bir siiphe yoksa veya
enfarktisle birlikte anjiyoplasti/stentleme/KABG uygulanmiyorsa, yalnizca miyokard
enfarktiisiinden sonra gereklidir. Miyokardiyal perfiizyon taramasi yerine stres
ekokardiyogrami veya MRI perfiizyonu kabul edilebilir.

8) Myocardial perfusion scan (MPS) - showing no evidence of reversible ischaemia
shall be required at least 6 months after an angioplasty/stenting/CABG, but not
procedure. MPS is only required after myocardial infarction unless there if there is
doubt about myocardial perfusion, or if angioplasty/stenting/ CABG is performed in
association with the infarction. Stress echocardiogram or MRI perfusion may be
accepted in lieu of myocardial perfusion scan.

9)24-saat EKG - Her tiirlii onemli ritm bozuklugu riskini degerlendirmek igin
gerekebilir

9) 24 hour ECG - may be necessary to assess the risk of any significant rhythm
disturbance.

10) Kardiyoloji raporu Medical Assessor (Sinif 1, 3) veya Sinif 2, LAPL i¢cin AME
tarafindan incelenecektir. Incelemelerin goriilmesi gerekebilir, bu durumda gercek
traseler/filmler/videolar istenecektir. Daha ileri tetkikler gerekebilir.

10)The cardiology report will be reviewed by the Medical Assessor (Class 1, 3) or
AME for Class 2, LAPL. It may be necessary to see the investigations, in which case
the actual tracings/films/videos will be requested. Further investigations may be
required.

11) Periyodik takip (ilk 5 yil i¢in en az yilda bir) bir uzman kardiyoloji incelemesini,
kardiyovaskiiler risk degerlendirmesini ve kabul edilebilir bir egzersiz EKG'sini
icerecektir. Semptomlar, belirtiler veya non-invaziv testler kardiyak iskemiye isaret
ediyorsa, her durumda koroner anjiyografi ve/veya miyokardiyal perfiizyon taramasi
(veya esdegeri) her zaman diisiiniilmelidir. Tiim koroner arter baypas greftleme
vakalarinda (Sinif 2, 3, LAPL OSL/ORL/OPL/SSL harig), islemden 5 yil sonra (daha
once yapilmadiysa) bir miyokard perfiizyonu (veya esdegeri) taramasi yapilmalidir.

11)Periodic follow-up (at least annually for the first 5 years) shall include a specialist
cardiology review, cardiovascular risk assessment and an acceptable exercise ECG In
all cases coronary angiography and/or myocardial perfusion scanning (or equivalent)
shall be considered at any time if symptoms, signs or non-invasive tests indicate cardiac
ischaemia. In all cases of coronary artery bypass grafting (except Class2, 3, LAPL
OSL/ORL/OPL/SSL OSL) a myocardial perfusion (or equivalent) scan shall be
performed 5 years after the procedure (if not done before).
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l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Atriyal Fibrilasyon Atrial Fibrilation

Cardiology review
* Blood tests
Unfit | *Exercise ECG
* 24 hour ECG(s)
* Echocardiogram
* Further tests as necessary

Atrial fibrillation

A

Initial results, stroke risk assessment, and treatment acceptable

Class 1 OML
Class 2 (3, LAPL ) Unrestricted

Follow-up results and treatment acceptable (note 3)

INR's on
v

Class 1/2 (3, LAPL ) Unrestricted
Follow-up

x éé )?‘ (g) Rev. 01  Sayfa 27195



l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Ek-1

As - Atriyal fibrilasyonda

Fc — Atrial fibrillation certification

1)Smuf 1 i¢in 2 yillik takipten sonra, yalnizca tek bir orijinal AF epizodu olan ve tekrarlamast
olmayan basvuru sahipleri, Kisitlamasiz Sinif 1 sertifikasi alabilirler. Miiteakip takip, 24 saatlik
EKG ile normal olarak yilliktir.

1)After 2 years follow up for Class 1, only applicants with a single original episode of AF with
no recurrence may be able to achieve unrestricted Class 1 certification. Subsequent follow up
normally annual with 24hr ECG.

2) Uzman Kardiyolog tarafindan;

* Paroksismal, kalict veya daimi ise 6nemli semptom yoksa ve yeterli ileti kontrolii yapilmali,
* Kan testleri - Tiroid fonksiyonunun normal oldugu gézlenmeli

* AF nedeni olarak alkol, minimum karaciger fonksiyon testleri (GGT ve MCV dahil) ile
diglanmali,

* Egzersiz EKG - Bruce protokolii ve mevcut tedaviye maksimum yanitla, semptomlar
geriletilmeli

+ Onemli bir ritim veya iletim anormalligi veya miyokard iskemisi kanit: olmaksizin en az 9
dakika sure izlenmeli

2) By a cardiological specialist_

« No significant symptoms and adequate rate control if paroxysmal, persistent or permanent.

* Blood tests - Thyroid function normal. Alcohol as a cause of AF should be excluded with a
minimum of liver function tests (to include GGT and MCV).

« Exercise ECG - Bruce protocol and maximal effort or symptom limited on current treatment.
* At least 9 minutes with no significant abnormality of rhythm or conduction, nor evidence of
myocardial ischaemia.

24 saat EKG - Birden fazla gerekli olabilir. Asagidaki kriterler karsilanmalidir:

* Sinds ritmindeyse - Uyanikken AF epizodu yok ve >2,5 sn'den fazla duraklama olmadigi,
Ventrikiiler aritmi, karmagsik formlar olmaksizin toplamin >%2'sini aberran atim say1sini
asmadigi,

* Belirlenen AF - RR araligi >300ms ve <3,5s (yani ¢ok hizli ileti siklig1 veya uzun
duraklamalar yok).

* Paroksismal,inatc1 ve kalic1 AF - Yukaridaki gibi art1 siniis ritminin yeniden
yakalanmasindaki en uzun duraklama, uyanikken 2,5 saniyeyi gegmemelidir.

* 24 hr ECG - More than one may be required. The following criteria should be met:

* If in sinus rhythm - No episodes of AF and no pauses >2,5s whilst awake. Ventricular
arrhythmia should not exceed an aberrant beat count >2% of total, with no complex forms.

« Established AF - RR interval >300ms and <3,5s (i.e. no very rapid rates or long pauses).

« Paroxysmal, persistent & permanent AF - As above plus the longest pause on recapture of
sinus rhythm should not exceed 2,5s whilst awake.

» Ekokardiyogram - Belirgin selektif kalp bosluklarinda genisleme, belirgin yapisal fonksiyonel
anormallikler gostermemesi gerekir ve LVEF %50 ve daha fazlasi olmamalidir.

* Diger testler - 24 saatlik tekrar EKG kayitlarini, elektrofizyolojik ¢alismalari, kardiyak MRI,
miyokardiyal perfiizyon taramasini ve/veya koroner anjiyografiyi icerebilir.

Echocardiogram - Should show no significant selective chamber enlargement, or significant
structural or functional abnormality, and an LVEF of 50% or more.

Further tests - May include repeat 24 hour ECG recordings, electrophysiological studies,
cardiac MRI, myocardial perfusion scanning and/or coronary angiography.

3) Smuf 1 ve 3 sertifika sahipleri i¢in kardiyoloji raporu/raporlart Medikal Asesor tarafindan
incelenecektir. Simf 2, LAPL bagvuru sahipleri, Medikal Asesore danigilarak AME tarafindan
yeniden sertifikalandirilacaktir. Incelemeleri gormek gerekebilir, bu durumda gergek izlemeler/
filmler/ videolar/ CD'ler istenecektir.

Risk Degerlendirmesi Atriyal fibrilasyonu olan bagvuru sahiplerine iligkin kardiyoloji raporu,
Avrupa Kardiyoloji Dernegi(ESC) tarafindan yayinlanan kilavuza uygun olarak CHA2DS2Vasc
skorunu ve > 0 ise HASBLED skorunu dikkate alarak antikoagiilasyonun risklerinin/yararlarinin
bir risk degerlendirmesini igermelidir. HASBLED > 3 bireysel degerlendirme gerektirir.

3) For Class 1, 3 certificate holders the cardiology report(s) will be reviewed by the Medical
Assessor. Class 2, LAPL applicants will be re-certificated by the AME in consultation with the
Medical Assessor. It may be necessary to see the investigations, in which case the actual
tracings/films/videos/CDs will be requested.

Risk Assessment The cardiology report on applicants with atrial fibrillation should include a
risk assessment of the risks/benefits of anticoagulation taking into account the CHA2DS2Vasc
score and, if > 0, the HASBLED score in accordance with the guidance published by the
European Society of Cardiology(ESC). HASBLED > 3 requires individual assessment.
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Ek-1

As - Atriyal fibrilasyonda

Fc— Atrial fibrillation certification

Asagida belirtilen sertifikasyon matrisi, riskin asagidaki yonlerine
dayanmaktadir:

a)Atriyal fibrilasyonun neden oldugu embolik inme veya TIA riski
b)Azaltmak icin antikoagiilan almaktan kaynaklanan herhangi bir risk
azalmasinin faydalari 1)

c)Antikoagiilanlarin akut inkapasitasyona neden olabilecek ciddi yan
etkileri

The certification matrix set out below is based on the following aspects of risk:
a)The risk of embolic strokes or TIA’s caused by atrial fibrillation

b)The benefits of any risk reduction due to taking anticoagulants to reduce 1)
¢)The serious side effects of anticoagulants likely to cause acute incapacitation

Saglik Bakanlig artirilmis test/gézetim gerekliliklerine uymalidir.

Note: Warfarin therapy is well established and can be monitored, whereas the Direct (Novel) Oral Anticoagulants (DOACs) are new. While there is some evidence that some of the bleeding
risks are lower in DOACS, longer term experience of the use of these medications is required. All DOACs require monitoring of renal function. Applicants treated with warfarin must comply
with T.C Ministry of Health increased testing/surveillance requirements.

Not: Dogrudan (Yeni) Oral Antikoagiilanlar (DOAC'lar) yeniyken, varfarin tedavisi iyi yapilandirilmistir ve izlenebilir. DOAC'larda bazi kanama risklerinin daha diisiik olduguna dair bazi
kanitlar olsa da, bu ilaglarin kullanimina iligkin daha uzun siireli deneyim gereklidir. Tiim DOAC'lar bobrek fonksiyonunun izlenmesini gerektirir. Varfarin ile tedavi edilen bagvuru sahipleri,

Factor Score Notes Factor Score Notes
Cardiac failure/LV 1 Likely to be unfit Hypertension (BP>160 mm Hg) 1 Likely to be unfit
dysfunction

Hypertension (treated or 1 Abnormal renal and/or liver function (1 point lor2

untreated) each)

Age 65-74 =1, lor2 Stroke or TIA 1

Age>75=2

Diabetes 1 Bleeding tendency

Vascular disease (coronary, 1 Investigate Elderly (>65)

carotid, peripheral)

Female gender 1 Labile INR’s on warfarin 1

Stroke or TIA 2 Likely to be unfit Drugs/med or XS alcohol (1 point each) lor2

K =L = 0
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l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN
Fc — Atrial fibrillation As- Atriyal fibrilasyonda
CHA2DS2Vasc Unrestricted | Classl OML or Unrestricted LAPL | Class2 | LAPL ORL
Class 1 Unrestricted Class2 OSL
0 No . . . .
1 certification Nil anticoagulant treatment acceptable, Anticoagulant Treatment not applicable

2 No certification Anticoagulant

treatment mandatory | Nil anticoagulant treatment acceptable,
anticoagulant treatment acceptable

3 No certification
4&5 No certification

-
c
= o)
% § § Nil anticoagulant treatment acceptable, anticoagulant treatment acceptable
SETS
E8 s
s E

>5 No certification Individual risk assessment of multiple pathology/treatment

1)Acceptable treatment for rhythm control includes sotalol (with QT interval monitoring), bisoprolol or other beta-blocking drugs, digitalis, dronedarone (periodic blood testing required to
check for hepatotoxicity), diltiazem and verapamil. Exceptionally flecainide or propafenone may be used in consultation with the Medical Assessor (with 6 months demonstrated stability).
Amiodarone is normally unacceptable for Class 1, but may be acceptable for Class 2,3,LAPL (maximum dose 200 mg daily, night flying will require an ophthalmological review).

D)Ritim kontrolii igin kabul edilebilir tedavi, sotalol (QT aralig1 izleme ile), bisoprolol veya diger beta bloke edici ilaglar, digitalis, dronedaron (hepatotoksisiteyi kontrol etmek icin periyodik
kan testi gereklidir), diltiazem ve verapamil icerir. Istisnai olarak flekainid veya propafenon, tibbi degerlendiriciye danisilarak kullanilabilir (6 aylik kanitlanmus stabilite ile). Amiodaron
normalde Sinif 1 igin kabul edilemez, ancak Smif 2, 3, LAPL igin kabul edilebilir (giinde maksimum 200 mg doz, gece ugusu oftalmolojik inceleme gerektirir).

2)Acceptable treatment for anticoagulation includes Coumadins e.g. warfarin and members of the Direct Oral Anti Coagulant Class (DAOCS). If a pilot is anti-coagulated with a Coumadin (e.g.
warfarin), 6 months stability of the INR (with at least 4 measurements within the target range) is required. Class 1 certification will require INR testing with a near patient testing device within
12 hours prior to flying and flight is only possible if the INR is within target range. A pilot taking a DOAC without side effects may return to flying at 3 months and renal function must be
monitored. See also Information - Anticoagulant Therapy.

2)Antikoagiilasyon i¢in kabul edilebilir tedavi, Coumadins orn. varfarin ve Dogrudan Oral Anti Pihtilagtirict Smifi (DAOC ler) tiyeleri. Bir pilot bir Coumadin (6rnegin varfarin) ile anti-
pihtilagnmigsa, INR'nin 6 aylik stabilitesi (hedef aralik dahilinde en az 4 6l¢iim ile) gereklidir. Sinif 1 sertifikasyonu, ucustan 12 saat once yakin hasta test cihazi ile INR testi yapilmasini
gerektirecektir ve ugus, yalnizca INR hedef aralik dahilindeyse muimkindlr. Yan etkisi olmayan bir DOAC alan bir pilot, 3 ayda ugmaya ddnebilir ve bébrek fonksiyonu izlenmelidir.

Ayrica bkz. Bilgi - Antikoagilan Tedavi.

3)Initial cardiological follow-up should be 6 monthly to include a minimum of 24 hour ECG monitoring. Subsequent follow-up at the discretion of the Medical Assessor, normally annual
cardiological review with 24hr ECG and echocardiogram. Other tests if clinically indicated.

3)ilk kardiyolojik takip, minimum 24 saatlik EKG izlemesini icerecek sekilde 6 aylik olmalidir. MA takdirine bagh olarak miiteakip takip, normalde 24 saatlik EKG ve ekokardiyogram ile yillik
kardiyolojik inceleme. Klinik olarak belirtilmisse diger testler/m
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Tam Sag Dal Blogu (RBBB)

Complete RBBB Some flying may continue

Cardiology review Shall require:
* Exercise ECG
* 24 hour ECG

\ 4

on resting ECG

* Echocardiogram May require:
* Investigation of coronary arteries

Results acceptable to the MA

\ 4

Class 1 : renewal Unrestricted
Age >40 initial no certificate review 1 year
Age >40 revalidation/renewal OML review 1 year
Class 2/3/LAPL : All unrestricted
Follow-up
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Ek-1

As- Tam Sag dal blogunda (RBBB)

Fc - Complete Right bundle branch block (RBBB)

1) Ilk basvuru sahipleri, kardiyoloji degerlendirmesi tamamlanana kadar tibbi sertifika
almamalidir. Yerlesik pilotlar u¢gmaya devam edebilir (Sinif 1 OML / Simif 2, 3, LAPL
kisitlamasiz) ancak degerlendirme 2 ay i¢inde tamamlanmalidir.

1) Initial applicants should not receive a medical certificate until the cardiology
assessment is complete. Established pilots may continue to fly (Class 1 OML / Class
2, 3, LAPL unrestricted) but the assessment should be completed within 2 months.

2)Bir uzman kardiyolog tarafindan yapilacak tetkikler sunlari icermelidir;

Egzersiz EKG - Bruce protokolii ve semptom sinirli. Gereksinimler en az 9 dakikadir
ve 6nemli EKG (RBBB disinda) veya kan basinci degisiklikleri yoktur.

24 Saat EKG: RBBB disinda 6nemli bir ritim veya iletim bozuklugu yok.
Ekokardiyogram - Yapisal olarak normal kalp ve normal LV ve RV fonksiyonu
(ejeksiyon fraksiyonu > % 50) Yukaridaki incelemelerden herhangi biri anormal ise
daha fazla degerlendirme (6rnegin koroner arterlerin incelenmesi) gerekebilir.

2)By a cardiologist. Investigations shall include: ¢« Exercise ECG - Bruce protocol and
symptom limited. Requirements are at least 9 minutes and no significant ECG (apart
from RBBB) or blood pressure changes.

* 24 hr ECG - No significant rhythm or conduction disturbance apart from RBBB.
 Echocardiogram - Structurally normal heart and normal LV and RV function
(ejection fraction > 50%).

Further evaluation may be required (for example investigation of the coronary
arteries) if any of the above investigations are abnormal.

3)Sinuf 1 basvuru sahipleri i¢in kardiyoloji raporu medikal asesor(MA) tarafindan
incelenecektir. Incelemelerin goriilmesi gerekebilir, bu durumda gergek izleme/ film/
video/ CD'ler istenecektir.

3)For Class 1 applicants the cardiology report will be reviewed by the Medical
Assessor. It may be necessary to see the investigations in which case the actual
tracings/films/videos/CDs will be requested.

4)Tim gereklilikler karsilanirsa, Sinif2,3,LAPL basvuru sahipleri kisitlamasiz saglik
sertifikasi alabilirler. OSL ile sertifikalandirma, yalnizca bazi gereksinimler
karsilanmig bazilar1 kargilanmamigsa miimkiin olabilir.

4)Class 2,3 LAPL applicants can have unrestricted certification if all the requirements
are met. Certification with OSL may be possible if only some requirements are
achieved

5)Ilk kardiyolojik takip, minimum 24 saatlik EKG izlemesini igerecek sekilde 6 aylik
olmalidir. AMS takdirine bagl olarak miiteakip takip, normalde 24 saatlik EKG ve
ckokardiyogram ile yillik kardiyolojik inceleme. Klinik olarak belirtilmigse diger
testler.

5)Pilots with long standing RBBB should expect to be asked to have occasional
cardiology reviews to check that all remains well, particularly if there is a change to
the resting ECG.

6)40 yas ve altindaki (ilk ve temdit/yenileme) Sinif 1 bagvuru sahipleri, kisitlamasiz
sertifikaya sahip olabilir.

40 yasin lizerindeki Sinif 1 ilk bagvuru sahipleri, bir egzersiz EKG'sini igerecek
sekilde bir yilda tatmin edici bir takip incelemesini tamamlamadan
sertifikalandirilamazlar.

Temdit/yenileme i¢in 40 yasin tizerindeki Sinif bagvuru sahiplerinin bir OML'ye ve bir
egzersiz EKG'sini dahil etmek i¢in bir y1l iginde tekrar gdzden gecirmeye ihtiyact
olacaktir. O zaman, herhangi bir degisiklik olmazsa, kisitlamasiz Simif 1 saglik
sertifikasi verilebilir. Birkag yil iginde incomplet RBBB'den complet RBBB'yi
kademeli bir ilerleme varsa, OML i¢in herhangi bir gereklilik olmayacaktir.

6)Class 1 applicants age 40 or under (initial and revalidation/renewal) may have
unrestricted certification.

Initial Class 1 applicants over age 40 cannot be certificated until completing a
satisfactory follow up review at one year to include an exercise ECG.

Class 1 applicants over age of 40 for revalidation/renewal will need an OML and a
review again in a year to include an exercise ECG. At that time an unrestricted
certificate can be issued if there is no change. If there has been a documented gradual
progression from incomplete RBBB to complete RBBB over several years, there will
be no requirement for an OML.
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Sol Dal Blogu (LBBB)
Cardiology review Shall require:
* MPS
* 24 hour ECG(s)
Complete LBBB unfit . * Echocardiogram

on resting ECG

* Over age 40: Investigation of coronary arteries with
Coronary CT or coronary Angiography

May require:

* Electrophysiological studies

Results acceptable

Class 1 OML
Class 2 (3, LAPL) Unrestricted
or OSL(ORL/OPL/SSL)

After 3 years

Unrestricted
Class 1/2/(3, LAPL)
Follow-up
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Rev. 01  Sayfa 33195

Ek-1



l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Ek-1

As- Sol dal blogunda (LBBB)

Fc - Left bundle branch block (LBBB)

1) Smif 1 sertifikasyon - Tatmin edici aragtirmalar, Sinif 1 OML'ye izin verecektir.
Minimum egzersiz EKG'si ile yillik kardiyoloji incelemesi. 3 yillik gdzden gegirme ayrica
24 saatlik bir EKG ve ekokardiyogrami i¢cermelidir. Yeterliyse - Kisitlamasiz Siif 1 saglik
sertifikasi verilebilir. Siuf 1 ik bagvuru sahiplerinin, Smif 1 saglik sertifikasi
diizenlenebilmesi i¢in agagida belirtildigi gibi 3 yillik bir istikrar donemi gostermeleri
gerekecektir.

1) Class 1 certification - Satisfactory investigations will allow Class 1 OML. Annual
cardiology review with a minimum of an exercise ECG. Review at 3 years should also
include a 24 hour ECG and echocardiogram. If satisfactory - unrestricted Class 1 can be
issued. Initial Class 1 applicants will need to show a 3 year period of stability, as above,
before a Class 1 certificate can be issued.

2) Siif 2,3,LAPL sertifikasyonu - Yeterli incelemeler Kisitlamasiz Smif 2'ye izin
verecektir. Ik degerlendirmede koroner arter incelemesi yapilmadiysa, 40 yas {istii Smif 2,
3, LAPL bagvuru sahiplerinin ORL/OSL/OPL/SSL ile sinirlandirilmasi gerekebilir.

2) Class 2, ,3,LAPL certification - Satisfactory investigations will allow unrestricted Class
2. If coronary artery investigation was not done at the initial assessment, Class 2,3, LAPL
applicants over the age of 40 may need to be restricted to ORL/OSL/OPL/SSL.

3)Bir uzman kardiyolog tarafindan yapilacak tetkikler sunlari igermelidir;

Egzersiz EKG - Bruce protokolu ve semptom smirli. Gereksinimler en az 9 dakikadir ve
onemli EKG (LBBB disinda) veya kan basinci degisiklikleri olmamali.

24 Saat EKG: LBBB disinda 6nemli bir ritim veya iletim bozuklugu olmamali.
Ekokardiyogram - Yapisal olarak normal kalp ve normal LV ve RV fonksiyonu (ejeksiyon
fraksiyonu > % 50) Yukaridaki incelemelerden herhangi biri anormal ise daha fazla
degerlendirme (6rnegin koroner arterlerin incelenmesi) gerekebilir.

3)By a cardiologist. Investigations shall include: « Exercise ECG - Bruce protocol and
symptom limited. Requirements are at least 9 minutes and no significant ECG (apart from
LBBB) or blood pressure changes.

24 hr ECG - No significant rhythm or conduction disturbance apart from LBBB.
 Echocardiogram - Structurally normal heart and normal LV and RV function (ejection
fraction > 50%). Further evaluation may be required (for example investigation of the
coronary arteries) if any of the above investigations are abnormal.

4) Koroner arter incelemesi - asagidaki durumlarda gerekli olacaktir:

40 yagsin iizerindeki tiim bagvuru sahiplerinde normalde miyokardiyal perfiizyon taramasi,
stres eko, BT anjiyogram veya kardiyak MRI yeterli olacaktir. Septal perfiizyonun
yorumlanmasinda giigliikklerden kaginmak i¢in farmakolojik stres kullanilmalidir.

4)Coronary artery investigation - shall be required in all applicants over the age of 40. A
myocardial perfusion scan, stress echo, CT angiogram or cardiac MRI will normally be
sufficient. Pharmacological stress should be used to avoid difficulties in the interpretation of
septal perfusion.

5)Elektrofizyolojik ¢alismalar - PR araligi >200 msn ise ve muhtemelen EKG anormal bir
eksen gosteriyorsa yapilmalidir. HV araligi 100 msn'den az olmalidir.

5)Electrophysiological studies - should be performed if the PR interval is
>200 msec, and possibly if the ECG shows an abnormal axis. The HV interval should be
less than 100 msec

6) Sinif 1 bagvuru sahipleri i¢in kardiyoloji raporu Medical Assessor tarafindan
incelenecektir. Incelemeleri gérmek gerekli olabilir, bu durumda gergek
izlemeler/filmler/videolar istenecektir.

6)For Class 1 applicants the cardiology report will be reviewed by the Medical Assessor. It
may be necessary to see the investigations in which case the actual tracings/films/videos
will be requested

7) 3 yillik dénemden sonra takip: uzun suredir LBBB'si olan pilotlar, sol ventrikdil
fonksiyonunu yeniden degerlendirmek i¢in her yil bir ekokardiyograma ihtiya¢ duyacaktir.
Ozellikle dinlenme EKG'sinde herhangi bir degisiklik not edilirse, bazen baska arastirmalar
veya kardiyoloji incelemeleri gerekebilir

7)Follow up after the 3 year period: pilots with long standing LBBB will require an
echocardiogram every years to reassess left ventricular function. Other investigations or
cardiology reviews may occasionally be required, particularly if any changes are noted on
the resting ECG.
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Ventrikiler Ektopik Atim Ventricular Ectopic Beat

Ventricular
premature/aberrant Remains fit unless symptomatic Holter 24 hour ECG recording
beats noted on g (to be performed within one month)
resting ECG

Results acceptable Further investigation indicated (note 1)

Cardiology review

* Exercise ECG

* Echocardiogram

* Cardiac MRI if ectopy originates from right ventricle

Results acceptable

Fit
Class 1/2(3, LAPL )
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Ek-1

As- Ventrikiiler ektopik atim

Fc- Ventricular ectopy

1) Asagidaki arastirmalar 6nemli bir anormallik gosteriyorsa, AMS tarafindan bir
OML/OSL sinirlamasi uygulanmasi gerekebilir. Holter kaydindaki toplam atim
sayisinin >%7,5'1 ektopik atimsa normalde bir OML simirlamasi gerektirir. Periyodik
kardiyolojik inceleme gerekebilir.

1)If the UNDER investigations show a significant abnormality, an OML/OSL limitation
may need to be applied by the Medical Assessor. An ectopic beat count of >7,5% of the
total beat count on Holter recording will normally require an OML limitation. Periodic
cardiological review may be required.

2) Asagidaki durumlarda daha fazla arastirma gerekir:

a) 24 saat i¢inde kaydedilen %2 Ventrikiiler Ektopik Atimlar (VES'ler)
b) siirekli olmayan ventrikiiler tasikardi dahil goriilen karmasik formlar
¢) goriilen uzun bigemine atim kosullari

d) dakikada >20 VES géruldi

2)Further investigation needed if:

a) 2% Ventricular Ectopic Beats (VEBS) recordedin 24 hrs

b) complex forms seen including non-sustained ventricular tachycardia
¢) long runs of bigeminy seen

d) >20 VEBSs per minute seen

3)Bir uzman kardiyolog tarafindan yapilacak tetkikler sunlari igermelidir;

*Egzersiz EKG - Bruce protokolii ve semptom sinirli. Gereksinimler en az 9 dakikadir
ve dnemli EKG veya kan basinci degisiklikleri yoktur.

*Ekokardiyogram - Yapisal olarak normal kalp ve normal LV ve RV fonksiyonu

3)By a cardiologist. The following criteria shall be met:

 Exercise ECG - Bruce protocol and symptom limited. Requirements are at least 9
minutes and no significant ECG or blood pressure changes. Any abnormality may
require further investigation.

e Echocardiogram - Should reveal a structurally normal heart with normal LV/RV
function.

4)Kardiyoloji raporu AME tarafindan incelenecektir. Vakalarin, arastirma sonuglariyla
birlikte Medikal Asesore havale edilmesi gerekebilir (gercek izleme/videolar
istenebilir).

4)The cardiology report will be reviewed by the AME. It may be necessary to refer
cases to the Medical Assessor with the investigation results (the actual tracings/videos
may be requested).

VES(Ventrikuler extra sistol), VEBs(Ventricular Ectopic Beats), VPS(ventrikiler premature sistol) esanlamli olup bu kisaltmalar, ayni anlama gelmektedir.
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Ek-1

Wolff — Parkinson - White (WPW) On Uyarim

Ventricular Cardiology review _
premature/ aberrant Unfit or * No history of arrhythmia Unsatisfactory Unfit
beats noted on resting e — ” *Exercise ECG :
ECG no certificate issue at initial 24 hour ECG (For Ablation, see

* Echocardiogram separate protocol)

Satisfactoy

Class 1 OML(only revalidation / renewal) unsatisfactor
Unrestricted Class 2 (3, LAPL )
Follow-up

Unrestricted Class 1 required
(e.g. initial applicant)

\ 4

Electrophysiology study

Satisfactoy

Class 1/2/3/LAPL
Unrestricted Follow-up
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Ek-1

As- Wolff-Parkinson-White (WPW) 6n uyarim

Fc-Wolff-Parkinson-White (WPW) pre-excitation

1) EPS ¢ahismasi - Rapor, yeterli bir stimiilasyon protokoliiniin onaylanmasi i¢in
Medical Assessor'a sunulmalidir. Siniis hizin1 %25 artirmaya yetecek kadar
izoprenalin/adrenalin inflizyonu icermelidir.

Asagidaki kriterler karsilanmahdir:

» Indiiklenebilir atriyoventrikiiler re-entry tachicardiayeniden giris tasikardisi yok
*Atriyal fibrilasyon sirasinda delta-delta araligi >300 ms ( izoprenalin ile >250 ms)
*Aksesuar yolunun Antegrad refrakter periyodu >300 ms (izoprenalin ile >250 ms)
*Cycle length 1:1 aksesuar yolu iletimi ile dongii uzunlugu >300 ms ( izoprenalin ile
>250 ms)

*Birden fazla yola dair kanit olmamali

Rapor, medikal asesor tarafindan incelenir.

1)EPS study - The report must be made available to the Medical Assessor to confirm an
adequate stimulation protocol. It must include an isoprenaline / adrenaline infusion
sufficient to increase the sinus rate by 25%.

The following criteria shall be met:

*No inducible atrioventricular re-entry tachycardia

*Delta-delta interval during atrial fibrillation >300 ms ( >250 ms with isoprenaline)
eAntegrade refractory period of accessory pathway >300 ms ( >250 ms with
isoprenaline)

*Cycle length with 1:1 accessory pathway conduction >300 ms ( >250 ms with
isoprenaline)

*No evidence of multiple pathways

*The report will be reviewed by the Medical Assessor.

2)Bir uzman kardiyolog tarafindan yapilacak tetkikler sunlar1 icermelidir;
*Hikaye-asikardi veya atriyal fibrilasyonu disiindiiren gegmis yok.

*Egzersiz EKG - Bruce protokolii ve semptom sinirli. Gereksinimler en az 9 dakikadir
ve dnemli EKG veya kan basinci degisiklikleri yoktur.

*Ekokardiyogram - Yapisal olarak normal kalp ve normal LV ve RV fonksiyonu

2)By a cardiologist. The following criteria shall be met:

« No history suggestive of tachycardia or atrial fibrillation.

 Exercise ECG - Bruce protocol and symptom limited. Requirements are at least 9
minutes and no significant ECG or blood pressure changes. Any abnormality may
require further investigation.

 Echocardiogram - Should reveal a structurally normal heart with normal LV/RV
function.

3)Sinif 1 takip, medikal asesoriin takdirinde olacaktir.

3)Class 1 follow up shall be at the discretion of the Medical Assessor
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Tasikardi Kateter Ablasyonu (WPW ve AVNRT hari¢) Tachycardia Catheter Ablation (excluding WPW and AVNRT)

Cardiological review (note 2)

Shall require: Atrial Fibrillation

* Exercise ECG

: No EPS
Catheter ablation Unfit for 2 months_, - * 24 hour ECG
* Echocardiogram
May require (notes 3/4/5):
* Electrophysiological studies (EPS)
Atrial Flutter
Satisfactory EPS

Class 1 OML,
Class 2 (3, LAPL ) unrestricted

Atrial or Ventricular Tachycardia
Possible EPS

\ 4

Class 1 OML,
Class 2 (3, LAPL ) unrestricted

Class 1/2/3/LAPL Unrestricted Follow-up
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Class 2 (3, LAPL)
OSL(ORL/OPL/SSL)/
unrestricted Follow-up
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Ek-1

As — Tasikardi icin kateter ablasyonu (WPW ve AVNRT haric)

Fc — Catheter ablation for tachycardia (except WPW and AVNRT)

1)Atriyal fibrilasyon, atriyal flutter ve atriyal (fokal) ve ventrikiiler tasikardiler i¢in kateter
ablasyonu.

1) Catheter ablation for atrial fibrillation, atrial flutter and atrial (focal) and ventricular
tachycardias.

2)Bir uzman kardiyolog tarafindan yapilacak tetkikler sunlari igermelidir;

*Egzersiz EKG - Bruce protokolii ve semptom sinirli. Gereksinimler en az 9 dakikadir ve
onemli EKG veya kan basinci degisiklikleri yoktur. Bruce evre 4'e ulagilmali ve dnemli bir ritim
veya iletim anormalligi veya miyokardiyal iskemi kanit1 gdsterilmemelidir. Testten 6nce
kardiyoaktif ilaglarin kesilmesi diigiiniilmelidir (atriyal fibrilasyon i¢in beta blokaj1 degil).

24 saatlik ayaktan EKG, 6nemli bir ritim veya iletim bozuklugu géstermemelidir.
*Ekokardiyogram - énemli bir ventrikiil geniglemesi veya 6nemli yapisal veya islevsel
anormallik ve en az %50'lik bir sol ventrikiil ejeksiyon fraksiyonun altinda bir deger
gozlenmemlidir. Kardiyoloji raporu/raporlart Sinif 1, 3 i¢cin MA tarafindan ve Sinif 2, LAPL i¢in
AME tarafindan gézden gegirilecektir. Ikinci Incelemelerin goriilmesi gerekebilir, bu durumda
sonuglarin asil evragi istenecektir.

2)By a cardiologist. Shall include:

 Exercise ECG to the Bruce protocol or equivalent. The test should be to maximum effort or
symptom limited. Bruce stage 4 should be achieved and no significant abnormality of rhythm or
conduction, nor evidence of myocardial ischaemia shall be demonstrated. Withdrawal of
cardioactive medication prior to the test should be considered (not beta-blockade for atrial
fibrillation).

 24-hour ambulatory ECG shall demonstrate no significant rhythm or conduction disturbance.
« Echocardiogram -shall show no significant selective chamber enlargement, or significant
structural or functional abnormality, and a left ventricular ejection fraction of at least 50%. The
cardiology report(s) will be reviewed by the Medical Assessor for Class 1, 3 and the AME for
Class 2, LAPL. It may be necessary to see the investigations, in which case the actual results will
be requested.

3) Atriyal Fibrilasyon: Ablasyon sonras1 EPS NUKSU ONGORMEYEBILIR VE BiR
GEREKLILIK DEGILDIR. Bununla birlikte, nispeten yiiksek tekrarlama riski nedeniyle, Simf
1 bagvuru sahipleri bir OML gerektirir. Kisitlamasiz Sif 1, iki yillik tatmin edici takipten sonra
diigiiniilebilir. Semptomatik preablasyon olan Sinif 2, 3, LAPL bagvuru sahiplerinin
OSL/ORL/OPL/SSL'ye ihtiyac1 olabilir. Takip: genellikle 24 saatlik EKG ile yillik.

3) Atrial Fibrillation: Post ablation EPS may not predict recurrence and is not a requirement.
However, because of the relatively high risk of recurrence, Class 1 applicants require an OML.
Unrestricted Class 1 may be considered after 2 years of satisfactory follow up. Class 2, 3, LAPL
applicants who were symptomatic pre-ablation may need an OSL/ORL/OPL/SSL. Follow-up:
usually annual with 24hr ECG.

4) Atriyal Flutter: Flutter devresinin ortadan kalktigini1 géstermek i¢in ¢ogu durumda ablasyon
prosediriinden 2 ay sonra ablasyon sonrast EPS (¢ift yonli isthmus blogu) gerekli olacaktir.
Atriyal fibrilasyonun miiteakip dngoriilemeyen riski nedeniyle, Sinif 1 bagvuru sahipleri, tatmin
edici bir inceleme ile kaldirilabilecek 1 yillik bir OML'ye sahip olacaktir. Kisitlamasiz Sinif 2, 3,
LAPL saglik sertifikasi, ayrica yillik inceleme ile uygun olabilir.

4) Atrial Flutter: Post ablation EPS (bi-directional isthmus block) will be required in most cases
2 months after the ablation procedure to demonstrate abolition of flutter circuit. Because of the
subsequent unpredictable risk of atrial fibrillation, Class 1 applicants shall have an OML for 1
year, which may be removed with a satisfactory review. Unrestricted Class 2, 3, LAPL
certification may be appropriate, also with annual review.

5) Atriyal ve Ventrikiiler Tasikardi: On ablasyon dncesi 6nemli tasikardi (senkop veya
hemodinamik bozulma) dykiisii olan Sinif 1/2 bagvuru sahipleri, tasikardinin artik indiiklenebilir
olmadigini kontrol etmek i¢in ablasyon sonrast EPS'ye ihtiya¢ duyacaktir. Tiim bagvuru sahipleri
icin (EPS'li veya EPS'siz) Sinif 1 OML ve kisitlamasiz Sinif 2, 3, LAPL sertifikasyonunun 1
yilda gbzden gegirilerek uygun olmasit muhtemeldir. Yeterliyse, OML kaldirilabilir.

5) Atrial and Ventricular Tachycardia: Class 1/2 applicants with a pre-ablation history of
significant tachycardia (syncope or haemodynamic compromise) will require post ablation EPS
to check that tachycardia is no longer inducible. For all applicants (with or without EPS) Class 1
OML and unrestricted Class 2, 3, LAPL certification is likely to be appropriate with review at 1
year. If satisfactory the OML can be removed.

Her durumda, standartlarin kargilanamamas:t OML/OSL /ORL/OPL/SSL ve/veya uzun siireli
takip gerektirebilir.

In all cases, failure to meet the standards may require OML/OSL /ORL/OPL/SSLand/or
extended follow-up.e
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WPW Sendromu ve AVNRT Kateter Ablasyonu

Cardiological review

Shall require:
Catheter ablation Unfit for 2 months | * Exercise ECG No EPS Class 1 OML
For WPW or AVNRT " *24 hour ECG Class 2 (3, LAPL ) unrestricted

* Echocardiogram May require
* Electrophysiological studies (EPS

Follow-up

Satisfactory post-ablation EPS

\ 4

Class 1/2 (3, LAPL ) Unrestricted
Follow-up
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Ek-1

As- WPW sendromu ve AVNRT Kkateter ablasyonunda

Fc — Catheter ablation for WPW syndrome and AVNRT

1)On uyarma (Wolff-Parkinson-White sendromu - WPW) veya atriyo-ventrikiiler nodal yeniden giris
tagikardisi (AVNRT) i¢in kateter ablasyonu.

1)Catheter ablation for pre-excitation (Wolff-Parkinson-White syndrome - WPW) or atrio-ventricular
nodal re-entry tachycardia (AVNRT).

2)Bir uzman kardiyolog tarafindan yapilacak tetkikler sunlar1 igermelidir;

*Egzersiz EKG - Bruce protokolii ve semptom sinirli. Gereksinimler en az 9 dakikadir ve dnemli
EKG veya kan basinci degisiklikleri yoktur. Bruce evre 4'e ulagilmali ve 6nemli bir ritim veya iletim
anormalligi veya miyokardiyal iskemi kanit1 gosterilmemelidir. Testten nce beta blokajinin veya
diger anti-aritmik tedavinin kesilmesi diisiiniilmelidir.

24 saatlik ayaktan EKG, 6nemli bir ritim veya iletim bozuklugu gostermemelidir.
*Ekokardiyogram - 6nemli bir segici oda genislemesi veya 6nemli yapisal veya islevsel anormallik
ve en az %50'lik bir sol ventrikul ejeksiyon fraksiyonu gostermemelidir. Kardiyoloji raporu/raporlart
Smif 1, 3 igin AMS tarafindan ve Simf 2, LAPL icin AME tarafindan gozden gegirilecektir. IKINCI
Incelemelerin goriilmesi gerekebilir, bu durumda fiili sonuglar istenecektir.

2)By a cardiologist. Shall include:

« Exercise ECG to the Bruce protocol or equivalent. The test should be to maximum effort or
symptom limited. Bruce stage 4 should be achieved and no significant abnormality of rhythm or
conduction, nor evidence of myocardial ischaemia shall be demonstrated. Withdrawal of beta
blockade or other anti-arrhythmic treatment should be considered prior to the test.

* 24-hour ambulatory ECG shall demonstrate no significant rhythm or conduction disturbance.
 Echocardiogram shall show no significant selective chamber enlargement, or significant structural
or functional abnormality, and a left ventricular ejection fraction of at least 50%.The cardiology
report(s) will be reviewed by the Medical Assessor for Class 1, 3 and by the AME for Class 2, LAPL.
It may be necessary to see the investigations, in which case the actual results will be requested.

3)Kisitlamasiz Smif 1 sertifikasi almak isteyen adaylar ve 6nemli tagikardi (senkop veya
hemodinamik bozulma) ge¢misi olan herhangi bir basvuru sahibi (Sinif 1/2/3/LAPL), ablasyon
sonrasi tatmin edici bir EPS sonras1 klinige sahip olmalidir:

On uyarim - {zoprenalin/adrenalin 6ncesi veya sonrasi aksesuar yol iletimi kanit1 yok. Ablasyon
oncesi antegrad iletimin mevcut oldugu WPW igin, tatmin edici bir adenosin testi yeterli olabilir.
AVNRT - izoprenalin/adrenalin &ncesi veya sonrasi indiiklenebilir tagikardi yok. Cift yollar ve tek
yankilar kabul edilebilir.

Bu gereksinimlere ulagilamamasi, bir OML/OSL/ORL/OPL/SSL ile bir siire gerektirecek ve asagidaki
not 4'te oldugu gibi takip edilecektir.

3) Applicants seeking unrestricted Class 1 certification and any applicant (Class 1/2/3/LAPL) with a
history of significant tachycardia (syncope or haemodynamic compromise) shall have a satisfactory
post ablation

EPS:

Pre-excitation - No evidence of accessory pathway conduction pre or post isoprenaline/adrenaline.
For WPW where antegrade conduction was present pre-ablation, a satisfactory adenosine test may be
sufficient.

AVNRT - No inducible tachycardia pre or post isoprenaline/adrenaline. Dual pathways and single
echoes are acceptable.

Failure to reach these requirements will require a period with an OML/OSL/ORL/OPL/SSL and
follow up as in note 4 below.

4) Yukaridaki not 2'deki gibi tatmin edici testleri olan ve ablasyon sonrasi EPS yaptirmamayi segen
diger Smif 1 adaylar i¢in bir OML ve takip gerekecektir. 1 yilda tatmin edici bir inceleme,
Kisitlamasiz Sinif 1 sertifikaya izin verebilir.

4)Other Class 1 applicants with satisfactory tests as in note 2 above, who elect not to have a post
ablation EPS will require an OML and follow up. Satisfactory review in 1 year should allow
unrestricted Class 1 certification.

Ablasyon sonrast EPS yaptirmamayi segen diger Siif 2, 3, LAPL bagvuru sahipleri, yukaridaki 2.
notta oldugu gibi tatmin edici testlerle kisitlamasiz bir sertifika alabilirler. Daha fazla inceleme gerekli
olmayabilir. Gereksinimlerin karsilanamamasi bir OSL/ORL/OPL/SSLgerektirebilir.

Other Class 2, 3, LAPL applicants who elect not to have a post ablation EPS may gain an unrestricted
certificate with satisfactory tests as in note 2 above. Further review may not be necessary. Failure to
achieve the requirements may require an OSL/ORL/OPL/SSL.

* AF ya da VES ABLASYONLARINDAN SONRA KONTROL EPS GEREKLI DEGILDIR.

VERILEBILIR.

* SADECE INDUKLENEBILIR ARITMILERIN (AVNRT, AVRT, AT, VT) BASARILI ABLASYONUNDAN SONRA FARMAKOLOJIK PROVOKASYONLU KONTROL EPS ONERILMELIDIR.

+ BASARILI ABLASYON SONRASI ISTIRAHAT (GECICT ELVERISSIZLIK) SURESININ 3 AYDAN 2 AYA INDIRILMESI ONERILMISTIR. BU SURENIN SONUNDA YUKARIDA
BELIRTILDIGI UZERE GEREKIRSE KONTROL EPS YAPILARAK (KONTROL EPS’DE ARITMI INDUKLENMEDIGININ GORULMESI SARTIYLA) UCUSA ELVERISLILIK VERILEBILIR.
«KONTROL EPS’NIN GEREKLI OLMADIGI DURUMLARDA BASARILI ABLASYONDAN 2 AY SONRA HOLTER KONTROLUNDE ARITMI GORULMEZ iSE UCUSA ELVERISLILIK
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Brugada
) ) ) Type 1
Brugada pattern | Cardiological review > UNFIT
seen on ECG N
A
Type 2

(persistent or intermittent)
and asymptomatic

Class 1 OML /
Type 3 Class2 (3, LAPL )Unrestricted
(persistent or intermittent)
and asymptomatic
Satisfactory Unsatisfactory
(ajmaline/flecainide) ('ajmaline/flecainide)
\ 4

Class 1/2 (3,LAPL ) Unrestricted
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Ek-1

Fc - Brugada As- Brugada
Diagnostic criteria for Brugada pattern:
Type 1 Type 2 Type 3
Brugada pattern: ST -
segment J point(noktast) >2 mn_1 >2 mm - - >2 mm Brugada paterni icin tani kriterleri: V1-3
abnormalities in | T Wave (dalgas) Negative Positive or biphasic Positive derivasyonlarinda ST segment anormallikleri
leads V1-V3/ ST-T configuration Coved type(kavisli tip) Eyer sirt1 Saddleback
ST segment (terminal Gradually(yavas yavs azalan) Elevated (yiikseltilmis) > 1 | Elevated <1 mm
kismi

1)Asemptomatik tip 2 vakalar, Stnif 1 OML / Siif 2, 3, LAPL kisitlamasiz olarak u¢gmaya devam
edebilir.

1) Asymptomatic type 2 cases may continue to fly with Class 1 OML / Class 2, 3, LAPL
unrestricted

2) Tip 2 ve 3 vakalarm bir kardiyolog tarafindan incelenmesi gerekir. Sorusturmalar sunlart
icermelidir:

Egzersiz EKG'si: Bruce protokoliine veya esdegerine gore. Test maksimum eforla veya semptomla
sinirli olmalidir. Bruce evre 4'e ulagilmali ve 6nemli bir ritim veya iletim anormalligi veya miyokard
iskemisi kanit1 gosterilmemelidir. Testten dnce kardiyoaktif ilaglarin kesilmesi diistiniilmelidir (atriyal
fibrilasyon i¢in beta blokaj1 degil).

24 saatlik ayaktan EKG: 6nemli bir ritim veya iletim bozuklugu gostermemelidir.
Ekokardiyogram: belirgin segici odacik genislemesi veya 6nemli yapisal veya islevsel anormallik ve
en az %50'lik bir sol ventrikil ejeksiyon fraksiyonu géstermemelidir.

Kardiyak MRG: ARVD'yi diglamalidir.

2) Type 2 and 3 cases need review by a cardiologist. Investigations should include

« Exercise ECG to the Bruce protocol or equivalent. The test should be to maximum effort or
symptom limited. Bruce stage 4 should be achieved and no significant abnormality of rhythm or
conduction, nor evidence of myocardial ischaemia shall be demonstrated. Withdrawal of
cardioactive medication prior to the test should be considered (not beta- blockade for atrial
fibrillation).

« 24-hour ambulatory ECG shall demonstrate no significant rhythm or conduction disturbance.
* Echocardiogram shall show no significant selective chamber enlargement, or significant
structural or functional abnormality, and a left ventricular ejection fraction of at least 50%.

» Cardiac MRI: should exclude ARVD

Kardiyoloji rapor(lar)i Medical Assessor tarafindan incelenecektir. incelemelerin gériilmesi
gerekebilir, bu durumda asil sonuglar istenecektir

The cardiology report(s) will be reviewed by the Medical Assessor for Class 1 and by the AME for
Class 2. It may be necessary to see the investigations, in which case the actual results will be
requested.

3) En az yillik EKG. Bir Uzman kardiyolog tarafindan okunmak tizere Medical Assessor'a sunulmak
iizere yapilan tiim EKG'ler.

3) At least annual ECG. All ECGs performed to be submitted to the Medical Assessor for reading
by a AME cardiologist.

4) Kisitlanmamis Sinif 1 i¢in degerlendirilmek isteyen adaylarin, 5 dakika boyunca 1 mg/kg Ajmaline
veya 15 dakika boyunca 2 mg/kg Flekainid'den (maksimum doz 150 mg) olusan bir zorlama testinden
geemeleri gerekecektir. Fesih endikasyonlari receteyi yazan tarafindan belirlenir; sunlar igerebilirler:
* Tip 1 Brugada EKG'nin Gelisimi

* Tip 2 Brugada EKG'si olan hastalarda ST elevasyonunda 2 mm'ye esit veya daha fazla artis VPB
veya diger aritmilerin gelisimi

* QRS'nin taban ¢izgisinin %30 iizerinde veya buna esit genislemesi

4) Applicants wanting to be considered for unrestricted Class 1 will need to undergo a challenge
test consisting of Ajmaline 1mg/kg over 5 minutes intravenously or Flecainide 2mg/kg over 15
minutes (maximum dose 150 mg). Indications for termination are to be determined by the
prescriber; they may include:

*Development of+A8 Type 1 Brugada ECG

Greater than or equal to 2 mm increase in ST elevation in patients with *Type 2 Brugada ECG The
development of VVPBs or other arrhythmias sWidening of QRS greater than or equal to 30% above
baseline

Kabul edilirse, bagvuru sahipleri kisitlamasiz Sinif 1 igin degerlendirilecektir. Ajmaline veya
Flecainide yarismasi sirasinda Tip 1 degisiklikleri goriiliirse, bagvuru sahibinin not 2'ye uymasi
gerekecektir.

If acceptable, applicants will be considered for unrestricted Class 1. If Type 1 changes are seen
during Ajmaline or Flecainide challenge, the applicant will need to comply with note 2.
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Ek-1

Mitral Kapak Hastahgi Mitral Valve Disease

Fc- Mitral valve Disease

As— Mitral Kapak Hastahgi

1) Arastirma sirasinda OML, SSL (Sinif 1) or OSL, ORL, OPL (Sinif 2, LAPL) SSL (Sinuf 3) ile elverislilik
verilebilir.

1) May require OML, SSL (Class 1) or OSL, ORL, OPL (Class 2, LAPL), SSL (Class 3) whilst under
investigation.

2) Uzman Kardiyolog tarafindan sistolik fonksiyon normal tespit edilmelidir(EF>%50) ve mitral kapak ve
annuler kalsifikasyonu minimal olmalidir. Romatizmal mitral kapak darlig1, Ritm bozuklugu ve Sistemik emboli
Oykdisiiniin olmas: elverigsizlik sebebidir

2) Systolic function should be determined as normal (EF>50%) by a specialist cardiologist and mitral valve
and annular calcification should be minimal. A history of severe rheumatic mitral valve stenosis or arrhythmia
or systemic embolism is disqualifying.

3)Kardiyoloji raporu, Sinif 1 ve 3 igin Medikal Asesor, Sinif 2 ve LAPL i¢in AME tarafindan gézden
gecirilecektir. Tetkikleri gérmek gerekebilir ve bu halde mevcut takipler/filmler/videolar istenebilir. Zor
vakalarda, kardiyologlardan olusan ikinci bir inceleme heyeti toplanacaktir.

3)The cardiology report will be reviewed by the Medical Assessor for Class 1, 3 and AME for Class 2, LAPL.
It may be necessary to see the investigations in whichcase the actual tracings/films/videos will be requested.

4)Mitral Kapak Hastaligina sahip pilotlarin sertifikalandirmasi igin yapilan temel 6l¢tim ekokardiyografi
esnasinda mitral kapak orifis alani, atriyum ve ventrikiil boyutlari, pulmoner arter basincidir.

a) EKO degerlendirmesinde fonksiyonel kapak hastalig1 yoksa veya Minimal Mitral kapak prolapsusunda atriyum
boyutlart normal sinirlarda ise ve bagka anomalisi yoksa elverisli olarak degerlendirilebilir.

b) Sol atrium ¢ap1 40 mm oluncaya kadar orta derecede mitral kapak hastalig1 oldugu kabiil edilir. Sinif 1 pilotlar
i¢in kisitlamali OML ve SSL kisitlamasi onerilirken Sinif 2, 3 ve LAPL i¢in kisitlama gerekmez.

¢) Sol atriyum ¢ap1 40 mm den fazla 45 mm den az, sol ventrikiil sistol sonu ¢ap1 40 mm den az ve sol ventrikiil
diyastol sonu ¢ap1 60 mm den az olan veya EF >50 oldugunda tedavi edilinceye kadar gecici elverissizlik
elverissiz kabiil edilir.

d) Cerrahi veya girisimsel miidale sonrasinda yeniden sertifikasyon i¢in en az 6 ay beklenir. Smmif 1 pilotlar bir
kardiyolog tarafindan degerlendirildiginde, kardiyak fonksiyonlarin tamamen normal oldugu ve tedavi igin
gerekli ilaglarin optimal etki sinirinda tespit edilmesi halinde AMS goriisii ile OML ve SSL kisitlamali olarak
yeniden uygunluk verilebilir. Sinif 2, 3 ve LAPL sahipleri ise sadece kardiyologun goriisiine dayanarak OSL,
ORL, OPL kisitlamali olarak uygun kabul edilebilir. Onerilen sertifikalandirma degerlendirmesi,

4)The principal measurement to determine fitness for certification of pilots with Mitral VValve Disease is mitral
valve area, atrium and ventricular dimensions, and pulmonary artery pressure during echocardiography. The
proposed certification assessment,

a) If there is no functional valve disease in the ECHO evaluation or if the atrial dimensions are within normal
limits in Minimal Mitral valve prolapse and there is no other anomaly, it can be evaluated as fit.

b) Moderate mitral valve disease is considered until the left atrium diameter is 40 mm. Restricted OML and
SSL restriction is recommended for Class 1 pilots, while no restrictions are required for Class 2, 3 and LAPL.
c) If a left atrial diameter is greater than 40 mm less than 45 mm, a left ventricular end-systolic diameter is less
than 40 mm, and a left ventricular end-diastolic diameter is less than 60 mm, or an EF >50, temporary
incapacity is considered unfit until treated.

d) At least 6 months are waited for re-certification after surgery or interventional intervention. When class 1
pilots are evaluated by a cardiologist, if the cardiac functions are found to be completely normal and the drugs
required for treatment are found to be within the optimal range of effect, AMS opinion may be fit with OML
and SSL restrictions. Class 2, 3 and LAPL holders may be considered fit with OSL, ORL, OPL restrictions
based on the cardiologist's opinion only. The proposed certification assessment,

based on European Society of Cardiology(ESC) Guidelines:

Avrupa Kardiyoloji Toplulugu(ESC) Kilavuzlarina dayali olmalidir

LEFT ARTIUM DIAMETER | MITRAL ORIFIS AREA

SEVERITY | CERTIFICATION

>40 mm | 3-4 cm2 Mild Unrestricted(Kisitlamasiz) Class 1/2/3&LAPL
40-44 mm | 1,6-3 cm2 Moderate Class 1 OML/SSL, Class 2,3 & LAPL OSL/ORL/OPL
<44 mm | <1.5cm2 Severe Unfit

Kalp odaciklarinin boyutlariim Viicut Yiizey Alanina (BSA) endekslenmesi, biyiik veya kiiciik BSA
vakalarinda faydali olabilir.

Bununla beraber, her bir vakada diger faktorlerin dikkate alinmasi gerekebilir:

« Sol ventrikiler hipertrofisi

« Azalan sol ventrikiler diyastolik fonksiyon

« Azalan sol ventrikiler ejeksiyon fraksiyonu

« Mitral regurjitasyonu

« Kateter ¢aligmalari esnasinda Slgiilen pulmoner arter basinci, ekokardiyografi ile dl¢iilen tepe
basinglardan daha diistiktiir

Indexing valve area to Body Surface Area (BSA) can be useful in cases of unusually large or small BSA
However, other factors need to be considered in each case, including:

eLeft ventricular hypertrophy,

*Reduced left ventricular diastolic function,

*Reduced left ventricular ejection fraction

* Mitral regurgitation

 Pulmonary artery pressure measured during catheter studies is lower than peak pressures measured by
echocardiography

5)Takip: Orta derecede siddetli olan mitral kapak hastaliklarinda en az yillik ekokardiyografi

5) Follow-up: At least annual echocardiography in moderately severe mitral valve diseases
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Endokardit Endocarditis

Endokardit

l

3 Ay sire ile
ELVERISSizZ

l

Kardiyak Degerlendirme
EKO - EFOR 24 Saat
Ritim Holter Ure -
Kreatinin

l

Simif 1 OML +
TML* Simif 2 OSL +
TML* Simif 3 TML*

LAPL TML*

* 1 yil siiresince 6 ayda bir, sonrasinda yilda 1 takip For one year, every six months, then annually thereafter.
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Veno6z Tromboemboli Derin Ven Trombozu Pulmoner Emboli Deep Vein Thrombosis, Pulmoner Emboli Pulmonary Embolism

Venoz Tromboemboli Derin Ven Trombozu
Pulmoner Emboli

INR Takibi Gerektiren Tedavi ‘/\’ INR Takibi Gerektirmeyen Tedavi

UNFIT (6 Ay) UNFIT (3 Ay)
6 ay icinde en az 4 tanesi normal sinirlarda Bobrek fonksiyonlarinda bozulma olmamali
olmak tzere en az 5 INR takibi INR kontrol uygundur?
D Dimer Trombusun rezoliisyonunu gdsteren Doppler US D Dimer Trombisun rezolisyonunu goésteren Doppler US
Kardiyak Degerlendirme Kardiyak Degerlendirme
Hematoloji Degerlendirmesi Hematoloji Degerlendirmesi
Trombofili paneli Trombofili paneli
FIT * FIT **

Sinif 1 OML ve TML Simif 1 OML ve TML

Simif 2 OSL ve TML Siif 2 OSL ve TML

LAPL TML LAPL TML

Smif 3 TM Siif 3 TML
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Not 1: Aspirin yeterli degildir.

Not 2: Kanama atagi olmamas1 gerekir.

Not 3: Pulmoner Emboli s6z konusu ise pulmoner hipertansiyon (Sisolik basing>30 - Trikuspit kapak doppler hiz1 >2,5m/s) s6z konusu ise ELVERISSIZ
Not 4: Her hangi bir sebep ile antikoagulan tedavi kesilirse AMS tarafindan yeniden degerlendirme yapilir.

Not 5: Ilk y1l 3 ayda 1, Ikinci y1l 6 ayda bir, sonrasinda yillik takip yeterlidir

* Ucuslardan 6nce 10 giin iginde ve her ay en az 1 kez INR takibi. INR takip listesi tutulmali.

** Son 48 saatte ila¢ alim1 unutulursa kisi ugus gorevini yerine getiremez

Note 1: Aspirin alone is not sufficient.

Note 2: There should be no history of bleeding attacks.

Note 3: If Pulmonary Embolism is present and there is pulmonary hypertension (Systolic pressure >30 - Tricuspid valve Doppler velocity >2.5 m/s), it is
UNSUITABLE.

Note 4: If anticoagulant treatment is discontinued for any reason, reevaluation will be carried out by AMS.

Note 5: In the first year, follow-up is required every 3 months, in the second year every 6 months, then annually.

*INR monitoring should be conducted within 10 days before flights and at least once a month. An INR monitoring list should be maintained
**|f medication is missed within the last 48 hours, the individual cannot perform flight duties

9
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Alt Ekstremite Nabiz Yoklugu Kladikasyo Intermittant Absent Lower Extremity Pulse Intermittent Claudication

Alt Ekstremite Nabiz Yoklugu
Kladikasyo Intermittant

|

«— Alt Kstremite Doppler US T

NORMAL ANORMAL
FiT Karotid ve Renal Arter Degerlendirmesi

!

Periferik Arter Hastaligr *

4/\>

: < . - : Tedavi Gerekir Tedavi Gerekmez
*Bu algoritma asagida yer alan hastaliklar i¢in gecerlidir. Valid for:

Alt ekstremite arter hastaliklari, Karotis arter hastaliklari /\

Serebral damar hastaliklari, Mezenterik iskemi, Renal arter hastaliklar1 __,| Basarisiz Tedavi ,  Basarili Tedavi
Lower extremity artery diseases, Carotid artery diseases
Cerebral vascular diseases Mesenteric ischemia Renal artery diseases l ; 5 )
**Kjsilerin uygun koruyucu tedavi aliyor olmalar1 gerekir. UNFIT Kard1yakE[l):eOgeRr lendirme
**Indlv!duzils should be receiving gpproprlatfe prgventlve treatment. Gerekirse KAG, Sintigrafi vb
***Takip stiresiz yillik olarak ilgili hastalik tizerine yapilacak olup l
ilave kardiyak degerlendirme gereklidir. The follow-up should be T . l
: o . edavi L
conducted annually without time limit regarding the relevant _
disease, and additional cardiac evaluation is necessary. l FIT **
Simif 1 OML ve TML***
Basarisiz Simif 2 OSL ve TML***
— LAPL TML ***

Sinif 3 TML***

a
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3. GOZ SAGLIGI VE HASTALIKLARI OPHTHALMOLOGY
3.1. Akademik Tibbi Damisma Kurulu Academic Medical Advisory Board

16.12.2023 tarihinde Sivil Havacilik Genel Miidiirliigii istanbul Tiirk Sivil Havacilik Akademisi ev
sahipliginde ve AMS Koordinatorii Dr.Seckin ELCIN gozetiminde ve Medikal Asesor Dr. Mehmet
Murat KIZIL’1n katkilariyla G6z Sagligi ve Hastaliklar1 alaninda havacilik personeline yonelik ulusal
algoritmalarin olusturulmasi amaciyla bir calistay gergeklestirilmis ve asagida listelenen Akademik
Tibbi Danigsma ve Dokiiman Hazirlama Kurulu tarafindan gergeklestirilen ¢alismalar kapsaminda
Calistay Raporu olusturulmus olup 22.04.2024 tarihinde yayimlanmistir.

A congress was held on December 16, 2023, under the auspices of the Directorate General of Civil
Aviation at the Istanbul Turkish Civil Aviation Academy, supervised by AMS Coordinator Dr. Seckin
ELCIN and with contributions from Medical Assessor Dr. Mehmet Murat KIZIL, to create national
algorithms for aviation personnel in the field of Ophthalmology. The Congress Report was generated
within the scope of the work carried out by the Academic Medical Advisory and Document
Preparation Committee listed below and was published on April 22, 2024.

Prof. Dr. Hasan Fehmi TORE HUTP Baskani
Algoritma Onerimleri- Calistay Bilimsel Baskani
Glokom-Retina Hastaliklart Ve Gorme Alani Degerlendirilmesi

Dr. Ogr. Uyesi Ayse OZPINAR Keratokonus, Katarakt Veya Refraktif Cerrahiler / Goz I¢i
Implantlari
G0z Cerrahileri Ve Sonraki Sureg- Renkli Gérme

Uzm. Dr. Tolga BIRGUL Gorme Keskinligi, Refraksiyon Kusurlar1 /Goézliik / Kontak Lensle
Tashihi

Dog. Dr. Nazim ATA Havacilik Fizyolojisi ve Goz

Dog. Dr. Funda DIKKAYA Sasilik Ve Binokiiler Goriis

Dog. Dr. Ozge Aric1 DUZ NGro-Oftalmolojik Hastaliklar ve MS

Uzm. Dr. Engin DEMIR Monokiilarite

Uzm. Dr. Reyhan Hazal KAPLAN Yaygin Goriilen Goz Hastaliklar

Uzm. Dr. Omer Faruk SAHIN Askeri Havacilik Mevzuati

Uzm Dr. Ali Saib ENGIN Genel Hatlariyla G6z Fizyolojisi Ve Havacilik Oturum Bagkani

Dr. Kadir EREN Goz Hastaliklari- Algoritma Diizenlemesi

Dr. Hiilya DOGAN YEDIKARDASLAR |Goz Hastaliklari- Algoritma Diizenlemesi

3.2. Katkida Bulunanlar Contributions

Sivil Havacilik Genel Miidiirliigii Istanbul Tiirk Sivil Havacilik Akademisi ev sahipliginde
gerceklestirilen galistaya PILVAK, HUTP ve Istanbul Medipol Universitesi, Tez Medikal, Port Clinic,
kuas, AYJET, ERAH destek vermistir. Genel Miidiirliigiimiiz biinyesinde bu rehber dokiimanin
hazirlanmasi hususundaki editoryal ¢alismalara Hava Saglik Birimi personeli Fzt. Emre AKBEN katki
sunmustur.

The congress, held by the Directorate General of Civil Aviation at the Istanbul Turkish Civil Aviation
Academy, received support from PILVAK, HUTP, Istanbul Medipol University, Tez Medikal, Port
Clinic, kuas, AYJET, and ERAH. Editorial work for the preparation of this guidance document done
by Physiotherapist Emre AKBEN who is the one of the AMS personnels.
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3.3. Genel Bilgiler General Information

GENEL BIiLGILER

GENERAL INFORMATION

GOZ MUAYENESI

Periyodik muayeneler kapsamnidaki havacilik g6z muayeneleri sirasinda asgari
asagidaki belirtilen rutin gz muayenesi yapilmalidir. Gérme fonksiyonundaki
bozulmanin ugus emniyeti i¢cin 6nemli bir risk olusturabilecegi kosullar i¢in,
AeMC/AME tarafindan periyodik takibi icin RXO smirlamasint MAe
onermelidir. Kabin Ekibi Uyesi ve Diger Havacilik Personeli icin Smif 2 ve
LAPL standartlar1 ve iyi uygulamalari esas alinir.

EYE EXAMINATION

Routine eye examinations should be conducted during surveillance eye
examinations within the scope of periodic check-ups. For conditions where
deterioration in visual function could pose a significant risk to flight safety, an
RXO restriction for regular monitoring should be recommended by the
AeMC/AME. Standards and best practices for Class 2 and LAPL are applied for
Cabin Crew Members and Other Aviation Personnel.

KAPSAMLI GOZ MUAYENESI

Ik ve yenileme muayenesi ile klinik endikasyon durumunda bir géz uzmani
tarafindan kapsamli gbz muayenesi yapilmalidir. Tiim anormal ve siipheli
vakalar, Go6z Hastaliklari uzmanina yonlendirilmelidir. Kapsamli Goz
Muayenesi sunlar1 igermelidir:

(1) Oykd,

(2) Gorme keskinlikleri - Uzak, yakin, orta goriis (diizeltilmemis ve ihtiyag
duyulursa en iyi optik duzeltme ile)

(3) Refraksiyon kusurunun belirlenmesi,

(4) D1s goz, anatomi, 6n segment ve fundus muayenesi,

(5) Okuler Hareketlilik

(6) Binokuler gorme,

(7) Renkli gorme,

(8) Gorme alani,

(9) Tonometri,

COMPREHENSIVE EYE EXAMINATION

A comprehensive eye examination should be conducted by an eye specialist
during initial and renewal examinations, as well as in cases of clinical indication.
All abnormal and suspicious cases should be referred to an Ophthalmologist.
The Comprehensive Eye Examination should include the following:

(1) History,

(2) Visual acuities - Distance, near, intermediate vision (uncorrected and, if
necessary, with the best optical correction),

(3) Determination of refractive error,

(4) External eye, anatomy, anterior segment, and fundus examination,

(5) Ocular motility,

(6) Binocular vision,

(7) Color vision,

(8) Visual field,

(9) Tonometry,

x b{ *\9. (g) Rev. 01
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(10) Refraksiyon: +2 dioptriden yiiksek hipermetropisi bulunan ve 25 yas
altindaki ilk basvuru sahiplerinin sikloplejide objektif refraksiyon Olgiimleri
yapilmalidir.

(11) Endikasyon halinde G-mCSF degerlendirmesi

(10) Refraction: Objective refraction measurements should be performed with
cycloplegia for first-time applicants under 25 years of age with hypermetropia
greater than +2 diopters.

(11) G-mCSF evaluation if indicated.

RUTIN GOZ MUAYENESI

Rutin bir géz muayenesi sunlar1 icermelidir:

(1) Oyki,

(2) Gorme keskinligi- uzak ve yakin géorme keskinligi (diizeltilmis ve ihtiyag
varsa en iyi optik dizeltme ile),

(3) D1s gbz muayenesi, anatomi, 6n segment ve fundus muayenesi

(4) Klinik endikasyon varliginda daha ileri inceleme

ROUTINE EYE EXAMINATION

A routine eye examination should include the following:

(1) History,

(2) Visual acuity - distant and near visual acuity (corrected and, if necessary,
with the best optical correction),

(3) External eye examination, anatomy, anterior segment, and fundus
examination,

(4) Further investigation in the presence of clinical indication.

Rev. 01
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RAPOR OZELLIKLERIi- OFTALMIK

REPORT SPECIFICATIONS-OPHTHALMIC/

Asagidaki alt basliklar yalnizca rehberlik ve asgari standardizasyon amaghidir.
Kapsamli bir liste olarak alinmamalidir.

The following subheadings are for guidance and minimum standardization
purposes only. They should not be taken as a comprehensive list.

1. Tam (ya da tanilar)
2. Oykii
>Semptomlarin sunulmast

> Durumun dogasi, baslangici ¢evreleyen kosullar, tetikleyici faktorler > Diger
ilgili tibbi, okiiler ve aile 6ykiisii

1. DIAGNOSES

2. HISTORY

> Presentation of symptoms

> Nature of the condition, surrounding circumstances of onset, triggering factors
> Other relevant medical, ocular, and family history

3. Muayene ve tetkik bulgular

> Klinik Bulgular

* Diizeltilmemis gorme keskinlikleri (R, L/ B) - uzak (6 m), orta (1 m) ve yakin
(30-50 cm)

* Diizeltilmis gérme keskinlikleri (R, L/ B) - uzak (6 m), orta (1 m) ve yakin
(30-50 cm) [Sinif 1 ve 3 saglik sertifikas1 Uzak goriis keskinligi, diizeltme ile
veya diizeltmesiz, her bir gézde ayr1 ayr1 0,7 decimal seviyesinde ya da daha iyi
olmal1 ve goriis keskinligi de her iki g6z icin 1,0 decimal seviyesinde ya da daha
iyi olmalidir, Sinif 2 ve LAPL Saglik sertifikas1 Uzak goriis keskinligi, diizeltme
ile veya diizeltmesiz, her bir gézde ayr1 ayr1 0,5 decimal seviyesinde ya da daha
iyl olmal1 ve goriis keskinligi de her iki goz i¢in 0,7 decimal seviyesinde ya da
daha 1yi olmalidir.]

* Refraksiyon

* Genel, Yiiz, adneksiyal yapilar (6rnegin goz kapaklari)

» GOz bebegi

* Kapak testi

* GOz hareketleri

3.EXAMINATION AND INVESTIGATION FINDINGS

> Clinical Findings

* Uncorrected visual acuities (R, L/B) - distance (6 m), intermediate (1 m), and
near (30-50 cm)

» Corrected visual acuities (R, L/B) - distance (6 m), intermediate (1 m), and
near (30-50 cm) [For Class 1 and 3 medical certificates, distant visual acuity,
with or without correction, should be individually 0.7 decimal or better in each
eye and visual acuity should be 1.0 decimal or better for both eyes, For Class 2
and LAPL medical certificates, distant visual acuity, with or without correction,
should be individually 0.5 decimal or better in each eye and visual acuity should
be 0.7 decimal or better for both eyes.]

* Refraction

* General, facial, adnexal structures (e.g., eyelids)
* Pupil examination

o Lid test

* Ocular motility

 Convergence and accommodation

* Stereopsis and fusion

Rev. 01
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*Yakinsama ve Uzak bir nesneden yakina bakildigi zaman goziin goriintiiyli
netlestirmesi.

* Stereopsis ve fuzyon

* Binokiiler tek goriis alani

* Hess testi

« Tlgili oldugunda, tam ortoptik raporu

* Her bir GOz ve Her iki G6z birden -GA Degerlendirmesi (3/3)

1. Glokomu izlemek icin, ideal olarak merkezi statik alanlar Humphrey 24-2

2. NoOro-oftalmolojik durumlari, Humphrey periferik veya norolojik programlari
veya Goldmann kinetik perimetrisini izlemek igin

3.Fonksiyonel agidan, monokiiler ve BGA degerlendirmesi i¢in Esterman BGA
veya Humphrey GA Cihazi kullanilir

* CT veya MRI taramasi gibi arastirmalarin sonuglari
> Kan testi sonuglari
> Diger ilgili testlerin sonuglari

* Binocular single vision field

* Hess test

» When relevant, full orthoptic report

» GA Assessment (3/3) for Each Eye and Binocularly

1. For monitoring glaucoma, ideally central static fields Humphrey 24-2

2. For neuro-ophthalmological conditions, Humphrey peripheral or neurological
programs or Goldmann kinetic perimetry

3. Functionally, Esterman BGA or Humphrey GA Device is used for monocular
and BGA assessment

* Results of investigations such as CT or MRI scans
> Blood test results
> Results of other relevant tests

4. CERRAHI DAHIL TEDAVi

> A. Okiiler ve diger giincel ve yakin ge¢cmisteki ilaglar (isim, doz, baglangi¢ ve
bitis tarihleri, siklig1)

> B. cerrahi

« cerrahi tarihi

+ Kullanilan implantin markas1 ve modeli

» cerrahi sonrasi ilag kullanim durumu

* Erken stabilite saglamak i¢in bir ay arayla en az iki kez 6l¢iilen cerrahi sonrasi
sonug (0rn. kirilma, géz pozisyonu)

(Bagvuran kisi refraktif cerrahi gec¢irmigsse, AeMC/AME’ye bilgi vermelidir.
AeMC/AME, basvuruyu degerlendirip uygun bulmazsa kisiye sertifika
diizenlenmez.)

4. TREATMENT INCLUDING SURGERY

> A. Ocular and other current and recent medications (name, dose, start and end
dates, frequency)

> B. Surgery

» Surgical date

* Brand and model of implant used

» Postoperative medication usage status

* Postoperative outcomes measured at least twice with a one-month interval to
ensure early stability (e.g., refraction, eye position)

(If the applicant has undergone refractive surgery, they must inform
AeMC/AME. If AeMC/AME does not deem the application suitable, a
certificate will not be issued to the individual.
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5. TAKiP VE PROGNOZ
> Beklenen takip/klinik inceleme ve arastirmalarin sikligi
> 1, 5, 10 y1l boyunca stabil seyretmesi

5. FOLLOW-UP AND PROGNOSIS
> Expected frequency of follow-up/clinical examinations and investigations
> Stability over 1, 5, and 10 years

6. KLINIK CIKARIMLAR

> Gorme fonksiyonu tzerindeki etki

> Hastaligin ilerlemesi, tedaviye uyum, ani gorme degisikligi veya ani is
goremezlik riski ile ilgili endiseler

6. CLINICAL IMPLICATIONS
> Impact on visual function

> Concerns related to disease progression, treatment adherence, risk of sudden
changes in vision, or sudden impairment of work

BELIRLI KOSULLAR ICiIN BILGILER

Okdler Hipertansiyon, Glokom ve Pigment Dispersiyon Sendromu
> GA degerlendirmesi

> Optik disk degerlendirmesi

> G0z i¢i basing degerlendirmesi

> On ag1 degerlendirmesi

Keratokonus

> Alinan tedavi belirtilmeli (gozliik, kontakt lens denetimi, ¢apraz baglama,
kornea nakli)

> Kornea topografi degerlendirmesi (renkli kopya)

Vaskuler Durumlar (Arter veya ven tikanikliklari, Amaurosis Fugax)
> Esterman GAlar1 - R, L ve BGA sonuglar1 gerekli

> GIB Ol¢iimii

> Kardiyovaskiiler inceleme sunlart igerir:

» TK, ESR, Trombofili taramasi (endikasyon varsa)

» Temporal arter biyopsisi, karotis Doppler, ekokardiyogram

Phorias ve Tropialar

> Ortoptik rapor gerekli

FOR SPECIFIC CONDITIONS

Ocular Hypertension, Glaucoma, and Pigment Dispersion Syndrome
> GA assessment

> Optic disc evaluation

> Intraocular pressure assessment

> Anterior angle evaluation

Keratoconus

> Treatment received should be noted (glasses, contact lens management, cross-
linking, corneal transplantation)

> Corneal topography evaluation (color printout)

Vascular Conditions (Arterial or venous occlusions, Amaurosis Fugax)
> Esterman GAs - R, L, and BGA results required

> GIB Measurement

> Cardiovascular examination includes:

* BP, ESR, Thrombophilia screening (if indicated)

» Temporal artery biopsy, carotid Doppler, echocardiogram

Phorias and Tropias

> Orthoptic report required
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3.4. Algoritmalar Algorithms

KIRMA KUSURU VE ANIZOMETROPI

Kirma kusuru veya anizometropisi olan bagvuru sahiplerine, tatmin edici goz
muayenesine gore sertifika diizenlenebilir. Asagidaki tibbi durumlardan
herhangi birine sahip olan Smif 1 ve 3 saglik sertifikasi i¢in basvuranlarin
degerlendirmesi G6z Hastaliklar1 Uzmani tarafindan yapilmali ve altta yatan bir
patoloji veya diger okiiler anormallikler olmadigindan emin olunmalidir.
Bagvuru sahipleri tatmin edici goz muayenesi degerlendirmesi sonrast MA'e
yonlendirilir ve vaka bazinda gerekli goriilmesi halinde uygun ksutlamalar ile
saglik sertifikas1 diizenlenebilir.

(1) +5.0 diyoptriyi asan hipermetropi

(ii) -6.0 diyoptriyi asan miyopi,

(iii) 2.0 diyoptriyi asan astigmatizma;

(iiii) 2.0 diyoptriyi asan anizometropi.

Degerlendirme sunlan icerecektir:

> -6.00 diyoptriyi agan miyopi durumlarinda dilate, indirekt oftalmoskopiyi

> 2,00 diyoptriyi asan astigmatizma durumlarinda ilk degerlendirmede ve
periyodik muayenelerde kirma kusurunda 6nemli degisikligin oldugu vakalarda
kornea topografisini

> +5.0 diyoptriyi agsan hipermetropi durumlarinda, kapali acili glokom atagi
riskini degerlendirmek i¢in klinik olarak endike oldugunda gonyoskopi ile goz
ici basinglar1 ve 6n kamara ag¢is1 degerlendirmesi yapilmalidir. Gozliikklerden
olumsuz prizma etkileri olmadigindan emin olmak i¢in fiizyon rezerv testi
yapilmalidir. Altta yatan patolojinin veya diger okiiler anormalliklerin harig
tutulmasina dikkat edilmelidir.

REFRACTIVE ERROR AND ANISOMETROPIA

Certificates may be issued to applicants with refractive errors or anisometropia
based on satisfactory eye examination results.

Evaluation of applicants applying for Class 1 and 3 health certificates with any of
the following medical conditions should be performed by an Ophthalmologist or
under their supervision, ensuring the absence of underlying pathology or other
ocular abnormalities.

Applicants are referred to the MA after evaluation of satisfactory eye examination
results, and health certificates may be issued with appropriate restrictions on a
case-by-case basis if deemed necessary.

(i) Hypermetropia exceeding +5.0 diopters

(if) Myopia exceeding -6.0 diopters

(i) Astigmatism exceeding 2.0 diopters

(iv) Anisometropia exceeding 2.0 diopters.

The evaluation shall include:

> Dilated, indirect ophthalmoscopy in cases of myopia exceeding -6.00 diopters
> Corneal topography in cases of astigmatism exceeding 2.00 diopters at initial
assessment and in cases of significant changes in refractive error during periodic
examinations

> Evaluation of intraocular pressures and anterior chamber angles with
gonioscopy when clinically indicated to assess the risk of acute angle-closure
glaucoma in cases of hypermetropia exceeding +5.0 diopters. Fusion reserve
testing should be performed to ensure no adverse prism effects from glasses.
Attention should be paid to excluding underlying pathology or other ocular
abnormalities.
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KIRMA KUSURU VE ANiZOMETROPI

Smif 1 ve 3 saglik sertifikasi i¢in bagvuranlar agagidaki durumlarda kontakt lens
takmalidir:

(1) hipermetropi +5.0 diyoptriyi asiyorsa,

(i1) anizometropi 3.0 diyoptriyi astyorsa.

Smif 1 ve 3 saglik sertifikas1 basvuru sahipleri i¢in, asagidaki durumlarda G0z
Hastaliklar1 Uzmani tarafindan 5 yilda bir degerlendirmelidir.

(i1) kirma kusuru -3.0 ve -6.0 diyoptri veya +3 ve +5 diyoptri arasindaysa

(i11) astigmatizma veya anizometropinin 2.0 ile 3.0 diyoptri arasinda olmasi
durumunda.

Smif 1 ve 3 saglik sertifikas1 basvuru sahipleri i¢in, asagidaki durumlarda G0z
Hastaliklar1 Uzmani tarafindan 2 yilda bir degerlendirmelidir.

(1) kirma kusuru -6.0 diyoptriden veya +5.0 diyoptriden buyukse;
(i1) astigmatizma veya anizometropinin 3.0 diyoptriyi asmasi.

REFRACTIVE ERROR AND ANISOMETROPIA

Applicants applying for Class 1 and 3 health certificates must wear contact lenses
in the following cases:

(i) if hypermetropia exceeds +5.0 diopters,
(i) if anisometropia exceeds 3.0 diopters.

For applicants applying for Class 1 and 3 health certificates, an evaluation by an
Ophthalmologist must be conducted every five years in the following cases:

(it) if refractive error is between -3.0 and -6.0 diopters or between +3 and +5
diopters,

(iii) if astigmatism or anisometropia is between 2.0 and 3.0 diopters.

For applicants applying for Class 1 and 3 health certificates, an evaluation by an
Ophthalmologist must be conducted every two years in the following cases:

(i) if refractive error is greater than -6.0 diopters or +5.0 diopters,
(i) if astigmatism or anisometropia exceeds 3.0 diopters.

KERATOKONUS

Ik muayenede, ilk defa keratokonus teshisi konulan adaylar elverissiz kabul
edilmeli. Smif 1,2,3 ve LAPL basvuru sahiplerinden daha 6nce keratokonus
tanis1 alip takipli ve progresyonu durmus olan adaylar gerekiyorsa belirli bir siire
elverigsizlik sonrasi RXO kisit1 ile Goz Hastaliklar1 Uzmani tarafindan
yapilacak g6z muayenesinin tatminkar sonu¢ vermesi kosuluyla saglik agisindan
ugusu ve gorevi yapmaya uygun olduklar1 yoniinde degerlendirilebilirler. Sinif
1, 2, 3 ve LAPL saglik sertifikasi i¢cin bagvuran keratokonus tanili kigiler MA'e
yonlendirilmelidir. Gérme gereksinimlerinin gozliik yerine yalnizca kontakt
lenslerle karsilanacagi keratokonus vakalarinda CCL kisitlamasi (Yalnizca
Kontakt Lenslerle Diizeltme) ile saglik sertifikasi diizenlenmelidir. Stabil
hastalik ve gorme diizeltmesi ve tedavisine stabil yanit oldugu durumlarda
sertifikalandirma miimkiindiir. Stabil hastalik agisindan en az 25 yas1 gecilmeli

KERATOCONUS
At the initial examination, candidates diagnosed with keratoconus for the first
time should be deemed

unfit. Applicants for Class 1, 2, 3, and LAPL certificates who have previously
been diagnosed with keratoconus and have undergone follow-up with halted
progression may be evaluated for flight and duty suitability with RXO restrictions
by an Ophthalmologist, provided that satisfactory eye examination results are
obtained. Individuals diagnosed with keratoconus applying for Class 1, 2, 3, and
LAPL health certificates should be referred to the MA. In cases where vision
requirements will be met only with contact lenses instead of glasses in
keratoconus cases, the health certificate should be issued with CCL restrictions
(Correction with Contact Lenses Only). Certification is possible in cases of stable
disease and stable response to vision correction and treatment. For stable disease,
applicants must be at least 25
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ve crosslinking sonrasi en az 2 yil progresyon gostermemelidir. TML daha kisa
bir sertifikasyon suresi gerekir ve RXO diizenli gdz uzmani incelemesi gerekir.
Elverigsiz olunan durumlar: Dikkat dagitan bozulmalar, parlama/haleler,
monokiiler diplopi veya hayalet goriintiiler, Kararsiz refraksiyon, Diizeltilemez
refraksiyon hatasi, kontak lense intolerans, alerjik reaksiyonlar

(6rn. dev papiller konjonktivit), kornea siyriklari, neovaskiilarizasyon ile
komplike olan kontakt lens kullanimi, énemli kornea yara izi, Akut korneal
hidrops riski tasiyan ilerlemis keratokonus, eslik eden genetik hastalik
bulunmasi

Tatminkar g6z muaynesi: 2 yillik takiplerde klinik Ilerlemenin stabil oldugunun
raporlanmasi, muayene bulgular1 tatminkarsa, MA'e gonderilen G6z Raporu
ayrica sunlart icerir: Retina muayenesi, Slit lamp muayenesi, Kornea
topografileri (renkli kopya),G-mCSF degerlendirmesi, Kirma kusuru diizeltme
toleranst,

Tedavi: Herhangi bir miidahalenin / ameliyatin detaylar1 ve Yeniden prognozu
ve takip planini icerir. En az yillik olarak gdzden gecirme gerekli olacaktir.

years old and should not show progression for at least 2 years after cross-linking.
TML requires a shorter certification period and RXO requires regular eye
specialist examinations. Unfit conditions include:

Distracting distortions, glare/halos, monocular diplopia or ghost images, Unstable
refraction, Irreversible refractive error, Contact lens intolerance, allergic reactions
(e.g., giant papillary conjunctivitis), Corneal abrasions, Complicated contact lens
use with neovascularization, Significant corneal scar, Advanced keratoconus at
risk of acute corneal hydrops, Presence of accompanying genetic disease.
Satisfactory eye examination: Reporting of stable clinical progress at 2-year
follow-ups, satisfactory examination findings, and submission of Eye Report to
MA include: Retinal examination, Slit lamp examination, Corneal topographies
(color copies), G-mCSF evaluation, Refractive error correction tolerance,
Treatment: Details of any intervention/surgery and Re-prognosis and follow-up
plan. Annual review will be necessary.

KONJONKTIVIT

Vakalar ayr1 ayr1 degerlendirilmelidir:

* Bakteriyel konjonktivit en yaygin olanidir ve g6z kapaklarin1 ve gérmeyi
etkileyen yogun bir akintiya neden olabilir.

* Alerjik konjonktivit kasintiya, okiiler rahatsizliga neden olabilir ve ayni
zamanda gormeyi de etkileyebilir.

* Viral konjonktivit, bogaz agris1 ve lenfadenopati ile iliskilidir ve bulasicidir,
siklikla genellestirilmis bir viral enfeksiyonla iliskilidir.

Konjonktivit topikal ilaglarla (6rnegin antibiyotik damlalar1) tedavi edilebilir ve
gbzden 6nemli miktarda akinti olmasi veya piiriilan sekresyonlar ¢ok oldugunda
veya topikal ila¢ (6rn. antibiyotik damlalari) uygulamasi ¢ok sik oldugunda

CONJUNCTIVITIS

Cases should be evaluated individually:

* Bacterial conjunctivitis is the most common and can cause intense discharge
affecting the eyelids and vision.

« Allergic conjunctivitis can cause itching, ocular discomfort, and also affect
vision.

 Viral conjunctivitis is associated with sore throat and lymphadenopathy, is
contagious, and often associated with a generalized viral infection.
Conjunctivitis can be treated with topical medications (e.g., antibiotic drops), and
certification may be affected when there is significant discharge from the eyes or
excessive purulent secretions, or when topical medication (e.g., antibiotic drops)
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sertifikasyon Uzerinde etkili olabilir. Topikal g6z merhemleri, uygulamadan
sonra bir slire gdrmenin azalmasina neden olabilir.

Genel olarak, bagvuru sahipleri dikkat dagitic1 veya rahatsiz edici semptomlara
sahip olduklarinda veya uyusukluga neden olabilecek (6rnegin bazi
antihistaminikler) veya goriislerini azaltabilecek bir tedavi alirken

LISANS IMTIYAZLARINI kullanmamali ve AeMC/AMElere basvurmalidir.
Vernal keratokonjonktivit (VKC) tanisi, bir géz uzmanindan durumun
ciddiyetini ve tedavisini ayrintili olarak aciklayan bir rapor gerektirir.
AeMC/AMEler, Sinif 1 veya 3 basvuru sahiplerindeki 6nemli VKC vakalarin
MA e yonlendirmelidir. Smif 2 ve LAPL basvuru sahiplerine ise bir
AeMC/AME tarafindan MA ile istisare edilerek sertifika diizenlenebilir.

application is too frequent. Topical eye ointments may cause temporary reduction
in vision after application.

In general, applicants should not use LICENSE PRIVILEGES when they have
distracting or uncomfortable symptoms or while receiving treatment that may
cause drowsiness (e.g., some antihistamines) or reduce their vision, and should
consult with AeMC/AMEs. Diagnosis of Vernal Keratoconjunctivitis (VKC)
requires

areport from an eye specialist detailing the severity and treatment of the condition.
AeMC/AMEs should refer significant VKC cases in Class 1 or 3 applicants to the
MA. For Class 2 and LAPL applicants, certification may be issued after
consultation with an AeMC/AME and MA.

GOZ KAPAGI ENFEKSIYONLARI

Kirpikli kenarmn iltihabi(BLEFARIT), meibomian gland tikanmasi/kisti
(SALAZYON-kronik) veya external/internal arpactk (HORDEOLUM-AKUT),
rahatsizlifa veya goriliste azalmaya (6rnegin, mekanik pitoz veya indiiklenen
astigmatizma nedeniyle) neden olmadikca normalde saglik sertifika
diizenlenmesine mani degildir. Sicak kompresler, kirpik dibi temizligi ve
gerekirse topikal ilaglarla yapilan topikal tedavi, bagvuru sahibinin gorev siiresi
boyunca sorunlara yol agabilir ve bu nedenle vakalar ayr1 ayr
degerlendirilmelidir.

Salazyonun cerrahi olarak ¢ikarilmasina ihtiya¢ duyan adaylar, AeMC/AMElere
bagvurmalidir.

EYELID INFECTIONS

Inflammation of the eyelid margin (BLEPHARITIS), meibomian gland
blockage/cyst (CHALAZION - chronic), or external/internal sty (HORDEOLUM
- ACUTE) normally do not prevent the issuance of a health certificate unless they
cause discomfort or a decrease in vision (e.g., due to mechanical ptosis or induced
astigmatism). Warm compresses, lid hygiene, and topical treatment with topical
medications, if necessary, can lead to issues during the applicant's duty period,
and therefore cases should be evaluated individually.

Candidates requiring surgical removal of a chalazion should consult

KERATIT (Korneanin iltihaplanmasi)

Keratit tanis1 alan bagvuru sahiplerine durumlar1 diizeldikten ve tedavileri
sonlandiktan sonra gdrme gerekliliklerini sagliyorsa saglik sertifikasi
diizenlenebilir. Sinif 1 ve 3 sahiplerinin, 6zellikle korneada kalan skar mevcutsa
(G-mCSFnin objektif dl¢iimiiniin yapilmasimin degerlendirmesi dahil) bir goz
hastaliklar1 uzmani tarafindan degerlendirilmesi gerekebilir. Sinif 2 ve LAPL
sahipleri, disfotopsi semptomlart mevcutsa G-mCSF degerlendirmesi igin bir
g0z hastaliklar1 uzmanina bagvurmalidir. Altta yatan nedenlere (6rnegin herpes

KERATIT (Inflammation of the Cornea)

Applicants diagnosed with keratitis may be issued a health certificate if their
condition has resolved and they meet the vision requirements after treatment.
Class 1 and 3 holders may require evaluation by an ophthalmologist, especially if
corneal scarring is present (including assessment of objective measurement of G-
mCSF). Class 2 and LAPL holders should consult an ophthalmologist for GmCSF
evaluation if they have symptoms of dysphotopsia. Attention should be paid to
underlying causes (e.g., herpes zoster) and the risk of recurrence. Complex or
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zoster) ve tekrarlama riskine dikkat edilmelidir. Siif 1 veya 3 bagvuru
sahiplerindeki karmasik veya tekrarlayan vakalar, MAe yonlendirilmelidir. Sinif
2 ve LAPL bagvuru sahiplerine ise bir AeMC/AME tarafindan MA ile istisare
edilerek sertifika duzenlenebilir.

recurrent cases in Class 1 or 3 applicants should be referred to the MA. For Class
2 and LAPL applicants, certification may be issued after consultation with an
AeMC/AME and the MA.

ON UVEIT

Tanis1 alan bagvuru sahiplerinde Agri, fotofobi, sulanma, ugusan cisimler
gorme, gérme bulaniklig1 olabilecegi i¢in durumlari diizeldikten ve tedavileri
sonlandiktan sonra saglik sertifikasi diizenlenebilir. Bazen diisiik dozda topikal
tedavi kabul edilebilir. Durum ¢6ziildigiinde veya stabil hale geldiginde Gz
Hastaliklar1 Uzmani raporu gereklidir. Diisiik dozda topikal tedaviye ihtiyag
duyan basvuru sahiplerinin RXO kisit1 ile takibi gerekir. Oftalmoloji raporunda
herhangi bir disfotopsi semptomunun mevcut olup olmadigi belirtilmelidir.
Herhangi bir pozitif semptom, (G-mCSFnin objektif 6l¢limiiniin yapilacagi
durumlarda) bir Go6z Hastaliklar1 Uzmani tarafindan degerlendirilmelidir.
Ozellikle iiveit tekrarliyorsa altta yatan nedenlere (ankilozan spondilit gibi)
dikkat edilmelidir. Siif 1 veya 3 basvuru sahiplerinde kompleks veya
tekrarlayan on iiveit vakast MAe yonlendirilmelidir. Stmif 2 ve LAPL bagvuru
sahiplerine ise bir AeMC/AME tarafindan MA ile istisare edilerek sertifika
dizenlenebilir.

ANTERIOR UVEITIS

Applicants diagnosed with anterior uveitis may be issued a health certificate after
their condition has resolved and treatment has been completed, despite potential
symptoms such as pain, photophobia, tearing, floaters, and blurred vision.
Sometimes, low-dose topical treatment may be acceptable. A report from an
Ophthalmologist is required when the condition is resolved or stabilized.
Applicants requiring low-dose topical treatment should be followed up with RXO
restrictions. Any presence of dysphotopsia symptoms should be indicated in the
ophthalmology report. Any positive symptom should be evaluated by an
Ophthalmologist, especially in cases where objective measurement of G-mCSF
will be conducted. Attention should be paid to underlying causes (such as
ankylosing spondylitis) especially if uveitis recurs. Complex or recurrent cases of
anterior uveitis in Class 1 or 3 applicants should be referred to the MA. For Class
2 and LAPL applicants, certification may be issued after consultation with an
AeMC/AME and the MA.

ARKA UVEIT

Tanis1 alan bagvuru sahiplerinde altta yatan bagka bir hastalik (iltihapli bagirsak
hastalig1, sarkoidoz vb.)olabilir. Arka iiveit tanisi alan basvuru sahiplerinde
Siyah noktalar, ugusmalar, gorme keskinliginde azalma olabilecegi icin
durumlart diizeldikten ve tedavileri sonlandiktan sonra G6z Hastaliklar1 Uzman1
Onerimine gore saglik sertifikasi diizenlenebilir. Bu, herhangi bir sistematik
aragtirmanin sonuglarini i¢ermelidir. Elverislilik degerlendirmesinde gdérme
keskinligi, gorme alanlari, ilag tedavisi ve altta yatan nedenin tanimlanmasi ve
kontrolii dikkate alinmalidir.

Smif 1 veya 3 bagvuru sahiplerinden cerrahiye ihtiya¢ duyan, karmasik veya
tekrarlayan vakalarin sistemik baglantilar1 olmasi halinde yeterli iyilesme

POSTERIOR UVEITIS

Applicants diagnosed with posterior uveitis may have an underlying condition
(such as inflammatory bowel disease, sarcoidosis, etc.). For applicants diagnosed
with posterior uveitis, black spots, floaters and decreased visual acuity may occur,
so a health certificate may be issued after their condition has improved and
treatment has been completed, according to the recommendation of an
Ophthalmologist. This should include the results of any systemic investigation. In
the assessment of fitness, visual acuity, visual fields, medication therapy, and
identification and control of underlying causes should be considered.a
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saglayan vakalar, MAe yonlendirilmelidir ve RXO kisit1 ile takip edilmelidir.
Sinif 2 bagvuru sahipleri, uygun bir degerlendirme yapmadan 6nce herhangi bir
disfotopsi semptomu agisindan sorgulanmalidir ve endiseler varsa G-mCSF
konusunda objektif bir degerlendirme sonra MA ile istisare edilip sertifika
diizenlenebilir.

Cases requiring surgery, having systemic connections in complex or recurrent
cases among Class 1 or 3 applicants, should be referred to the MA for adequate
recovery and followed up with RXO restrictions.

Class 2 applicants should be questioned for any dysphotopsia symptoms before
undergoing appropriate evaluation, and if concerns exist, an objective assessment
of G-mCSF should be made, followed by consultation with the MA for
certification.

OPTIK DiSK DRUSENI

Optik disk druseni kalsifik hyalin birikimi ile karakterize optik sinirin iyi huylu
konjenital anamolisidir. GAninda skotom yapar. Sertifikasyon icin kabul
edilebilir GA ve gorme keskinligi olmali, MAe yonlendirilerek baslangigta RXO
kisitr ile 1(bir) yillik takipler gerekir

OPTIC DISC DRUSEN

Optic disc drusen is a benign congenital anomaly of the optic nerve characterized
by the accumulation of calcified hyaline. It causes immediate scotoma.
Acceptable GA certification and visual acuity should be present, and initial
follow-ups with RXO restriction for 1 (one) yearare necessary, with referrals to
MA.

TRAVMA

T1bbi miidahaleyi gerektirecek kadar siddetli g6z yaralanmalar1 G6z Hastaliklar1
Uzmani raporu gerektirir. Bagvuru sahiplerinde kapali/agik glob yaralanmalarda
durumlart diizeldikten ve tedavileri sonlandiktan sonra G6z Hastaliklar1 Uzmani
Onerimine gore saglik sertifikasi diizenlenebilir. Vakalar ayr1 ayr
degerlendirilmeli ve saglik sertifikasinin gecerliliginin askiya alinmasi
gerekebilir. Sinif 1 ve 3 bagvuru sahiplerinin ayrica, okiiler ortamda kalan
herhangi bir etki (6rnegin korneal yara izi) nedeniyle G-mCSFnin objektif
Olciimiinlin yapilacagi durumlarda bir GOz Hastaliklar1 Uzmani tarafindan
degerlendirilmelidir. Smif 2 ve LAPL basvuru sahiplerinin, uygun bir
degerlendirme yapmadan once herhangi bir disfotopsi semptomu ag¢isindan
sorgulanmali ve endiseler varsa G-mCSF konusunda objektif bir degerlendirme
sonra MA ile istisare edilip sertifika diizenlenebilir. Sinif 1 veya 3 basvuru
sahiplerinden cerrahiye ihtiya¢ duyan, karmasik veya tekrarlayan vakalarin
sistemik baglantilar1 olmasi1 halinde yeterli iyilesme saglayan vakalar, MAe
yonlendirilmelidir ve RXO kisiti ile takip edilmelidir.

TRAUMA

Severe eye injuries requiring medical intervention necessitate a report from an eye
specialist.

Applicants with closed/open globe injuries may have their health certificate issued
according to the recommendation of the eye specialist after their condition has
stabilized and treatments have concluded. Cases should be evaluated individually,
and the validity of the health certificate may need to be suspended. Additionally,
Class 1 and 3 applicants should be evaluated by an Eye Specialist in cases where
there is any residual effect in the ocular environment (such as corneal scarring)
for which objective measurement of G-mCSF (Global Maritime and Aviation
Safety Facility) is warranted. Class 2 and LAPL applicants should be questioned
for any symptoms of dysphotopsia and if concerns exist, after an

objective evaluation of G-mCSF, consultation with MA (Medical Assessor) can
be sought for certification.

Cases requiring surgery, complex, or recurrent cases with systemic implications,
and demonstrating sufficient recovery among Class 1 or 3 applicants should be
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referred to MA and followed with an RXO (Restricted to Ordinary Activities)
restriction.

IZOTREONIN POLITIKASI

Izotretinoin siddetli ve inat¢1 akneler igin ¢ok etkili bir tedavi yontemidir. Tedavi
sirasinda ruh hali degisiklikleri ve depresyon olasiligi ve fotofobi ve gece
korliigii (nyctalopia) ile iligkisi nedeniyle havacilik personeli i¢in Onerilmez.
Ayrica bazi bireylerde gece goriislerinde karanliga adaptasyon siireci kalici
olarak etkilenebilir. Hayvan modelleri, izotretinoinin retina fonksiyonu
tzerindeki etkilerinin, yiksek dozda tedavinin kesilmesinden sonraki birkag¢ gin
i¢inde hizla tersine déndiigiinii gdstermektedir. Izotretinoin kullanirken tibbi
sertifikasyon (Smnif 1, 2, 3 ve LAPL) miimkiin degildir. izotreonin tedavisi
sonlandirildiktan 2 hafta veya daha uzun bir siire sonra AeMC/AME tarafindan
elverislilik degerlendirmesi yapilacaktir.

ILK MUAYENE: Tedaviye 2 hafta veya daha uzun siire ara verilene kadar ILK
MUAYENEY] erteleyin ve ardindan AeMC/AME tarafindan uygun bir
degerlendirme yapin.

YAPILACAK MUAYNEDE: Izotretinoin kullanma ge¢misi olan herkes igin,
diisiik ruh hali ve gece goriisii (6rnegin gece siiriisii) ile ilgili sorular1 da igerecek
sekilde ayrintili bir 6ykii alinmalidir.

Son iki haftada...

* Aydinlik odalardan karanlik ortamlara uyum saglamakta zorluk mu
cekiyorsunuz?

* Ani parlak 1siklarda gozleriniz yoruluyor mu?

* Acik bir gecede yildizlar1 gérmekte zorluk ¢ekiyor musunuz?

» Aksam veya gece araba kullanma konusunda stres, endise veya korkunuz var|
mi1?

» Geceleri renkleri gdrmekte zorluk mu gekiyorsunuz?

* Alisilmadik derecede {lizgiin veya bikkin m1 hissediyorsunuz?

ISOTRETINOIN POLICY

Isotretinoin is a highly effective treatment method for severe and persistent acne.
Due to the possibility of mood changes and depression during treatment, as well
as its association with photophobia and night blindness (nyctalopia), it is not
recommended for aviation personnel. Additionally, the adaptation process

to darkness in night vision may be permanently affected in some individuals.
Animal models have shown that the effects of isotretinoin on retinal function
rapidly reverse within a few days after discontinuation of high-dose treatment.
Medical certification (Class 1, 2, 3, and LAPL) is not possible while using
isotretinoin.

An eligibility assessment will be conducted by AeMC/AME 2 weeks or longer
after the termination of isotretinoin treatment.

INITIAL EXAMINATION: Postpone the INITIAL EXAMINATION until a 2-
week or longer break from treatment, then conduct an appropriate evaluation by
AeMC/AME.

DURING THE EXAMINATION: For anyone with a history of isotretinoin use, a
detailed history should be taken, including questions related to low mood and
night vision (e.g. night driving).

In the past two weeks...

 Have you had difficulty adjusting from bright rooms to dark environments?

* Do your eyes get tired in sudden bright lights?

* Do you have difficulty seeing stars on a clear night?

Do you experience stress, anxiety, or fear about driving at night?

* Do you have difficulty seeing colors at night?

* Do you feel unusually sad or down?

 Have you lost interest in things that used to interest or bring you pleasure?
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» Eskiden ilginizi ¢eken veya size zevk veren seylere olan ilginizi mi
kaybettiniz?

Dogrulanmig bir anket kullanilarak daha kapsamli bir tarama yararli olabilir.
Beck depresyon olcegi, Baer HANDS anketi veya BMJ incelemesinde
savunulan 6 soruluk tarama araci yararh olabilir. Gece goriisiiyle ilgili herhangi
bir endise varsa, sertifika karart vermeden Once daha fazla degerlendirme
yapilmasi gerekecektir.

Bu, gece goriisli iizerinde zararli bir etki olup olmadigini belirlemek igin
elektrofizyolojik testler ve karanlik adaptometri gibi uygun incelemeleri
icermelidir. Pilotun kanitlanabilir bir niktalopiye sahip oldugu tespit edilirse,
ciddiyet derecesine bagli olarak tibbi bir ugus veya simiilator testi gerekli
olabilir. Gece ugusu konusunda endise yaratacak kadar niktalopi kanitlanmis
pilotlar i¢in bir VCL sinirlamasi gerekli olabilir.

A more comprehensive screening using a validated questionnaire may be useful.
The Beck Depression Scale, Baer HANDS questionnaire, or the 6-question
screening tool advocated in the BMJ review may be helpful. If there are any
concerns about night vision, further evaluation will be required before a
certification decision is made. This should include appropriate examinations such
as electrophysiological

tests and dark adaptometry to determine whether there is a harmful effect on night
vision. If it is determined that the pilot has proven nyctalopia, depending on the
severity, a medical flight or simulator test may be necessary. A VCL restriction
may be required for pilots with proven nyctalopia to the extent that it raises
concerns about night flight.

SANTRAL SEROZ RETINOPATI

Tanist alan Sinif 1 ve 3 bagvuru sahiplerinde ancak durumlarn diizeldikten
(genelde 3 ay icerisinde geriler) ve tedavileri sonlandiktan sonra yeniden
sertifikalandirma diistiniilebilir. Durum ¢6ziildiigiinde veya goriiste daha fazla
gelisme beklenmediginde ve gorsel standartlarin karsilanmasi sartiyla havacilik
personeli asemptomatik olmali ve herhangi bir gorme kaybmna uyum
saglamalidir. Onemli gérme keskinligi kaybi durumunda, Géz Hastaliklary
Uzmani raporu ile tek goz Standartalti gérme algoritmasi kullanilarak MA e
sertifikasyon icin yonlendirilmelidir.

* Niiks geligebilir hastalarin %50 sinde bir y1l niiks ortaya ¢ikabilir.

* Esterman GA degerlendirmesi, normalde yeniden sertifikalandirmadan once
gerekli degildir ancak gérmenin keskinliginin azaldig1 veya gorsel bozulmanin
(metamorfopsi) hala mevcut oldugu durumlarda merkezi gérme alanlarinin
degerlendirmesi (makula esigi gibi) gerekli olabilir.

* Eslik eden hastalik ve risk faktorleri agisindan dikkat edilmeli

* Takiplerde OCT ile makula kalinlig1 kontrol edilmelidir.

* RXO kisitr ile Sinif 1 ve 3 saglik sertifikas1 diizenlenebilir.

CENTRAL SEROUS RETINOPATHY

For applicants diagnosed with Central Serous Retinopathy in Class 1 and 3, re-
certification may be considered only after their condition has improved (typically
regressing within 3 months) and treatment has been completed. Aviation
personnel should be asymptomatic and adapt to any visual loss, provided that
visual standards are met. In cases of significant loss of visual acuity, referral to
MAe for certification

using the Single Eye Under Standard algorithm with an Ophthalmologist report
may be necessary.

» Recurrence can occur in 50% of patients within one year.

» Esterman GA assessment is not typically required before recertification, but
evaluation of central visual fields (such as macular threshold) may be necessary
in cases of decreased visual acuity or persistent visual distortion
(metamorphopsia).

« Attention should be paid to accompanying diseases and risk factors.

 Macular thickness should be monitored with OCT during follow-ups.

* Class 1 and 3 health certificates may be issued with RXO restriction.
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* Smif 2 ve LAPL basvuru sahiplerine ise bir AeMC/AME tarafindan MA ile
istisare edilerek RXO kasit1 ile sertifika diizenlenebilir.

e For Class 2 and LAPL

ARKA VITREUS DEKOLMANI

Bu, tamamen vitreus dekolmani oldugunun, retinal tutulumun (retina
yirtilmalari, delikler veya ayrilmalar) bulunmadiginin ve basvuru sahibinin
dikkatini dagitan ucusan cisimlerin veya gérme bozuklugunun bulunmadiginin
dogrulanmasi kosuluyla basvuru sahiplerine saglik sertifikas1 diizenlenebilir.

POSTERIOR VITREOUS DETACHMENT

Health certificates may be issued to applicants with posterior vitreous detachment
provided that it is confirmed to be completely vitreous detachment, without retinal
involvement (retinal tears, holes, or detachments), and there are no distracting
floaters or visual disturbances present.

RETINA DEKOLMANI

Havacilik personeli retina dekolmani tanis1 almissa ugusa elverisli degildir. GOz
Hastaliklar1 Uzmani raporlar1 gerekli olacaktir. Basarili bir tedaviden sonra
yeniden  sertifikalandirma  distiniilebilir. ~ Cerrahi  sonrast  yeniden
sertifikalandirma bireysel olarak degerlendirilebilir. Lazerle basarili bir sekilde
tedavi edilen retina yirtiklarinin, baska bir tedaviye gerek olmadig
onaylandiktan sonra MAe yoOnlendirilmeden sertifikasyon i¢in yeniden
degerlendirilebilir. Gorme islevi iizerindeki etkinin gorsel standartlar
karsilayacak sekilde olmasi kosuluyla sertifikasyon miimkiin olabilir. GAlar1
gereklidir ve normal olmalidir (GA kaybi dahil karmagik durumlarda, Havacilik
GOz uzmani tarafindan yapilan degerlendirmenin ardindan, OML/ SSL ile
saglanan BGA normal olan Smif 1 ve 3 saglik sertifikasi i¢in sertifikalandirma

RETINAL DETACHMENT

Aviation personnel diagnosed with retinal detachment are not fit for flight.
Reports from Ophthalmologists will be required. Recertification may be
considered after successful treatment.

Recertification after surgery will be evaluated on an individual basis. Retinal tears
successfully treated with laser may be re-evaluated for certification without
referral to MAe after confirmation that no further treatment is required.
Certification may be possible if the impact on visual function meets visual
standards. GAs are required and should be normal. In cases of significant GA loss,
certification for Class 1 and 3 health certificates with BGA provided by OML/SSL
after evaluation by an Aviation Eye Specialist may be considered. Cases with

significant GA loss assessed by an Aviation Eye Specialist should follow the
Single Eye Under Standard algorithm for certification. For Class 2 and LAPL
applicants, certification with restriction may be issued after consultation with MA
by an AeMC/AME if necessary.

* A report based on a 3 to 6-month evaluation from the eye surgeon who performed
the surgery should be obtained.

* This report should include all details regarding the procedure and particularly
specify if any medical gas was used;

* Postoperative recovery should be complete.
» Esterman GA test should be provided along with current visual acuities.
* OCT of the macula and RNFL should be performed if necessary.

diistiniilebilir. Havacilik G6z uzmani tarafindan yapilan degerlendirmede 6nemli
GA kaybi olan vakalar, Tek gozde Standartalti goriis sertifikalandirma
algoritmasi takip edilmelidir. Smif 2 ve LAPL bagvuru sahiplerine ise bir
AeMC/AME tarafindan MA ile istisare edilerek gerekli ise kisitlama ile sertifika
dizenlenebilir.

* Cerrahi gerceklestiren géz doktorundan 3 aylik -6 aylik bir degerlendirmeye
dayal1 bir rapor alinmalidir.

* Bu rapor, islemle ilgili tiim detaylar1 icermeli ve 6zellikle herhangi bir tibbi
gazin kullanilip kullanilmadigini belirtmelidir;

* Postoperatif iyilesme tam olmali
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* Giincel gorme keskinlikleri ile Esterman GA testi saglanmalidir.

* Gerektiginde OCT makula ve RNFL yapilmalidir

* Rapor, postoperatif goz hareketi sorunlarinin (vitrektomi disinda) olmadigini
onaylamali

» Siif 1 ve 3 bagvurusahipleri i¢in, yeniden sertifikalandirma diisiiniilmeden
once bir Havacilik Gz

Hastaliklar1 Uzmani tarafindan bir degerlendirme ile MAe yonlendirilmelidir.

* Lazer retina tedavisini takiben yeniden sertifikalandirma, 3 ay sonra iyilesme
tamamlandiktan sonra ve bir cerrah raporu ile tedavi sonrasi Esterman GAlari
saglandiginda diisiiniilebilir (liitfen gérme alanlarina iligskin kilavuza bakiniz)

* Smif 1 ve 3 basvuru sahipleri i¢in RXO, TML kisitlamalar ile diizenli olarak
g6z doktoru takibi saglanmalidir.

Sinif 2 ve LAPL bagvuru sahiplerine ise bir AeMC/AME tarafindan MA ile
istigsare edilerek sertifika diizenlenebilir.

 The report should confirm the absence of postoperative eye movement issues
(aside from vitrectomy).

 For Class 1 and 3 applicants, an evaluation by an Aviation Eye Specialist with
referral to MAe should be done before considering recertification.

* Recertification after laser retinal treatment may be considered after 3 months
when recovery is complete and post-treatment Esterman GAs are provided with a
surgical report (please refer to the guide on visual fields).

 For Class 1 and 3 applicants, regular follow-up with an eye doctor should be
ensured with RXO and TML restrictions.

For Class 2 and LAPL applicants, certification may be issued after consultation
with MA by an AeMC/AME.

MAKULANIN EDINILMIiS BOZUKLUKLARI

(Yasa bagh, Diabetik / Hipertansif Retinopati, Makula deligi, Epiretinal
Membran)

Retina druseni takip gerektirir. Metamorfopsi veya gorme keskinliginin
standartlarin altina diigmesi durumunda, havacilik personeline saglik sertifikasi
diizenlenmesi uygun degildir. G6z muayene raporlar gereklidir. Havacilik
personeli asemptomatik ve herhangi bir gérme kaybina iyice adapte olmussa
bireysel bazda yeniden sertifikalandirma diisiiniilebilir. Onemli goérme
keskinligi kaybi durumlarinda, tek goz Standartalti gorme algoritmasi
kullanilarak sertifikalandirma diistiniilebilir.

« Sertifika sahipleri, makuler bozukluklar gérme seviyelerini kabul edilebilir
siirlarin altina diigiirmeden 6nemli bir metamorfopsi yapabilir, bu nedenle tani
konuldugunda uygun kabul edilmemelidir.

* Romatoid artrit veya sitma gibi sistemik bozukluklarin tedavisinde ilacin yan
etki potansiyeli dikkate alinmalidir

ACQUIRED DISORDERS OF THE MACULA

(Age-related, Diabetic/Hypertensive Retinopathy, Macular Hole, Epiretinal
Membrane)

Retinal drusen requires monitoring. If metamorphopsia or a decrease in visual
acuity below standards occurs, issuing a health certificate to aviation personnel is
not appropriate. Eye examination reports are necessary. Recertification on an
individual basis may be considered if aviation personnel are asymptomatic

and have thoroughly adapted to any visual loss. In cases of significant loss of
visual acuity, certification using the Single Eye Under Standard algorithm may be
considered.

» Certificate holders with macular disorders can have significant metamorphopsia
without reducing their

vision levels below acceptable limits, so they should not be considered suitable
when diagnosed.
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* Merkezi GAlar1 gerekebilir.

* G6z uzmani raporlar1 alindiginda uygunluk tekrar degerlendirilebilir.

* Saglik durumu genis bir spektrumda oldugundan, uygunlugun geri kazanilmasi
bireysel olarak ele alinacaktir.

» OCT, FFA gibi ek tetkikler gerekli olabilir

* Simif 1 ve 3 basvuru sahipleri, G6z Hastaliklart Uzman1 degerlendirmesi
sonrast MAe yonlendirilmelidir,

* Simif 2 ve LAPL bagvuru sahiplerine ise bir AeMC/AME tarafindan MA ile
istigsare edilerek sertifika diizenlenebilir.

* Gerekli durumlarda tek goz Standartalt1 gérme algoritmasi kullanilarak, RXO,
TML, OML/OSL/ORL/OPL/ SSLkisitlamalari ile sertifika diizenlenebilir.

* Retinal vaskiiler hastaliklar, muhakkak kardiovaskiiler risk degerlendirmesi
i¢in danigman kardiyologa yonlendirilmelidir

* The potential side effects of medication in the treatment of systemic disorders
such as rheumatoid arthritis or malaria should be considered.

* Central GAs may be required.

» Eligibility can be reassessed when eye specialist reports are obtained.

 As health status varies widely, regaining eligibility will be addressed on an
individual basis.

 Additional examinations such as OCT, FFA may be necessary.

* Class 1 and 3 applicants should be referred to MAe after evaluation by an Eye
Specialist.

» For Class 2 and LAPL applicants, certification may be issued after consultation
with MA by an AeMC/AME.

e Certification with RXO, TML, OML/OSL/ORL/OPL/SSL restrictions may be
issued using the Single Eye Under Standard algorithm in necessary cases.

 Retinal vascular diseases must be referred to a consulting cardiologist for
cardiovascular risk assessment in all cases.

GLOKOM

ILK MUAYENEDE: Glokom Tanis1 alinmissa Stabilse, havacilik personeli 40
yas iizerindeyse, stabil acik acili glokomsa, okuler hipertansiyonsa, daha 6nce
yag iridotomi yapilmis ac1 kapanmasi glokomu ise(Sekonder glokom ve normal
tansiyonlu glokom durumunda saglik sertifikasi diizenlenemez), sinir hasari
olmamali, trabekiilektomi cerrahisi gegirmemeli, tedavide Prnoglandin analogu,
CAl, B-Blokor ve alfa-agonistler kullanilmigsa, tedavide pilokarpin ve
sikloplejik ajanlar, oral tdv kulllanilmamissa, tedaviye bagli yan etki
gelismemisse, GIB 23 mmHg altindaysa, GA defekti yoksa, kabul edilen gérme
alan testleri Humphrey 24-2, 30-2 ve octopus olup konfrontasyon ile
degerlendirme kabul edilmemelidir.

TEMDIT / YENILEME MUAYENESINDE: Glokom tanisi alan havacilik
personeli, AeMC/AMEye bu durumu bildirmelidir. Smif 1 ve 3 vakalari,
AMS’ye yonlendirilmelidir ve Siif 2 ve LAPL sertifika sahiplerit AMS ile

GLAUCOMA

INITIAL EXAMINATION: If diagnosed with glaucoma and stable, if aviation
personnel are over 40 years old, if it is stable open-angle glaucoma, ocular
hypertension, if previous angle-closure glaucoma has been treated with iridotomy
(Health certificate cannot be issued in cases of secondary glaucoma and
normaltension glaucoma), there should be no nerve damage, no history of
trabeculectomy surgery, if prostaglandin analogs, CAls, beta-blockers, and alpha-
agonists have been used in treatment, if pilocarpine and cycloplegic agents have
not been used in treatment, if there are no treatment-related side effects, if IOP is
below 23 mmHg, if there is no visual field defect, accepted visual field tests should
be Humphrey 24- 2, 30-2, and octopus, and evaluation with confrontation should
not be accepted.

SUSPENSION / RENEWAL EXAMINATION: Aviation personnel diagnosed
with glaucoma must report this to AeMC/AME. Class 1 and 3 cases must be
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goriiserek AeMC/AME tarafindan degerlendirilmelidir. GA, OCT RNFL,
Kornea kalinlig1 sonuglarini i¢eren rutin takip raporlari gereklidir. (RXO, TML).
Tek gozde azalmis géorme veya GA defekti olan bagvurular, standartaltt goriis
gereksinimleri dogrultusunda uygun bir degerlendirme icin kabul edilebilir
olabilir. (Sinif 1 ve 3 MA’e yonlendirilmeli, Sinif 2 ve LAPL MA ile istisare
edilerek sertifika diizenlenmeli), Her iki gézde glokom vakalarinda, iki goziin
gbrme alanlar1 normal olmalidir. Esterman monokiiler ve binokiiler alanlar
gereklidir.

referred to AMS, and Class 2 and LAPL certificate holders must be evaluated by
AeMC/AME in consultation with AMS. Routine follow-up reports including GA,
OCT RNFL, and corneal thickness results are required. (RXO, TML).
Applications with decreased vision or GA defects in one eye may be considered
for appropriate evaluation in line with substandard vision requirements. (Class 1
and 3 should be referred to MA, Class 2 and LAPL should be certified after
consultation with MA). In cases of glaucoma in both eyes, the visual fields of both
eyes should be normal. Esterman monocular and binocular fields are required.

GLOKOM

TEMDIT / YENILEME MUAYENESINDE GLOKOM CERRAHISI
GECIRILMISSE: Glokom cerrahisi geciren havacilik personeine saglik
sertifikas1 diizenlenmez. Yeniden sertifikasyon bireysel bir degerlendirme
temelinde yapilir. Trabekiilektomi ve external glokom cihazlar yerlestirilmesi
ve Stentleme operasyonundan 6 Hafta sonra, selektif lazer veya laser
trabekiiloplastiden 1 hafta sonra yeniden sertifikalandirma disiintilebilir.
Operasyonu gergeklestiren gdz doktorunun, tedavi ile ilgili detaylar, mevcut
yonetim, tedavi ve takip plan1 havacilik personeli tarafindan AMEye
sunulmalidir. Havacilik personeli cerrahi sonrasi uzak ve yakin gérme
keskinlikleri ile giincel GA ve OCT RNFL sonuglar1 hakkinda kapsamli bir
rapor sunulmasi gerekmektedir. Sinif 1 ve 3 tibbi sertifikasina sahip bireyler
icin, yeniden sertifikasyon oncesinde bir Goz Hastaliklart Uzmani tarafindan
yapilan bir degerlendirme gerekebilir. MA yonlendirilmelidir. Sinif 2 ve LAPL
basvuru sahiplerine ise bir AeMC/AME tarafindan MA ile istisare edilerek
sertifika diizenlenebilir.

TEMDIT / YENILEME MUAYENESI PRIMER ACI KAPANMASI
GLOKOMU MEVCUTSA: Primer/sekonder dar agili glokoma sahip
bagvurular, a¢1 kapanma atagi riski nedeniyle, siddetli agri, bulanti, bulanik
gorme, haleler, epifora veya iridoparesisin etkileri nedeniyle reddedilir.

* Santral ven tikaniklig1 gelisebilir.

GLAUCOMA

IF GLAUCOMA SURGERY HAS BEEN UNDERGONE AT SUSPENSION
| RENEWAL EXAMINATION: Health certificates will not be issued to aviation
personnel who have undergone glaucoma surgery. Recertification will be based
on individual assessment. Recertification may be considered 6 weeks after
trabeculectomy and placement of external glaucoma devices and Stenting surgery,
and 1 week after selective laser or laser trabeculoplasty. Details of treatment,
current management, treatment, and follow-up plan by the eye doctor performing
the surgery must be presented to the AME by aviation personnel. Comprehensive
reports on distant and near visual acuities, current GA, and OCT RNFL results
after surgery must be provided. For individuals holding Class 1 and 3 medical
certificates, an evaluation by an Eye Specialist may be required before
recertification. Referral to MA is necessary. For Class 2 and LAPL applicants,
certification may be issued after consultation with MA by an AeMC/AME.

IF PRIMARY ANGLE-CLOSURE GLAUCOMA IS PRESENT AT
SUSPENSION / RENEWAL EXAMINATION:

Applications with primary/secondary angle-closure glaucoma are rejected due to
the risk of angle closure attack, severe pain, nausea, blurred vision, halos,
epiphora, or effects of iridoparesis.

» Central vein occlusion may develop.
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* Ancak, bagvurudan 3 aydan daha uzun siire 6nce yapilmis olan iridektomi veya
iridotomi gibi miidahaleler tatmin edici bir sekilde ger¢eklestirildiyse, rekiirrens
oraninin kabul edilebilir diizeyde oldugunu dogrulandig: siirece sertifikasyon
icin degerlendirilebilir.

AMS onay1 ve RXO kisitlamasi ile elverislilik diistiniilebilir.

» However, if interventions such as iridectomy or iridotomy performed more than
3 months before the application have been satisfactorily executed, and if the
recurrence rate is confirmed to be acceptable, certification may be evaluated.

Eligibility may be considered with AMS approval and RXO restriction."

GORME ALANLARI (GA)

Ilgili oldugu yerde uygun diizeltici onlemler dikkate almarak, normal gérme
alanlarina sahip olmayan ve lisansin imtiyazlarim1 kullanmay1 tehlikeye
atabilecek tibbi durumlar1 bulunan Smif 1-2 veya 3 saglik sertifikas1 sahipleri
saglik agisindan ugusa veya goreve uygun olmadiklari yoniinde
degerlendirilirler. Ancak her GA kusuru, bir bagvuru sahibini ugustan veya hava
trafik kontrol gorevlerinden diskalifiye etmeyecektir. Herhangi bir GA defekti
olan bagvuru sahibinin ayrintili néro-oftalmolojik degerlendirmeden ge¢mesi
gerektirir. Gorme alanlar1 Humphrey veya Octopus alan analizérlerinde
yapilmalidir, otorite farklt GA cihazlarini1 da kabul edebilir.

VISUAL FIELDS (VF)

Class 1-2 or 3 health certificate holders who do not have normal visual fields and
have medical conditions that may jeopardize the privileges of the license are
evaluated for flight or duty suitability from a health perspective, considering
appropriate corrective measures where applicable. However, each VF defect will
not necessarily disqualify an applicant from flying or air traffic control duties.
Any applicant with a VF defect requires a detailed neuro-ophthalmologic
evaluation. Visual fields should be conducted using Humphrey or Octopus field
analyzers, although authorities may accept different VF devices

GA DEGERLENDIRMESI

* Bir GAm1i normal olarak kabul edilmek i¢in, 1yi giivenilirlik puanlar
gostermelidir, yani onemli fiksasyon kayiplart veya %30'dan fazla yanlis
pozitiflige sahip GA'1 giivenilmez olarak kabul edilir ve tekrarlanmas1 gerekir.
* Monokiiler Esterman GAlar1 standart test olarak gereklidir.

* Monokiiler Esterman GAlarinda, kér noktanin normal varyasyonlarindan veya
burun veya kas artefaktindan kaynaklanmayan noktalarin kagirildig1 yerlerde de
binokiiler Esterman GA yapilmalidir.

MED.B.070 (f) maddesine goére“. Ilgili yerlerde uygun diizeltici dnlemleri
dikkate alarak”. Amir hiikmiine agiklik saglamak amaciyla, "normal goriis
alanlarim1" asagidaki gibi tanimlanir:

*Bir monokiiler Esterman alaninin normal kabul edilebilmesi i¢in, birincil
konumdan dikey olarak 20 derece ve yatay olarak 30 derece i¢inde g6zden kagan
ikiden fazla alan olmamalidir.

VF ASSESSMENT

* For a VF to be considered normal, it must demonstrate good reliability scores,
meaning significant fixation losses or VF with more than 30% false positives are
considered unreliable and require repetition.

» Monocular Esterman VFs are required as a standard test.

* In monocular Esterman VFs, if areas are missed due to normal variations of the
blind spot or artifacts from the nose or brow, binocular Esterman VFs should also
be performed.

To clarify the provision of "considering appropriate corrective measures™ in
accordance with MED.B.070 (f), the term "normal visual fields" is defined as
follows:

 For a monocular Esterman field to be considered normal, there should be no
more than two areas missed within 20 degrees vertically and 30 degrees
horizontally from the primary fixation point.
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» Kor noktada veya yaninda gézden kagan bir nokta, optik diskin incelenmesi
normalse kabul edilebilir.

Bir veya iki gdzdeki GA kusurlari, Esterman binokiiler GA1 tatmin edici olacak
sekilde birbirlerini telafi ettikleri takdirde altta yatan ciddi bir patoloji
saptanmamasi halinde kabul edilebilir.

* A missed point at or adjacent to the blind spot can be considered normal if
examination of the optic disc is normal.

VF defects in one or both eyes may be acceptable if the Esterman binocular VFs
compensate for each other satisfactorily, provided there is no underlying serious
pathology detected.

GA DEGERLENDIRMESI

* Yukarida tanimlanan GAlar1 disinda, (herhangi bir yonde 20 dereceyi asan) 3
veya 4 birlesik gozden kagan nokta olmamalidir. Burun veya kas artefakti olarak
yorumlanabilecek gézden kacan noktalar kabul edilebilir.

* Binokiiler Esterman GA testinin normal olarak kabul edilebilmesi igin, birincil
konumun her iki yaninda yatay olarak 60 derece ve dikey olarak 20 derece iist,
30 derece altinda ile tanimlanan GAinda en fazla 2’si bitisik olmak (izere 3ten
fazla gézden kagan nokta olmamalidir.

* Merkezi veya parasantral GA kaybi endisesi varsa, ek testler talep edebilir.

* Potansiyel olarak ilerleyici GA kaybi1 olan adaylarin, devam eden sertifikasyon
icin gosterilen patolojiyle orantili olarak periyodik GA testi sonuglarini
saglamalar gerekecektir.

* Bir goziinde ilerleyici olmayan veya dogustan GA kaybi olan ve o gdziinde
merkezi gorme keskinligi normal olan bir bagvuru sahibi durumunda,
etkilenmeyen diger goéziin monokiiler Esterman GA tamamen normalse ve
binokiiler Esterman GA1, birincil konumun her iki tarafinda yatay olarak 60
derece ve dikey olarak birincil konumun 20 derece iistiinde ve 30 derece altinda
yatay olarak tanimlanan GAnda en fazla 2 gbzden kagan nokta gosterirse
sertifikasyon diistiniilebilir. Her iki gdzde standartlarin disindaki gérme alanlart
'tek gozde standart alti gérme' olarak degerlendirilmeli ve buna gore
sertifikalandirilmalidir. Standartalt1 goriis algoritmasi altinda Sinif 1, 2, 3 ve
LAPL Basvuru sahiplerine RXO/OML/ORL/OSL/ SSL Kisitlamalari ile Ticari
havacilik dahil yer ve havacilik gorevlerinde lisans imtiyazlarini yerine
getirebilmesi icin MA e yonlendirilmelidir.

VF ASSESSMENT

» Apart from the defined VFs above, there should not be more than 3 or 4
contiguous missed points extending beyond 20 degrees in any direction. Points
missed due to artifacts from the nose or brow may be acceptable.

* For binocular Esterman VF test to be considered normal, there should be no more
than 3 missed points, with a maximum of 2 contiguous points, defined as 60
degrees horizontally on either side of the primary fixation point and 20 degrees
above and 30 degrees below vertically.

« Additional tests may be requested if there are concerns about central or
paracentral VF loss.

 Candidates with potentially progressive VF loss will need to provide periodic
VF test results proportional to the pathology shown for ongoing certification.

 Certification may be considered for an applicant with non-progressive or
congenital VF loss in one eye and normal central visual acuity in that eye if the
unaffected eye's monocular Esterman VF is completely normal and the binocular
Esterman VF shows no more than 2 missed points, defined as 60 degrees
horizontally on either side of the primary fixation point and 20 degrees above and
30 degrees below vertically. Visual fields outside of standards in both eyes should
be evaluated as 'substandard vision' and certified accordingly. Applicants under
the Substandard Vision Algorithm, including Class 1, 2, 3 and LAPL, should be
referred to MA for certification with RXO/OML/ORL/OSL/SSL restrictions to
fulfill license privileges in commercial aviation and other aviation duties.
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SASILIK- Binokuler Gorme(BG)

Sasilik: Cesitli nedenlere bagl olarak gozler arasindaki paralelligin bozulmasi
ve gozlerin farkli yonlere bakmasi durumudur.

Ortofori: Gozlerden birinin kapatilmasi yoluyla fiizyon Onlendiginde bile,
gorsel eksenlerde sapma egilimi olmaksizin gozlerin miikemmel sekilde
hizalanmasi durumudur.

Diplopi: diiz bakis, asagi bakis ve yan bakis yonlerinde tek goriis gerekli
Aralikl1 bile olsa diplopi giivenli ugusla bagdasmaz.

Asir ug yukari bakistaki diplopi tolere edilebilir.

Monokdiler diplopi de kabul edilemez.

Goriintii yer degistirmesi: genis acili alterne sasiligi olan bireylerde
gordlebilir.

Giivenli ugusla bagdasmaz.

Worth Smiflandirmasinda {i¢ dereceli binokiiler gérme vardir: eszamanl
makiiler alg1 (Derece 1), flizyon

(Derece 2) ve stereopsis (Derece 3). Havacilik tibbr sertifikasyonu amaciyla,
"normal binokuler fonksiyon" bunlarin hepsini igerir.

STRABISMUS - Binocular Vision (BV)

Strabismus: The misalignment of the eyes and deviation of the visual axes due to
various reasons, causing the eyes to look in different directions.

Orthophoria: The perfect alignment of the eyes without deviation tendency in the
visual axes, even when fusion is prevented by occluding one eye.

Diplopia: Single vision required in primary gaze, down gaze, and lateral gaze
directions.

Even intermittent diplopia is incompatible with safe flight.

Diplopia in extreme up gaze may be tolerated.

Monocular diplopia is not acceptable.

Image displacement: Can be seen in individuals with wide-angle alternating
strabismus.

Incompatible with safe flight.

Three grades of binocular vision exist in Worth Classification: simultaneous
macular perception (Grade 1), fusion (Grade 2), and stereopsis (Grade 3). For
aviation medical certification purposes, "normal binocular function” encompasses
all of these way
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Goz Cerrahisi Takip Kilavuzu Eye Surgery Follow-up Guide

GOZ CERRAHISI TAKIP KILAVUZU

Refraktif, katarakt, glokom, retina cerrahisi ve kollajen ¢apraz baglama.

Ams tarafindan higbir goz cerrahisi islemi ve metodu, herhangi bir marka goz ici
mercegi (10l/gil) dogrudan 6nerilmez veya onaylanmaz. bagvuru sahipleri; kendi
doktorlari ile kendi iradeleriyle gerceklestirilen cerrahi islemler sonrasi asagidaki
maddelerde belirtilen degerlendirme, test ve tetkiklere tabi tutulurlar. Cerrahi
sonrasi yapilan tetkik ve testlerin kabul edilebilir sinirlarda olmasi halinde ancak
0 zaman ams tarafindan bagvuru sahiplerine sertifikasyon diisiintilebilir

GUIDANCE FOLLOWING EYE SURGERY

Refractive, cataract, glaucoma, retina surgery, and collagen cross-linking.
No eye surgery procedure and method, nor any brand of intraocular lens (10l)
directly recommended or approved by ams. applicants; after surgical
procedures performed at their own will with their own doctors, will be
subject to the evaluation, tests, and examinations specified 1n the following
items. only 1f the post-surgical tests and examinations are within acceptable
limits, then ams may consider certification for applicants.

REFRAKTIF CERRAHI (PRK, No-Touch, LASEK, LASIK, Smile, ICL,
Clear Lens Ekstraksiyonu )

AMS sertifikasyon amagclari i¢in herhangi bir refraktif cerrahiyi 6nermez.
Ancak, tiim refraktif cerrahi prosediirleri sertifikasyon i¢in degerlendirilebilir.
Bagvuran bir kisi refraktif cerrahi gegirdiginde, elverigsiz kabul edilir. Sinif 1, 2
ve 3 bagvuru sahiplerinin AeMC’de bilgilendirmesi gerekir.

Lazer refraktif cerrahi ve goz i¢i lens implantasyonu sonrasinda belli bir dereceye
kadar monovizyon (refraktif sonucun bir gézde uzak goriis igin optimize edildigi,
diger gdzde ise daha ¢ok orta/yakin gorevler i¢in optimize edildigi durum) uygun
gortlebilir fakat eger gorme keskinligi limit disindaysa VDL/VNL/VML gibi
gozliik kisitlamalar1 eklenmesi gerekebilir.

Refraktif cerrahi ile karsilagilabilecek herhangi bir komplikasyon durumunda,
bagvuranin gereklilikleri karsilamamasi halinde sertifikasyon yapilamayabilir ve
elverissiz olabilir.

Kisinin ugus ve havacilik gorevlerine geri doniis muayene degerlendirmesi igin,
AeMC'ye, tedaviyi gerceklestiren cerrahi tarafindan hazirlanmis bir rapor
sunmalidir. Bu rapor asagidakileri igermelidir:

Goz Cerrahisi Raporlari (ameliyat1 gergeklestiren oftalmologdan)

Ameliyat tarihi

REFRACTIVE SURGERY (PRK, No-Touch, LASEK, LASIK, Smile,
ICL, Clear Lens Extraction)

The AMS does not recommend any refractive surgery for certification
purposes.
However, all
certification.
An applicant is considered unfit when undergoing refractive surgery. Class
1, 2 and 3 applicants must inform the AeMC.

Monovision to a certain degree after laser refractive surgery and intraocular
lens implantation may be acceptable for certification, but if visual acuity is
beyond limits, additional restrictions such as VDL/VNL/VML for glasses
may be required.

In case of any complications arising from refractive surgery, certification
may not be granted if the applicant fails to meet the requirements and may
be deemed unfit. For the return-to-fly and aviation duties evaluation
examination, the applicant must provide a report prepared by the operating
surgeon to the AeMC. This report should include:

Eye Surgery Reports (from the operating ophthalmologist)

Date of surgery

refractive surgical procedures can be considered for
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Ameliyatin tiirii

Pre-op ve post-op refraksiyon (1.ay)

Ameliyat sirasinda veya sonrasinda komplikasyonlar

Tlgili klinik bulgulara dair yorum

Herhangi bir goz rahatsizlig veya cift gérme

Korneal haze veya diger opasitler

Parlamaya, fotofobi, disfotopik semptomlara dair belirtiler

Gece goriis problemleri

Herhangi bir g6z damlasi tedavisini tamamlamis olmasi ve diger yasam tarzi
aktivitelerine devam etmemesi konusunda bir 6neri almadig1 belirtilmelidir.
Sertifikasyon, basit olgularda genellikle en az 6 hafta sonrasinda olacaktir.

Pre- operatif refraksiyon degerlerinin yiiksek olmasi, tekrar degerlendirme
stirecinin diisiiniilebilmesi i¢in operasyon sonrast daha uzun bir siireye neden
olabilir.

Type of surgery

Pre-op and post-op refraction (1 month)

Complications during or after surgery

Interpretation of relevant clinical findings

Any eye discomfort or double vision

Corneal haze or other opacities

Symptoms of glare, photophobia, dysphotopic symptoms

Night vision problems

It should be noted if the applicant has completed any eye drop treatment and
has not been advised to discontinue other lifestyle activities.

Certification will typically occur at least 6 weeks after surgery in
straightforward cases.

High pre-operative refraction values may result in a longer post-operative
period before the reassessment process can be considered.

PRK, No-Touch, LASEK, LASIK, Smile, ICL, Clear Lens Ekstraksiyonu
Elverissizlik siireleri

Tim siniflar, cerrahi sirasinda uygun olmayan olarak degerlendirilmelidir.
Lasik ve Smile i¢in yeniden degerlendirme cerrahiden en az 6 hafta sonra

PRK i¢in preop refraksiyon -6D’ye kadar olanlarda en az 8 hafta, (6 D Uzerinde
postop UV hasari riski, refraksiyon stabilizasyon siiresinin uzun olmasi olanlarda
daha uzun bir siire elverissizlik gerekebilir).

Fakik goz ici lensleri a¢isindan herhangi bir komplikasyon olmamasindan emin
olunmali, yeniden degerlendirmeler cerrahiden en az 8 hafta sonra yapilmalidir.
Clear lens ekstraksiyonu yapilan hastalarda siire¢ katarakt cerrahisi gibi takip
edilmeli

PRK, No-Touch, LASEK, LASIK, Smile, ICL, Clear Lens Extraction
Ineligibility Periods

All classes should be deemed unfit during surgery.

For Lasik and Smile, reassessment should occur at least 6 weeks after
surgery.

For PRK, in cases with preoperative refraction up to -6D, a minimum of 8
weeks is required. (For those above 6D postop UV damage risk, longer
ineligibility periods may be needed due to the risk of refractive
stabilization.)

Ensure there are no complications with phakic intraocular lenses, and
reassessments should be done at least 8 weeks after surgery.

Patients who have undergone clear lens extraction should be followed up
similarly to cataract surgery.
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Refraktif Cerrahiler Yeniden Sertifikasyon Siireci Muayene icerigi:
>Detayli kirma ve gérme keskinligi muayenesi ve yarik lamba muayenesini, gz
ici basing ve fundus muayenesini icermelidir. Her bir tedavi edilen goz,
refraksiyonun  giinliilk degiskenligin 0.75 diyoptre altinda oldugunu
gostermelidir.

>Ugus giivenligini etkileyebilecek (6rnegin, korneal skar olusturan) cerrahi
sonrasi komplikasyonlar olmamalidir.

>Ameliyat 6ncesi kirma kusuru hipermetropi i¢in +5.00 diyopteri asmamalidir.
Miyopi, astigmatizma veya anizometropi i¢in herhangi bir kirma sinirlamasi
uygulanmaz.

>Ameliyat oncesi hipermetropi +5.00 diyoptri iizerinde kirma kusuru olan
basvuru sahipleri, bireysel olarak AMS tarafindan degerlendirilebilir ve bir
danisman G0z Hastaliklar1 Uzmani tarafindan degerlendirilmelidir. Bu kisilerde
monokiiler gorme keskinligi 6/6 veya daha iyi olmalidir ve degerlendirme, temel
patoloji ve kapali agili glokom atagi riskini degerlendirmek igin klinik olarak
belirlenen durumlarda gonyoskopi ile birlikte on a1 degerlendirmesini
icermelidir (gonioskopi klinik olarak belirtiliyorsa).

>Preop yiiksek miyop olan hastalarda detayli dilatasyonlu fundus muayenesi
gereklidir

>Tum vakalarda, parlamaya kars1 hassasiyet, G-mCSF hassasiyeti tatmin edici
olmalidir.

>Kornea topografisi verileri korneal ektazi riskini ekarte etmelidir, diizeltilmis
g0z i¢i basing takibi agisindan final kornea kalinligi kayit edilmelidir

>Simif 1-2-3 basvuru sahipleri, nesnel testlerle bir G6z Hastaliklart Uzmani
tarafindan degerlendirilmelidir; ek olarak, parlama, haleler (1s1k halkalar1) veya
yildiz patlamalari (nokta 1siklarmin ¢izilmesi) gibi belirgin semptomlar
olmamalidir.

>Kirma istikrarmin yetersiz oldugu veya tam iyilesmenin saglanmadigi
endiseleri varsa, tibbi sertifikasyon ertelenebilir ve daha fazla degerlendirme
gerekebilir.

Refractive Surgery Recertification Process Examination Content:

> It should include a detailed refraction and visual acuity examination, slit
lamp examination, intraocular pressure measurement, and fundus
examination. Each treated eye should demonstrate refractive variability of
less than 0.75 diopters.

> There should be no post-surgical complications that could affect flight
safety (e.g., corneal scarring).

> Preoperative refractive error for hyperopia should not exceed +5.00
diopters. There are no refractive limitations for myopia, astigmatism, or
anisometropia.

> Applicants with preoperative hyperopia exceeding +5.00 diopters should
be individually evaluated by the AMS and assessed by a consulting
Ophthalmologist. Monocular visual acuity in these individuals should be 6/6
or better, and the assessment should include anterior angle evaluation with
gonioscopy, along with a dilated fundus examination if clinically indicated
(if gonioscopy is clinically indicated).

> Detailed dilated fundus examination is required for preoperative high
myopia cases.

> Sensitivity to glare, photopic and mesopic G-mCSF sensitivity should be
satisfactory in all cases.

> Corneal topography data should rule out the risk of corneal ectasia, and the
final corneal thickness should be recorded for corrected intraocular pressure
monitoring.

> Class 1-2-3 applicants should be evaluated by an Ophthalmologist with
objective tests; additionally, there should be no prominent symptoms such as
glare, halos, or starbursts (point light streaks).

> |If there are concerns about insufficient refractive stability or incomplete
healing, medical certification may be deferred, and further evaluation may
be required.

Rev. 01

A =£ o 0

Sayfa 73 | 95




l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Ek-1

CONDUCTIVE KERATOPLASTY (CK)

(CK), presbiyopiyi ve diisiik hipermetropiyi dizeltmek icin radyofrekans
enerjisini kullanan invazif olmayan bir prosedirdiir.Herhangi bir siifin uygun
durumuna doniisii 3 ay boyunca miimkiin degil.

Bu prosediirii takiben refraksiyon degiskenligi daha yiiksek olmasi nedeniyle,
istikrar onaylanana kadar devam eden 3 aylik refraksiyonlar gerckecektir.
Refraksiyon stabilizasyonunda sonra gérme keskinligi ve G-mCSF duyarlilik
gerekliliklerini karsilamalari durumunda tiim siiflar G6z Hastaliklart Uzmani
tarafindan sertifikasyonu degerlendirebilir, AMS onay1 gereklidir.

CONDUCTIVE KERATOPLASTY (CK)

CK is a non-invasive procedure that uses radiofrequency energy to correct
presbyopia and low hyperopia.

Returning to any class of eligibility is not possible for 3 months.

Due to higher refractive variability following this procedure, ongoing
refractive assessments will be required for 3 months until stability is
confirmed.

After refractive stabilization, if visual acuity and G-mCSF sensitivity
requirements are met, Ophthalmologists can evaluate certification for all
classes, with AMS approval required.

KATARAKT CERRAHISI

 Katarakt cerrahisi agisindan bir dizi goz i¢i lens implanti tiirii mevcuttur ve
pilota cerrahi tarafindan Onerilebilir. Bunlar arasinda monofokal (tek goriis),
monofokal torik (astigmatizmayi diizeltmek i¢in) ve multifokal (hem uzak hem
de yakin goriisii diizeltmek igin) implantlar bulunur. AMS, sertifikasyon icin
belirli bir g6z i¢i mercegini (GIL) énermez veya onaylamaz.

* Bilimsel veriler, olumsuz subjektif gorsel fenomenlerin, 6zellikle de halelerin,
cok odakli GIL alan kisilerde daha yaygm ve sikintili olmasi nedeniyle, tek
odakli GIL'lerin havacilik tibb sertifikas1 verilmesinde muhtemelen ¢ok odakli
GiL'lerden daha az sorunlu olacagini gdstermektedir.

* Cok odakl1 bir implanta devam etme karar1, bagvuranin meslegi tizerindeki olasi
etki dikkate alinarak, basvuru sahibi ve cerrahi tarafindan verilmelidir. Bagvuru
sahipleri, herhangi bir mercek tiriinden kaynaklanan olasi olumsuz etkilerin
farkinda olmalidir; zira bu etkiler meydana geldiginde havacilik tibb1
sertifikasyonu mimkin olmayabilir.

» Komplikasyonsuz bir katarakt ameliyati, tiim siniflarda, monofokal lenslerde
en az 6 hafta, Multifokal veya Edof Lenslerde 12 hafta boyunca uygun olmayan
bir degerlendirme ile sonuglanacaktir. Bu siirelerin sonunda tam iyilesme
saglanmis ise yeniden degerlendirme yapilabilir. Ameliyattan sonra tam iyilesme

CATARACT SURGERY

» There are various types of intraocular lens (IOL) implants available for
cataract surgery and may be recommended by the surgeon. These include
monofocal (single vision), monofocal toric (to correct astigmatism), and
multifocal (to correct both distance and near vision) implants. The AMS does
not recommend or endorse specific intraocular lenses (IOLs) for
certification.

» Scientific data suggest that negative subjective visual phenomena,
especially halos, are more common and problematic in individuals with
multifocal 10Ls, so monofocal IOLs are likely to be less problematic for
aviation medical certification.

* The decision to proceed with a multifocal implant should be made by the
applicant and their surgeon, taking into consideration the potential impact on
the applicant's profession. Applicants should be aware of

possible adverse effects associated with any type of lens, as certification may
not be possible if these effects occur.

» A complication-free cataract surgery will result in an unsatisfactory
assessment for all classes with monofocal lenses for a minimum of 6 weeks,
and for Multifocal or Edof Lenses for 12 weeks. Reevaluation

sonrasinda yeniden degerlendirilebilir. Degerlendirme, G-mCSF
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degerlendirilmesini igeren kapsamli bir gdz muayenesini i¢ermelidir. Bu
degerlendirmeye iliskin bir rapor, prosediirii ger¢eklestiren uzmanin ayrintili bir
raporuyla birlikte, basvuranin havacilik tabibi kontrol goérevlisine (AME)
sunulmalidir. Bu raporda ameliyat tarihi, kullanilan implant tipi ve pilotun
ameliyattan sonra tamamen iyilestiginin ve ameliyat sonrasi herhangi bir
komplikasyon bulunmadiginin teyidi yer almalidir.

* Tibbi muayene yeniden onaylandiktan sonra bagvuru sahibi geceleyin parlama,
haleler veya yildiz patlamasi belirtileri gelistirirse, bunu AME'lerine
bildirmelidirler. Posterior subkapsuler opasifikasyon, katarakt ameliyatinin uzun
vadeli yaygin bir yan etkisidir ve daha fazla oftalmolojik inceleme ve tedavi
gerektirir. Bu normalde bir YAG lazeri ile gergeklestirilir ve komplikasyon
olmamasi durumunda, basvuru sahibi uygun bir cerrah raporu sunduktan sonra
gorevine donebilir.

can be considered if complete recovery has occurred after these periods. The
evaluation should include a comprehensive eye examination assessing G-
MCSF. A report of this evaluation, along with a detailed report from the
performing specialist confirming the date of surgery, the type of implant
used, and confirmation that the pilot has fully recovered without any
postoperative complications, should be submitted to the applicant's aviation
medical examiner (AME).

 After medical reevaluation, if the applicant develops symptoms of glare,
halos, or starbursts at night,

they should report this to their AME. Posterior subcapsular opacification is
a common long-term complication of cataract surgery and requires further
ophthalmologic examination and treatment. This is typically performed with
a YAG laser, and if there are no complications, the applicant can return to
duty after providing a satisfactory report from a surgeon.

UCUSA ELVERISLILIK DEGERLENDIRMESI

Goz ici cerrahisi genellikle en az 6 hafta boyunca uygun olmayan bir
degerlendirme ile sonug¢lanacaktir. Cerrahiden tam iyilesmenin ardindan zindelik
yeniden degerlendirilebilir. Degerlendirme, G-Mcsf degerlendirilmesini igeren
kapsamli bir gdz muayenesini icermelidir. Sinif 1 ve 3 saglik sertifikas1 bagvuru
sahipleri i¢in bu, AeMCde gérme uzmani veya bir géz doktoru ile yapilmalidir.
Smif 2 ve LAPL adaylar1 bunu yerel Go6z uzmanlariyla istlenebilir. Bu
degerlendirmeden elde edilen bir rapor, oftalmik tibbi raporlar sablonuna gore
prosediirii uygulayan uzmanin ayrintili bir raporuyla birlikte bagvuru sahibinin
AeMC/AMEsine sunulmalidir. Bu rapor cerrahi tarihini, kullanilan implantin
tipini ve havacilik personelinin cerrahiden tamamen kurtuldugunun ve cerrahi
sonrasi herhangi bir komplikasyon olmadiginin teyidini icermelidir.

FITNESS ASSESSMENT

In general, intraocular surgery will result in an unfit assessment for at least
6 weeks. Fitness can be reevaluated after full recovery from surgery. The
evaluation should include a comprehensive eye examination, including G-
mCSF assessment. For Class 1 and 3 health certificate applicants, this should
be done with a vision specialist or an ophthalmologist at the AeMC. Class 2
and LAPL applicants may undertake this with local eye specialists. A report
obtained from this evaluation, along with a detailed report from the specialist
who performed the procedure, should be submitted to the applicants
AeMC/AME according to the ophthalmic medical report template. This
report should confirm the surgical date, type of implant used, complete
recovery of aviation personnel post-surgery, and confirmation of absence of
any complications post-surgery.

GLOKOM CERRAHISI

Prosediirii gergeklestiren veya degerlendiren Go6z Hastaliklart Uzmanindan,
yapilan tedavinin tiim ayrintilarini, mevcut yonetimi, cerrahi sonrasi uzak ve
yakin gorme keskinliklerini ve giincel GA sonuglarini i¢eren bir rapor

GLAUCOMA SURGERY

A detailed report containing all the details of the treatment, current
management, post-surgical distance and near visual acuities, and updated
visual field test results will be provided by the Ophthalmologist who
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saglanacaktir. Sinif 1 ve 3 saglik sertifika sahipleri icin G6z Hastaliklart Uzmani1
degerlendirmesi gerekebilir. RXO Kisit1 ile Sinif 1 ve 3 i¢in bir géz doktoru
tarafindan diizenli takip yapilmahidir. Prosedir Sertifikasyon icin yeniden
degerlendirmeden 6nce muhtemel siire:

a-Trabekiilektomi veya harici glokom cihazlariyla tedavi_ 3 ay
b- Stentleme_6 Hafta
c-Segici lazer veya argon lazer trabekiloplasti_1 Hafta

d- Diger prosediirler Iyilesme saglandiktan sonra GOz Hastaliklart Uzmani
degerlendirmesine gore

** Glokom drenaj cihazlari, akéz hiimorii 6n kamaradan uzun bir tiip aracilifiyla
g0z kdresininin ekvatoruna yerlestirilen bir rezervuara bosaltmak i¢in alternatif
kanallar olusturur. Glokom drenaj cihazlarinin kullanilmasi, tedavi edilen
glokomun o6zellikle siddetli oldugunu ve ilaca, lazere veya geleneksel
trabekilektomi cerrahinin yanit vermedigini veya hastanin birincil olarak
kullanilabilecegi neovaskiiler glokom gibi atipik bir glokom formuna sahip
oldugunu gosterir. Birincil prosediir olarak kullanilir.

performed or evaluated the procedure. Ophthalmologist evaluation may be
required for Class 1 and 3 medical certificate holders. Regular follow-up by
an eye doctor with an RXO restriction is necessary for Class 1 and 3. Likely
duration before reevaluation for certification:

a- Trabeculectomy or treatment with external glaucoma devices: 3 months
b- Stent implantation: 6 weeks

c- Selective laser or argon laser trabeculoplasty: 1 week

d- Other procedures: After recovery, based on evaluation by the
Ophthalmologist

** Glaucoma drainage devices create alternative channels to drain aqueous
humor from the anterior chamber of the eye to a reservoir placed around the
equator of the globe. The use of glaucoma drainage devices indicates that the
treated glaucoma is particularly severe and not responsive to medication,
laser, or traditional trabeculectomy surgery, or that the patient has an atypical
form of glaucoma such as neovascular glaucoma that could primarily be used
as a first-line procedure.

RETINA CERRAHISI

3. ayda bir incelemeye dayali olarak iglemi gerceklestiren géz uzmanindan rapor
alinmalidir. Bu, prosediiriin tiim ayrintilarini ve 6zellikle herhangi bir tibbi gazin
kullanilip kullanilmadigini; cerrahi sonrasi iyilesme tam olmali ve mevcut gérme
keskinlikleri ve Esterman GA analizi saglanmalidir. Rapor, cerrahi sonrasi
okuler motilite problemlerinin olmadigini (vitrektomi hari¢) dogrulamali veya
ortoptik raporu ve/veya sasilik raporunu icermelidir. Snif 1, 2, 3 saglik sertifika
sahipleri icin, yeniden sertifikalandirmanin disiiniilebilmesi icin énce GO0z
Hastaliklart Uzmani tarafindan degerlendirmesi gerekebilir. Lazer retina
tedavisini takiben yeniden sertifikalandirma, iyilesme tamamlandiktan ve cerrah
raporu ve tedavi sonrast Esterman GAlar1 saglandiktan sonra diisiiniilebilir Tiim
siiflarda RXO Kisiti ile sertifika diizenlenir.

RETINAL SURGERY

A report should be obtained from an eye specialist based on an examination
every three months after the procedure. This report should include all details
of the procedure and especially whether any medical gas was used;
postoperative recovery should be complete, and current visual acuities and
Esterman GA analysis should be provided. The report should confirm the
absence of postoperative ocular motility problems (except vitrectomy) or
include an orthoptic report and/or strabismus report. For Class 1, 2, and 3
health certificate holders, an evaluation by an Eye Diseases Specialist may
be required before recertification can be considered. Recertification
following laser retinal treatment may be considered after completion of
recovery and provision of surgeon report and post-treatment Esterman GAs.
Certificates are issued with an RXO Constraint for all classes.
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COLLAGEN CROSS-LINKING

Proven refractive stability is essential for all classes. A comprehensive eye
examination by an Eye Diseases Specialist should be conducted at least 3
months after treatment before considering return to flight or duty. Following
this procedure, evaluation of symptoms such as glare, halos, or starbursts,
along with G-mCSF assessment, is necessary due to the risk of corneal haze
before a recertification decision is made. Certificates may be issued with an

KOLLAJEN CAPRAZ BAGLAMA

Tiim siniflarda kanitlanmis refraksiyon kararlilig1 esastir. Ugusa veya kontrole
geri donmeyi diisinmeden 6nce, Tedaviden en az 3 ay sonra Goéz Hastaliklari
Uzmaninca kapsamli géz muayenesi yapilmalidir. Bu prosediiriin ardindan
korneal bulaniklik riski nedeniyle, yeniden sertifikalandirma karar1 verilmeden
once parlama, haleler veya yildiz patlamasi gibi herhangi bir semptom Oykisu
ile birlikte G-mCSF degerlendirilmesi gerekir. RXO ksitlamasi ile sertifika

diizenlenebilir.

RXO Constraint.

RETINAL ARTER HASTALIKLARI SERTIFIKALANDIRMA

RETINAL ARTER BOZUKLUKLARI  (RETINAL ARTER
TIKANIKLIGI, iISKEMIiK OPTIK NOROPATI VE AMORASIS
FUGAKS)

Gozii etkileyen arteriyel damar hastaligi, etkilenen gézde gérme keskinligini
ve gorilis alanin1 bazen kalic1 olarak azaltir bu sebeple havacilik personeline
sagik sertifika diizenlenmesi uygun degildir. Daha yiksek oranda
kardiyovaskiiler risk tasidigindan, sol kalp ve karotis embolisine bagli hastalig
belirlemek dnemlidir. Dev hiicreli (temporal) arterit ve trombofili dahil olmak
tzere enfektif endokardit ve sistemik vaskdlitlerin timd, bu kosullarin kendi
tedavi protokolleri ve fizyolojik etkileri oldugundan hari¢ tutulmalidir. Sonraki
temdit muaynesinde GOzl etkileyen arteriyel vaskiiler hastalik, genellikle
artmis kardiyovaskiiler mortalite ile iliskilidir. Yeniden sertifikalandirmadan
once kardiyovaskuler risk faktorleri tanimlanmali ve iyi yonetilmelidir.

Gozii etkileyen arteriyel damar hastaligi olan adaylarin elverigsiz hale
getirilmesi gerekmektedir. Asagidaki paragraflarda belirtildigi gibi gorsel
islevin degerlendirilmesi ve kardiyovaskiiler inceleme yapilmalidir. Daha
sonra vaka bazinda degerlendirilmek iizere MAe yonlendirilmelidir.

> Goz Hastahklart Uzmam tarafindan Gorme fonksiyonu
degerlendirilmeli: Tedaviyi yapan Go6z Hastaliklart Uzmanindan
asagidakileri igeren bir rapor alinmali, her gbzde ayr1 ayr1 gérme keskinligi,

RETINAL ARTERIAL DISORDERS CERTIFICATION

RETINAL ARTERIAL DISORDERS (RETINAL ARTERY
OCCLUSION, ISCHEMIC  OPTIC  NEUROPATHY, AND
AMAUROSIS FUGAX)

Avrterial vascular disease affecting the eye sometimes results in a permanent
reduction in visual acuity and visual field in the affected eye, making it
inappropriate to issue health certificates to aviation personnel. Given the higher
risk of cardiovascular events, it is important to identify diseases related to left
heart and carotid embolism. Conditions such as giant cell (temporal) arteritis
and thrombophilia, as well as infective endocarditis and systemic vasculitis,
should all be excluded as they have their own treatment protocols and
physiological effects. Arterial vascular disease affecting the eye is generally
associated with increased cardiovascular mortality. Cardiovascular risk factors
should be identified and well managed before recertification. Candidates with
arterial vascular disease affecting the eye need to be rendered unfit. Visual
function should be assessed as described in the following paragraphs, and
cardiovascular examination should be conducted. They should then be referred
to a medical assessor (MA) for case-by-case evaluation.

> Evaluation of Visual Function by Eye Specialist: A report from the eye
specialist who performed the treatment should be obtained, including separate
visual acuity in each eye, GA results (monocular and binocular Esterman GA
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GA sonuglart (GA rehberligine uygun olarak monokiiler ve binokuler
Esterman GA), havacilik personeli, vaskuler bir olaydan sonra bir géziinde
Standartalt1 gérme gelistirirse, Tek gézde Standartaltt gorme sertifikasyonuna
gore degerlendirilmelidir.

> Damisma Kardiyolog tarafindan tiitm basvuru sahiplerinin asagidakileri
iceren bir Kkardiyovaskller incelemeden gecmeli: TK/FBC ve ESR,
yapildiysa temporal arter biyopsisinin sonuglari, Karotis Doppler taramasi ve
ekokardiyogram, Kan basmcinin stabil oldugunun teyidi (ideal olarak 24
saatlik kan basinci kaydiyla), Diger kardiyovaskiiler risk faktorlerinin uygun
yonetimi ile 10 wyillik kardiyovaskiiler risk degerlendirmesi, egzersiz
elektrokardiyogrami (EKG), semptom sinirlidir ve Bruce protokoliine uygun
olarak gergeklestirilir, trombofili taramasi yapilamali Simif 1 ve 3 saglik
sertifikas1 i¢cin Hem goz ve kardiyolojik degerlendirmeler tatmin ediciyse,
havacilik personeline OML/ SSL/RXO Kisitlamali sertifika diizenlenebilir.
Anormal bulgular daha fazla arastirma/degerlendirme gerektirebilir.

Sinif 2 ve LAPL Saglik sertifikas1 i¢in goz ve kardiyolojik degerlendirmeler
tatmin edici ise, kisitlamasiz veya RXO Kisitlamali saglik sertifika
diizenlenebilir. GA sikintili ve/veya kardiyovaskiiler riskler oldugunda,MA ile
istisare halinde sertifikaya RXO/OSL/ORL uygulanabilir.

compliant with GA guidance), if aviation personnel develop substandard
vision in one eye after a vascular event, they should be evaluated for single-
eye substandard vision certification according to the Single Eye Substandard
Vision Certification.

> All applicants should undergo the following cardiovascular examination
by a consulting cardiologist: TK/FBC and ESR, results of temporal artery
biopsy if performed, carotid Doppler ultrasound and echocardiogram,
confirmation of stable blood pressure (ideally with 24-hour blood pressure
monitoring), 10-year cardiovascular risk assessment with appropriate
management of other cardiovascular risk factors, exercise electrocardiogram
(EKG), which is symptom-limited and performed according to the Bruce
protocol, thrombophilia screening should be performed. For Class 1 and 3
health certificates, if both the ocular and cardiological evaluations are
satisfactory, aviation personnel may be issued with OML/SSL/RXO Restricted
certificates. Abnormal findings may require further investigation/evaluation.
For Class 2 and LAPL Health certificates, if both ocular and cardiological
evaluations are satisfactory, unrestricted or RXO Restricted health certificates
may be issued. When GA is problematic and/or there are cardiovascular risks,
consultation with MA may result in the application of RXO/OSL/ORL
restrictions to the certificate.

BIiLGIi - RETINA VEN TIKANIKLIGI (RVO) SERTiFIKALANDIRMA
(2/2)

MA tarafindan belirlenen sekilde RXO Kisitlamasi ile periyodik kapsamli goz
muayenesi yapilmalidir. Gérme keskinliginde daha fazla bozulma, TUTnin
tekrarlanmasini gerektirir.

a. Ik muayenede kabul edilemez.

b. Smif 1 ve 3 periyodik muayenelerinde asagidaki durumlar monookiilarite
olarak kabul edilmelidir.

* Ambliyopi olan goziin gérme keskinligi 0.3 decimal den kotii olmasi

INFORMATION -
CERTIFICATION (2/2)

Periodic comprehensive eye examinations with RXO restrictions should be
conducted as determined by MA. Further deterioration in visual acuity requires
reevaluation of TUT.

a. Unacceptable at the initial examination.

b. The following conditions should be considered as monocularity in periodic
examinations for Class 1 and 3:

* Visual acuity of the amblyopic eye worse than 0.3 decimal

RETINAL VEIN OCCLUSION (RVO)
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* Diger nedenlere bagl olarak (6rnegin: patoloji, travma) bir gézde gorme
azalmasi ve gérme keskinligi 0.5

decimalden daha kotii olmasi

* Bir gbzde dnemli GA kaybi1

c. Oftalmalog degerlendirmesinde

« Kabul edilebilir GA(lar) defekti

* Etkilenmemis gozde 1.0 decimal diizeltilmis veya diizeltilmemis uzak gérme
keskinligi

* Etkilenmeyen gozde yakin i¢in N14 ve N5 orta gérme keskinligi

» Kabul edilebilir altta yatan patoloji ve etkilenmemis gozde Snemli bir
patolojinin olmamasi

d. Goz Hastaliklar1 Uzmani tarafindan yapilan tatmin edici muayene
sonrasinda TUT ile degerlendirme yapilmalidir.

e. Monookiilerlik durumunda, bilinen goérme kaybi noktasindan itibaren
basvuru sahibinin uygunsuz olarak degerlendirilecegi bir adaptasyon siiresi (en
6 ay) gegmis olmalidir.

f. Simif 1 ve 3 OML/ SSL, Simif 2 ve LAPL SSL (yalnizca onayli goz
korumasiyla gecerlidir. Negatif/sifir G manevralari ve agik kokpitte ucus dahil,
gorme riski tagiyan tim ucuslarda koruyucu gozlik tasmmmali ve
kullanilmalidir.) ile elverislilik diisiiniilebilir.

g. MA tarafindan belirlenen siklikta kapsamli g6z muayenesi yapilmalidir.

h.Sinif 3 Oftalmolojik degerlendirme sonrasi Calisma Ortami Degerlendirmesi
(COD) ve uygun caligma ortaminin saglanmasi ile MAe yonlendirilmeliir.

* Decreased vision in one eye due to other reasons (e.g., pathology, trauma)
with visual acuity worse than 0.5 decimal

« Significant GA loss in one eye

c. In the ophthalmological evaluation:

 Acceptable GA defect(s)

*Corrected or uncorrected distance visual acuity of 1.0 decimal in the
unaffected eye

* Intermediate visual acuity of N14 for near vision and N5 for intermediate
vision in the unaffected eye

» No significant underlying pathology and no significant pathology in the
unaffected eye

d. Evaluation with TUT should be performed after satisfactory examination by
an eye specialist.

e. In the case of monocular vision loss, there should be an adaptation period
(at least 6 months) from the known point of vision loss before the applicant is
considered unsuitable.

f. For Class 1 and 3, OML/SSL, and for Class 2 and LAPL, SSL (only valid
with approved eye protection), suitability may be considered. Protective
goggles must be worn and used in all flights posing a risk to vision, including
negative/zero G maneuvers and flights in open cockpits.

g. Periodic comprehensive eye examinations should be conducted at the
frequency determined by MA.

h. After the Class 3 Ophthalmological evaluation, referral to MA should be
made for Workplace Assessment (COD) and provision of appropriate working
conditions.
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TEK GOZDE STANDARTALTI GORME SERTIFIKALANDIRMA

Smif 1 veya 3 saglik sertifikas1 icin yapilan ilk muayenede, bir goziinde
Standartalt1 goriise sahip adaylara saglik sertifikasi diizenlenmez.

Temdit ve yenileme muayenelerinde ise bir goziinde Standartaltt goriisi
bulunan( Goz kasinda denge sorunlar1 dahil olmak iizere monookiiler veya
fonksiyonel monokiiler ) Sinif 1 veya 3 saglik sertifika bagvuru sahipleri, en az
6 ay adaptasyon siiresi gegmesi ve g6z muayene sonuglariin tatmin edici
diizeyde olmasi kosuluyla elverisli olarak degerlendirilebilmek lizere MAe
yonlendirilecektir. Tatmin edici g6z degerlendirmesi ile Sinif 1 i¢in TUT/ Simif
3 i¢in COD Degerlendirmesinde basarili olunmasi ile Sinif 1 i¢in OML/ Sinif
3 icin SSL kisitlamasi ile saglik sertifikasi diizenlenebilir.

Sinif 2 ve LAPL saglik sertifikasi i¢in bagvuranlar, en az 6 ay adaptasyon siiresi
geemesi ve Her bir gézde ayr1 ayri (0,5 decimal) seviyesinde veya daha iyi
olacak ve goriis keskinligi her iki g6z i¢in (0,7 decimal) seviyesinde ya da daha
iyi olacak sekilde tatmin edici géz degerlendirmesi ile MA ile istigare edilerek
AeMC/AME tarafindan SSL kisitlamasi ile Smif 2 veya LAPL saglik
sertifikas1 diizenlenebilir.

SINGLE EYE SUBSTANDARD VISION CERTIFICATION

During the initial examination for Class 1 or 3 medical certificates, applicants
with substandard vision in one eye are not eligible for medical certification.
However, during renewal examinations, applicants with substandard vision in
one eye (including monocular or functionally monocular conditions, including

balance issues in the eye muscles) for Class 1 or 3 medical certificate
applicants may be referred to the Aviation Medical Examiner (AME) for
evaluation if at least 6 months of adaptation time has passed and if the eye
examination results are satisfactory. With satisfactory eye evaluation, a Class
1 medical certificate may be issued with an OML restriction or a Class 3
medical certificate with an SSL restriction.

For Class 2 and LAPL medical certificate applicants, at least 6 months of
adaptation time is required. Each eye must have a visual acuity level of at least
0.5 decimal or better, and the visual acuity for both eyes must be at least 0.7
decimal or better. With satisfactory eye evaluation and consultation with the
Medical Assessor (MA), the Aviation Medical Center (AeMC) or AME may
issue a Class 2 or LAPL medical certificate with an SSL restriction.

TEK GOZDE STANDARTALTI GORME SERTIFIKALANDIRMA
a. Ik muayenede standartaalt1 gériis kabul edilemez.

b. Tim smniflarda temdit/ yenileme muayenelerinde asagidaki durumlar
fonksiyonel olarak monokiiler olarak kabul edilir:

» Ambliyopi olan goziin gorme keskinligi 0,3 decimalden daha kotii olmasi

*Diger nedenlere bagli olarak bir gézde azalmig gorme (6rnegin: patoloji,
travma) ve gérme keskinlignini 0.5 decimalden daha koti ise

*Bir gbzde onemli GA kaybi1
€. GOz Hastaliklar1 Uzmaninin degerlendirmesinde
* Kabul edilebilir GA olmali

* Etkilenmemis gozde 1,0 decimal diizeltilmis veya diizeltilmemis uzak gdrme
keskinligi olmali

SINGLE EYE SUBSTANDARD VISION CERTIFICATION
a. Substandard vision is not acceptable during the initial examination.

b. During all renewal examinations for all classes, the following conditions are
considered functionally monocular:

* Visual acuity of the amblyopic eye worse than 0.3 decimal

* Decreased vision in one eye due to other reasons (e.g. pathology, trauma)
with visual acuity worse than 0.5 decimal

« Significant loss of GA in one eye
c. In the evaluation by the Eye Diseases Specialist:
 Acceptable GA is required

 Uncorrected or corrected distant visual acuity of 1.0 decimal in the unaffected
eye
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* Etkilenmeyen gozde yakin i¢in N14 ve N5 orta gérme keskinligi olmali

» Kabul edilebilir altta yatan patoloji ve etkilenmemis gozde Snemli bir
patolojinin olmamali

d. Tatmin olunan g6z muayenesi neticesinde Goz Hastaliklar1 Uzmani
tarafindan TUT ile degerlendirmek lizere MAe yonlendirilmelidir.

e. Monookiilerlik durumunda, bilinen goérme kaybi noktasindan itibaren
basvuru sahibinin uygunsuz olarak degerlendirilecegi bir adaptasyon siiresi (en
az 6 ay) ge¢mis olmalidir.

f. Smif 1 ve 3 i¢in OML/RXO/ SSL, Siif 2 ve LAPL ORL/OSL/RXO/SSL
(yalnizca onayli gbz korumasiyla ugabilir) kisitlamalari ile saglik sertifikasi
diizenlenebilir.

g. MA ta+A98:A100rafindan belirlenen siklikta kapsamli g6z muayenesi ile
takibi saglanmalidir. Gorme keskinliginde daha fazla bozulma, TUTun
tekrarlanmasini gerektirir

***Ucucularda Negatif/sifir G manevralar1 ve agik kokpitte ugus dahil, gorme
riski tasiyan tiim uguslarda koruyucu gozliik tasinmali ve kullanilmalidir. Simif
3 Oftalmolojik degerlendirme sonras1 Calisma Ortam1 Degerlendirmesi (COD)
ve uygun c¢alisma ortaminin saglanmasi ile MA yonlendirilmelidir. Yer
personelinde tek goz GA'ina uygun monitor kullanilmalidir

 Near visual acuity of N14 for near vision and N5 for intermediate vision in
the unaffected eye

» No significant underlying pathology or significant pathology in the
unaffected eye

d. Following a satisfactory eye examination, the applicant must be referred to
the MA for evaluation with TUT by the Eye Diseases Specialist.

e. In the case of monocular vision, an adaptation period (minimum 6 months)
must have elapsed from the known point of visual loss before the applicant can
be considered unsuitable.

f. For Class 1 and 3, OML/RXO/SSL restrictions, and for Class 2 and LAPL,
ORL/OSL/RXO/SSL restrictions (can only fly with approved eye protection)
may be issued with the medical certificate.

g. Comprehensive eye examinations and follow-up should be provided at
intervals determined by the MA. Any further deterioration in visual acuity will
require TUT to be repeated.

***Protective eyewear must be carried and used in all flights with visual risk,
including negative/zero G maneuvers in pilots and open cockpit flights.
Following Class 3 Ophthalmic evaluation, the Medical Assessor must be
directed for the Workplace Evaluation (WE). Monitors suitable for single-eye
GA should be used in ground personnel.
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Gozlukler ve Lensler Spectacles and Lenses

PRESBIYOPIi-OKUMA GOZLUKLERI

Havacilik personeli, yakin, orta ve uzak mesafelerdeki nesneler arasinda sik
stk bakiglarini1 degistirmek zorundadir. Yasla birlikte goziin yakin gorevlere
odaklanma yetenegi azalir. Bu presbiyopi olarak bilinir ve birey yakin gorevler
icin bir recete gerektirir. Tipik olarak bu durum kirkli yaslarin ortalarinda
belirgin hale gelir, ancak hipermetroplarda daha erken yasta, miyoplarda ise
daha ge¢ ortaya c¢ikabilir. Gerekli recete yasla birlikte artar ve genellikle ellili
yaslarin sonlarinda sabitlenir. Bir uzak goriis recetesi de gerekliyse, hem uzak
hem de yakin (ve ayrica orta) goriis i¢in odak iceren bir tiir optik diizeltme
gereklidir. Havacilik personeli i¢in ideal presbiyopik duzeltme bazen uzak
goriis recetesi de igerir (uzak goriis regetesi sifir olsa bile), boylece bir ¢ift
gozlik tim gorsel gorevleri kapsar. Ekran veya gosterge paneli goriisii igin
genellikle bir ara bolge de gerekli olacaktir.

Olas1 optik diizeltme bigimleri sunlardir: gozliik, kontak lens, refraktif cerrahi

PRESBYOPIA - READING GLASSES

Aviation personnel often need to shift their focus between objects at near,
intermediate, and far distances. With age, the eyes ability to focus on close
tasks diminishes. This condition is known as presbyopia, and individuals
require a prescription for near tasks. Typically, this condition becomes
noticeable in the mid-forties, but it can occur earlier in hypermetropia and later
in myopia. The required prescription increases with age and usually stabilizes
in the late fifties. If a prescription for distance vision is also necessary, an
optical correction that includes focusing for both distance and near (and
sometimes intermediate) vision is required. The ideal presbyopic correction for
aviation personnel sometime includes a prescription for distance vision as well
(even if the distance vision prescription is zero), so that a single pair of glasses
covers all visual tasks. An intermediate zone is often necessary for screen or
instrument panel viewing.

Possible forms of optical correction include: glasses, contact lenses, refractive
surgery.

BILGI - GOZLUK CERCEVELERI VE LENS SECIMI HAKKINDA
KILAVUZ

Asagidakilerin, havacilik ortaminda kullanilmasi tavsiye edilen gozliik
cercevesi ve lens tipi hakkinda rehberlik saglamasi amaglanmistir.

GUIDE TO EYEGLASS FRAMES AND LENS SELECTION

The following is intended to provide guidance on the recommended eyeglass
frames and lens types for use in the aviation environment.

GOZLUK

Iyi tolere edilmeleri kosuluyla her tiirlii diizeltme (bifokal, progresif veya
trifokal) kabul edilebilir. Bifokaller, yakin kistm mercegin alt kismi1 iginde ayri
bir segment olacak sekilde uzak ve yakin diizeltme sunacaktir. Farkli bifokal
tipler vardir: D-segmenti en yaygin olanidir ve bunlar kabul edilebilirdir
Yonetici bifokaller (okuma boéliimiiniin mercegin tiim genisligini kapladigi
yer) daha az idealdir ve helikopter havacilik personelilari i¢in 6nerilmez. uzak
goriis alaninin alt yarist okuma segmenti tarafindan bulanik oldugu icin

EYEGLASSES

All types of corrections (bifocal, progressive, or trifocal) are acceptable as long
as they are well tolerated. Bifocals will provide both distance and near
correction, with a separate segment for the near portion located within the
lower part of the lens. There are different types of bifocals; the D-segment is
the most common and is acceptable. Executive bifocals (where the reading
portion spans the entire width of the lens) are less ideal and not recommended
for helicopter aviation personnel. This is because the lower half of the distant
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havacilik personeli igin 6nerilmez. Bu, 6zellikle helikopter havacilik personeli
ve NVG kullaniminda 6nemlidir. Gozliik kullananlarin renksiz bir regeteye ek
olarak renkli veya renksiz olabilen ancak tiim ugus veya gorev vardiyasinin
genel 151k kosullarina uygun olmasi gereken en az bir ¢ift yedek gozluk
bulundurmalar: gerektigini unutmamalidir

vision area is blurred by the reading segment, which is particularly important
for helicopter aviation personnel and NVG use. Those wearing glasses should
also remember to have at least one spare pair of glasses, in addition to a clear
prescription, which can be tinted or untinted but should be suitable for the
overall light conditions during all flights or duty shifts.

ASAMALI LENSLER (VEYA DEGISKEN ODAKLILAR)

Lensin Ustteki uzak kismindan asagiya dogru lensin yakin kismina dogru
kademeli olarak degisir. Bu lensler ayrica uzak ve yakin kisimlar arasinda bir
ara odak alanina sahip olacaktir. Ara regeteli diger lens tiirii ise trifokal lenstir.
Bunlar genellikle goriiniiste bifokallere benzer, ancak yakin kismin istiinde
fazladan bir segment bulunur. Bazen ara kisim, okuma kismi mercegin altinda
ve mesafe alan1 merkezde olacak sekilde mercegin {ist kismina dahil edilir. Bu,
tst panelleri gorintilemek icin yararli olabilir. Gozliik kullananlarin renksiz
bir receteye ek olarak renkli veya renksiz olabilen ancak tiim ugus veya gorev
vardiyasiin genel 151k kosullarina uygun olmasi gereken en az bir ¢ift yedek
g06zlik bulundurmalari gerektigini unutmamalidir

PROGRESSIVE LENSES (OR VARIABLE FOCAL LENSES)

Gradually transition from the upper distant portion of the lens to the lower near
portion. These lenses also have an intermediate focus area between the distant
and near sections. Another type of lens with intermediate prescription is
trifocal lenses. These lenses often resemble bifocals in appearance but have an
additional segment above the near portion. Sometimes, the intermediate area
is included above the reading portion and below the distance area, with the
reading portion of the lens positioned below. This can be useful for viewing
upper panels. Those wearing glasses should also remember to have at least one
spare pair of glasses, in addition to a clear prescription, which can be tinted or
untinted but should be suitable for the overall light conditions during all flights
or duty shifts.

CERCEVE SECIMi

Tiim ¢ergeveler iyi oturmali ve rahat olmalidir. Cerceve secimi, ¢cevresel goriis
tzerindeki etkileri en aza indirmelidir. G6z boyutu ¢ok kii¢iik olmamali ve onii
ve kenarlar1 oldukga ince (6rn. metal) olan bir gerceve kullanilmalidir. Ancak,
ticari jet havayolu havacilik personelilart gibi acil oksijen kullanmasi
gerekebilecek havacilik personeli igin, gozliigiin yanlarinin oksijen maskesi
kayislarinin  altina  yerlestirilebilecek kadar glc¢li  olmasi  gerekir.
Diizeltilmemis uzak goriisii iyi olan presbiyopik havacilik personeli/ATCOlar
icin okuma gozliikleri 1/2 goz (bakan) tarzinda olmalidir. Tam ¢er¢eve okuma
duzeltmesi kabul edilemez. 1/2 goze tam cerceve tercih ediliyorsa multifokal
lens kullanilmalidir. Yalnizca radarli ATCOlar i¢in, tam gergeve tek goriislii
yakin diizeltme kabul edilebilir.

FRAME SELECTION

All frames should fit well and be comfortable. Frame selection should
minimize its impact on peripheral vision. The eye size should not be too small,
and a frame with thin fronts and sides (e.g., metal) should be used. However,
for aviation personnel such as commercial jet airline crew who may need to
use emergency oxygen, the glasses sides should be strong enough to fit under
the oxygen mask straps. For presbyopic aviation personnel/ATCOs with good
uncorrected distance vision, reading glasses should be of the half-eye (look-
over) style. Full-frame reading correction is not acceptable. If a full-frame is
preferred for half-eye correction, multifocal lenses should be used. Only for
radar ATCOs, full-frame single vision near correction is acceptable.
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LENS SECIMi

Regete edilen gozlilk camlarmin biiyiik ¢ogunlugu plastik bir malzemeden
yapilmigtir. Bunlarin cam merceklere gore bir agirlifi ve emniyet avantaji
vardir. Sert bir kaplama her zaman tavsiye edilir. Yansima Onleyici kaplamalar,
mercek ylizeylerinden gelen yansimalarin yogunlugunu azaltir ve mercekten
daha yiiksek oranda 1s181n gegmesine izin verir. Bunlar havacilik kullanimi il
uyumludur. Giines gozliikleri hakkinda bilgi i¢in liitfen havacilik personelilar
tarafindan giines gozliigl kullanimina iliskin Bilgi - Kilavuza bakiniz.

Diizeltici lenslere ihtiya¢ duyan tiim havacilik personelinin, lisanslarinin
ayricaliklarint  kullanirken en az bir ¢ift renklendirilmemis gozlik
bulundurmasi gerektigini unutmayin. Daha gii¢li g6zIUuk receteleri icin ylksek
indeksli lensler 6nerilir. Bifokal ve degisken odakli lensler hakkinda daha fazla
bilgi icin lutfen Bilgi — Presbiyopi diizeltme kilavuzuna bakiniz. Kullanilan
havayolu kokpit 6n camlarinin bir kisminin bir miktar ultraviyole (UV)
radyasyonu ilettigini gdstermektedir. Bu radyasyon ciltte bronzlasmaya veya
giines yanigina neden olmasa da, ucus sirasinda gozlerde 6énemli miktarda
ultraviyole (UV) maruziyetine neden olabilir. Havacilik personel i¢in UVyi
engelleyen bir mercek malzemesi veya UVYyi engelleyici bir kaplama onerilir.
Ucus sirasinda mavi 1sik tehlikesine maruz kalmanin, mavi 1sik tehlikesi
filtreleri veya kaplamalarinin gerekli oldugunu gosteren higbir kanit yoktur.

LENS SELECTION

The majority of prescribed eyeglass lenses are made from plastic material.
These have the advantage of being lighter and safer compared to glass lenses.
A hard coating is always recommended. Anti-reflective coatings reduce the
intensity of reflections from lens surfaces and allow a higher percentage of
light to pass through the lens. These are compatible with aviation use. For
information about sunglasses, please refer to the Information - Sunglasses Use
by Aviation Personnel guide. All aviation personnel requiring corrective lenses
should remember to have at least one pair of untinted glasses while utilizing
the privileges of their licenses. High-index lenses are recommended for
stronger eyeglass prescriptions. For more information about bifocal and
progressive lenses, please refer to the Information — Presbyopia Correction
guide. Some of the cockpit windscreens used in aviation transmit a certain
amount of ultraviolet (UV) radiation. While this radiation may not cause
tanning or sunburn on the skin, it can result in significant UV exposure to the
eyes during flight. Therefore, a lens material that blocks UV or a UV-blocking
coating is recommended for aviation personnel. There is no evidence
indicating the necessity of blue light hazard filters or coatings to protect against
blue light exposure during flight.

HAVACILIK PERSONELIi iCiN GUNES GOZLUGU KULLANIMI
HAKKINDA KILAVUZ

Glines gozligil, kokpit ortaminda 6nemli bir koruyucu ekipman pargasidir.
Kanutlar, havayolu kokpiti 6n camlarinin bir kisminin bir miktar ultraviyole
(UV) radyasyonu ilettigini gostermektedir. Bu radyasyon giineste
bronzlagmaya veya giines yanigina neden olan daha yiiksek enerjili UV olmasa
da ugus sirasinda gozlerde énemli miktarda UV 1sinlarina maruz kalmayla
sonuglanabilir. Ulusal veya uluslararasi diizenlemelere uygun tiim giines
gozIligi filtreleri, kokpit igerisinde goézlerin maruz kaldigi UV isinlarini
minimum dizeyde filtreleyecektir.

GUIDANCE ON USE OF SUNGLASSES BY AIRMEN

Sunglasses are an essential piece of protective equipment in the cockpit
environment. Evidence suggests that some portion of cockpit windscreens
transmits a certain amount of ultraviolet (UV) radiation. While this radiation
may not be the higher-energy UV that causes tanning or sunburn on Earth, it
can result in significant UV exposure to the eyes during flight. All sunglasses
filters compliant with national or international regulations will minimize the
UV radiation exposure to the eyes in the cockpit.

Below is guidance provided to aviation personnel purchasing sunglasses:
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Asagida, giines goOzIigii satin alan havacilik personeline rehberlik

sunulmaktadir.

- Renk tonu nétr olmalidir. Uygulamada gri veya kahverengi kabul edilebilir.
Renk tonu %80 absorpsiyondan daha koyu olmamalidir. Dereceli bir renk tonu
(mercegin iistiinde en koyu ve alta dogru agik olan) faydali olabilir.

Fotokromik lensler, Fotokromik mercekler normalde UV radyasyonuyla
reaksiyona girerek koyulasir. Bu mercekler kokpit ortaminda o kadar etkili
calismayacak ve buluttan inis gibi hizla degisen havacilik ortamlarinda
yeterince hizli aydinlanmayacaktir. Kokpit 6n cami UV 1518imin gegisini
engelleyecek sekilde tasarlandigindan, bu lensler kokpit ortaminda o kadar
etkili caligmayacaktir. Bu nedenle bu giines gozliiklerinin kullanilmasi tavsiye
edilmez.

Polarize lensler, Polarize mercekler, belirli elektromanyetik spektral
duzlemlerin secici olarak filtrelenmesiyle mercekten gegen 1s1k miktarini
azaltir. Bu lensler baz1 LCD ekranlarin goriiniirliigiinii azaltabilir ve baz1 ¢ok
katmanli kokpit 6n camlarinda bozulma desenlerine neden olabilir. Ayrica
bulut goriinimiinii degistirebilir ve gorerek ugus kurallar1 (VFR) altinda
calisan havacilik personelilar i¢in yararli olan yer yansimalarini azaltabilirler.
Bu nedenlerden dolay1 bu giines gozliiklerinin kullanilmasi tavsiye edilmez.
Tim giines gozliigli ¢erceveleri tam oturmali ve egik ac¢ili giines 1s1gindan
yeterli koruma saglayacak genislikte olmalidir. Gozlik regetesine ihtiyag
duyan tiim havacilik personelilarin bir ¢ift seffaf (renksiz) dizeltici lensi
olmalidir, ancak ikinci ¢ift olarak numarali giines gozIliigii alabilirler.
Numarali gozliiklerin {izerine regetesiz plano giines gozIliigl takilmasi kabul
edilemez. Gece ugusu i¢in her iki numarali gozliik ¢iftinin de renksiz olmasi
tavsiye edilir.

- The tint should be neutral. In practice, gray or brown is acceptable. The tint
should not be darker than 80% absorption. A graduated tint (darker at the top
of the lens and lighter towards the bottom) can be beneficial.

Photochromic lenses: These lenses typically darken in reaction to UV
radiation. However, they may not work as effectively in the cockpit
environment and may not lighten quickly enough in rapidly changing aviation
environments such as descent through clouds. Since cockpit windscreens are
designed to block UV light, these lenses may not work as effectively in the
cockpit environment. Therefore, the use of these sunglasses is not
recommended.

Polarized lenses: Polarized lenses reduce the amount of light passing through
the lens by selectively filtering certain electromagnetic spectral planes. These
lenses may reduce the visibility of certain LCD displays and may cause
distortion patterns in some multi-layered cockpit windscreens. Additionally,
they may alter cloud appearance and reduce ground reflections, which can be
useful for aviation personnel

operating under visual flight rules (VFR). For these reasons, the use of these
sunglasses is not recommended. All sunglass frames should fit snugly and be
wide enough to provide adequate protection from oblique sunlight. All aviation
personnel requiring corrective lenses should have a pair of clear (untinted)
corrective lenses, but they may also acquire a numbered pair of sunglasses as
asecond pair. It is unacceptable to wear non-prescription plano sunglasses over
prescription glasses. It is recommended that both pairs of numbered glasses be
clear for night flying.
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KONTAKT LENSLER HAKKINDA KILAVUZ

Kontak lens kullanicilari, renkli veya renksiz olabilen ancak tiim ucus veya
gorev vardiyasinin genel 1s1k kosullarina uygun en az bir ¢ift yedek gozlik
bulundurmalidir. Kontakt lenslerin gozliiklere gore optik avantaj1 vardir. Daha
yuksek receteli lenslerin neden oldugu goriintii boyutu degisikligi en aza
indirilir. Gozllk cercevesi ve merceklerin neden oldugu halka skotomlari
(g6zden kacan GA1) ve gozliik merceklerinin neden oldugu gevresel sapmalar
ortadan kaldirilir. MED.B.070 sunlar1 gerektirir:

* Lisansl imtiyazlarin kullanilmasi sirasinda takilan kontakt lensler tek odakl
olacak, renkli olmayacak ve ortokeratolojik olmayacaktir.

* Biiyiik bir kirma kusuru olan adaylarin kontakt lens veya yiiksek indeksli
gozliik lensleri kullanmalart gerekmektedir.

* Monovizyon kontakt lensler kullanilmayacaktir.

GUIDANCE ON CONTACT LENSES

ontact lens users must have at least one spare pair of glasses available that can
be colored or colorless, but suitable for the overall lighting conditions of all
flights or duty shifts. Contact lenses offer optical advantages over glasses.
They minimize changes in image size caused by higher prescription lenses.
They eliminate ring scotomas (blind spots) caused by glasses frames and lenses
and eliminate peripheral distortions caused by glasses lenses.

MED.B.070 requires the following:

- Contact lenses worn during the use of licensed privileges shall be monofocal,
non-colored, and nonorthokeratological.

- Candidates with significant refractive errors must use contact lenses or high-
index spectacle lenses.

- Monovision contact lenses shall not be used.

MED.B.070, asagidaki durumlarda Simif 1 ve 3 basvuru sahiplerinin
kontakt lens kullanmasi gerektigini belirtir:

* Hipermetrop (uzun goriis) +5,00 diyoptriyi asiyorsa veya Anizometropi (2
g0z arasindaki recete farki) 3,00 diyoptriyi astyorsa.

Ugus icin kontakt lens kullanmak isteyen bir havacilik personelinin, lensleri
ucus giivertesinde kullanmadan 6nce yerde rahatca takilabileceginden emin
olmasi1 gerekecektir. Bir kilavuz olarak, en az bir ay boyunca sirekli olarak
haftada 5 giin, giinde 8 saat minimum kullanim siiresine ulasilmalidir.
Kullanim stirelerinin géorme keskinligini, konforunu veya goz sagliginm
etkilememesi 6nemlidir.

Lens dehidrasyonu ve degisen lens parAeMC/AMEtreleri gibi c¢esitli
faktOrlerden dolay1 lenslerini ugus sirasinda kullanamayan bazi basarili
kontakt lens kullanicilarinin oldugu unutulmamalidir.

***Bir hava trafik kontrolérinin (ATCO), lenslerin gérev siresi boyunca
rahatga takilabilmesini saglamasi gerekecektir. Kullanim stirelerinin gérme
keskinligini, konforunu ve g6z sagligini etkilememesi 6nemlidir. Tim kontakt
lens malzemeleri (yumusak, gaz gecgirgen veya sert), iyi tolere edilmeleri

MED.B.070 states that Class 1 and 3 applicants must use contact lenses in
the following cases:

- If hypermetropia (long-sightedness) exceeds +5.00 diopters or if
anisometropia (difference in prescription between the two eyes) exceeds 3.00
diopters.

An aviation personnel intending to use contact lenses for flight must ensure
that they can comfortably wear the lenses on the ground before using them on
the flight deck. As a guideline, they should achieve a minimum usage period
of eight hours per day, five days a week continuously for at least one month.
Its important that these usage periods do not affect visual acuity, comfort, or
eye health. It should be noted that some successful contact lens users may be
unable to use their lenses during flight due to various factors such as lens
dehydration and changing lens parameters.

***Eor an air traffic controller (ATCO), it will be necessary to ensure that the
lenses can be comfortably worn throughout the duty period. Its important that
the usage periods do not affect visual acuity, comfort, and eye health. All
contact lens materials (soft, gas permeable, or hard) are acceptable for
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kosuluyla sertifikasyon icin kabul edilebilir. Optimum mesafe duzeltmesi
saglanmalidir. Yumusak kontakt lens kullananlar (torik lens kullananlar) icin
astigmatizmanin diizeltilmesi her zaman distiniilmelidir. Silikon hidrojeller
(bazt yumusak tek kullanimlik kontakt lenslerde kullanilan bir tiir lens
malzemesi), diisiik su igerigi ve yiiksek oksijen iletimi nedeniyle havacilik
personelilar i¢in diisliniilmelidir. Tiim kontakt lens kullanicilarinin, kontakt
lens uygulayicilarinin  6nerdigi sekilde diizenli kontrollere katilmalari
beklenmektedir. Tiim kontakt lensler yalnizca mesafe dlzeltmesi igin
olmalidir. Bu nedenle, diizenli olarak kontakt lens kullanan presbiyopik
havacilik personeli i¢in, bir VML/ VNL/ VXN/ kisitlamasi olabilir

certification as long as they are well-tolerated. Optimum distance correction
must be provided. Correction of astigmatism should always be considered for
those using soft contact lenses (those using toric lenses). Silicon hydrogels (a
type of lens material used in some soft disposable contact lenses), should be
considered for aviation personnel due to their low water content and high
oxygen transmission. All contact lens users are expected to attend regular
checks as recommended by contact lens practitioners. All contact lenses should

be for distance correction only. Therefore, for presbyopic aviation personnel
regularly using contact lenses, there may be a limitation of VML/VNL/VXN.

Asagidaki kontakt lens diizeltme tiirleri kabul edilemez:

1-Monovizyon lens: baskin goziin uzak igin tamamen diizeltildigi, baskin
olmayan gdziin ise yakin i¢in diizeltildigi yerdir. Okuyan gozdeki uzak gérme
keskinligi siklikla uygun keskinlik standardinin altina diisecektir. Derinlik
algisini etkileyebilir ve optimum mesafe goriisiinii garanti etmez.

2-Cok odakh (bifokal/degisken odakli)lesler: Kullanicinin mercegin farkli
bir kismindan ve dolayisiyla farkl

bir odak uzakligindan goérmek icin goz hareketlerini kullanabildigi gozliik
merceklerinin aksine, kontakt mercekler g6z hareketiyle birlikte hareket
edecektir. Bu, birden fazla odak uzunlugunun ayni anda goruntulenebilmesi
icin farkli bir optik sistemin uygulanmasi gerektigi anlamina gelir. Cok odakli
kontakt lenslerin gesitli tasarimlar1 vardir; ancak bunlar daha zayif bir optik
kaliteye sahip olma egiliminde olacak ve uzak veya yakin gérme keskinliginde
ve/veya kontrast duyarliliginda potansiyel azalmaya neden olacaktir. Bazi
tasarimlar parlak 151k kosullarinda da sorunludur. Bu nedenlerden dolayi
multifokal kontakt lensler havacilikta kullanim igin kabul edilemez.
3-Kozmetik renkli lensler: Kullanicinin gozlerinin goriinen rengini
degistirmek icin bir renk tonuna veya iris desenine sahiptir. Renkli lensler
havacilikta kullanima uygun degildir. Bunun nedeni, gézbebeginin mercegin
merkezi seffaf bolgesinin Otesine genisledigi diisiik 151k seviyelerindeki

The following types of contact lens corrections are unacceptable:

1. Monovision lenses: where one eye is fully corrected for distance and the
other eye is corrected for near vision. The distance visual acuity in the "reading
eye" will often fall below the appropriate acuity standard. It may affect depth
perception and does not guarantee optimum distance vision.

2. Multifocal lenses (bifocal/variable focus): Unlike spectacle lenses where
users can use eye movements to see from different parts of the lens and thus
different focal lengths, contact lenses will move with eye movements. This
means applying a different optical system to display multiple focal lengths
simultaneously. There are various designs of multifocal contact lenses;
however, they tend to have weaker optical quality and may result in potential
decreases in distance or near visual acuity and/or contrast sensitivity. Some
designs are problematic even in bright light conditions. For these reasons,
multifocal contact lenses are unacceptable for aviation use.

3. Cosmetic colored lenses: These lenses have a color tone or iris pattern to
change the appearance of the

users eyes. Colored lenses are not suitable for aviation use due to potential
visual disturbances in low light levels when the pupil expands beyond the
central transparent zone of the lens. Some lenses also carry a high risk of
causing corneal hypoxia due to low oxygen permeability during flight.
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potansiyel gérme bozukluklaridir. Bazi lenslerin, zayif oksijen gecirgenligi
nedeniyle ucus sirasinda kornea hipoksisine neden olma riski de yiiksektir.
4-Ortokeratoloji (veya Orto K) lensleri: Miyopinin ilerlemesini azaltmak
veya kontrol etmek icin 6n kornea yiizeyini yeniden sekillendirmek {izere
tasarlanmis ters geometrili lenslerdir. Genellikle geceleri giyilir ve uyanma
saatlerinde c¢ikarilirlar. Kornea seklindeki herhangi bir degisiklik (ve
dolayistyla yardimsiz gérmedeki iyilesme) giin i¢cinde kaybolma egilimindedir
ve bu lensleri kullananlar giin boyunca optimum gérmeyi elde edemezler. Bu
nedenle bu tiir merceklerin havacilikta kullanimi kabul edilemez.

5- Renk algisim degistiren lensler: belirli dalga boyu bantlarini filtreleyen
renkli merceklerdir ve bazen renk gérme yetersizligi olan kisiler tarafindan,
belirli renkleri karistirabilecekleri belirli bir alanda onlara yardimci olmak igin
giyilir. Lensler renk gorme eksikligini diizeltmez, yalnizca renk karigikligini
renk spektrumunun farkli bir alanina tagir. Havacilik kullanimina uyumlu
degildirler.

4. Orthokeratology (Ortho-K) lenses: These are ""'reverse geometry™" lenses
designed to reshape the front corneal surface to reduce or control myopia
progression. They are typically worn at night and removed upon waking. Any
changes in corneal shape (and thus improvement in unaided vision) tend to
diminish throughout the day, and users of these lenses cannot achieve optimum
vision throughout the day. Therefore, the use of these lenses in aviation is
unacceptable.

5. Lens altering color perception: These lenses filter certain wavelength
bands and are worn by individuals with color vision deficiencies to assist them
in differentiating certain colors in a specific area. These lenses do not correct
color vision deficiencies; they only shift color confusion to a different area of
the color spectrum. They are not suitable for aviation use.

GORME KESKINLIGI

Smif 1 ve 3 her gozde ayr1 ayr1 0.7 ve her iki gézle 1.0 decimal olmali.
Smif 2 ve LAPL igin her gdzde ayr1 ayr1 0.5 ve her iki gozle 0.7 veya daha iyi olmali.
ILK MUAYENE

Stnif 1 ve 3:

MIYOPI] :-6.0 D,

HIPERMETROPI : +5.0,

ASTIGMATIZMA: 2.0,

ANIZOMETROPI: 2.0

Sinif 2 ve LAPL ile Kabin Ekibi Uyesi:

MIYOPI: -8.0,

HIPERMETROPI:+5.0,

ASTIGMATIZMA: 3.0,

ANIZOMETROPI:3.0 D'yi ge¢gmemelidir.

VISUAL ACUITY

For Class 1 and 3, each eye separately should be 0.7, and both eyes together should
be 1.0 decimal.

For Class 2 and LAPL, each eye separately should be 0.5, and both eyes together
should be 0.7 or better.

INITIAL EXAMINATION:

For Class 1 and 3:

MYOPIA: -6.0 D,

HYPEROPIA: +5.0,

ASTIGMATISM: 2.0,

ANISOMETROPIA: 2.0

For Class 2 and LAPL, as well as Cabin Crew Member:
MYOPIA: -8.0,

HYPEROPIA: +5.0,

KX = s 0
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] to the N
Not: Yakin géiriis déniisiimleri, en yakin N esdegerine yaklasiktir.

Note: the near vision «

are

ASTIGMATISM: 3.0,
ANISOMETROPIA: 3.0 D should not be exceeded.

ILK MUAYENEDE gérme keskinliginin degerlendirilmesi.

Diizenli kontakt lens kullananlar, uzak, orta ve yakin gérme i¢in her gozde ve
her iki gozde yardimsiz, gozliik dizeltmeli ve kontakt lens ile gdrme
keskinligini (VA) Olgmiis olmalidir. Muayene gliniu kontakt lens
kullanilmamalidir.

PERIYODIK MUAYENELERDE gérme keskinliginin degerlendirilmesi.
Kontakt lens kullanan bir kisi, periyodik muayenelerde VAlarin1 kontakt
lensleriyle birlikte yerinde kontrol ettirmeli ve (yardimsiz) goriislerini ve
g6zIlikli VAlarin periyodiki muayenelerde kontrol ettirmelidir, bdylece her
tibbi muayenede gozliikk ve kontakt lensler arasinda gecis yapilmalidir.
Havacilik personeli gozliik veya kontakt lens takiyorsa, en son géz hekimi
raporlari, AMEnin kontrol etmesi i¢in her tibbi degerlendirmede mevcut
olmalidur.

Evaluation of visual acuity during the INITIAL EXAMINATION:
Individuals who regularly use contact lenses should have measured their visual
acuity (VA) for distance, intermediate, and near vision in each eye, both
unaided and with glasses or contact lenses. Contact lenses should not be worn
on the day of the examination.

Evaluation of visual acuity during PERIODIC EXAMINATIONS:

An individual using contact lenses should have their VAs checked with their
contact lenses in place during periodic examinations and should also have their
unaided and glasses-corrected VAs checked, thus transitioning between
glasses and contact lenses at each medical examination. If aviation personnel
wear glasses or contact lenses, the latest eye doctor reports should be available
for AME review at each medical assessment.

There are several reasons for this:
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Bunun c¢esitli nedenleri var:

1- kontakt lens kullananlar 6 ayda bir gozliik kullananlar yilda 1 veya 2 kez
g6z hekimi tarafindan kontrol edilmektedir. Dolayistyla lens regetesinin yanlig
olmasi pek olas1 degildir.

2- Yardimsiz) gorme keskinlikleri kontrol edilirse ve pilottan lenslerini
yerlestirmesi istenirse, VAlarin hemen kontrol edilmesi, yerlestikten sonra
lensin performansinin gercek bir temsilini vermez. Bu, bazi durumlarda 5-10
dakika stirebilir ve bu siire iginde VA iyilesecektir.

3-Kontakt lens kullanicisinin yardimsiz gérme keskinligi daha zayiftir, ¢linkii
duzeltme kullanmaya daha fazla bagimlidirlar ve bu nedenle kontakt lens
takmaktan daha fazla gorsel fayda elde ederler.

4-Son olarak, havacilik personeli ve AeMC/AME igin bu slire¢ zamandan
tasarruf saglayacaktir.

1- Individuals using contact lenses are examined by an eye doctor every six
months, whereas those wearing glasses are examined once or twice a year.
Therefore, the likelihood of an incorrect lens prescription is minimal.

2- Checking the (unaided) visual acuities and immediately assessing the VAs
after the individual places their lenses do not provide a true representation of
the lenss performance. This can take 5-10 minutes in some cases, during which
the VA will improve.

3- The unaided visual acuity of contact lens users is weaker because they are
more reliant on correction, thus deriving more visual benefit from wearing
contact lenses.

4- Finally, this process will save time for aviation personnel and AeMC/AME.

MED.B.075 - Renk goriisii--Kilavuz Materyal

RENKLI GORME

* Adaylar, ilk muayenede Ishihara testine tabi tutulacaktir. Bu testi gecen
adaylar uygun olarak degerlendirilebilir.

* Ishihara testi, lireticinin talimatlarina gore gerceklestirilecek: Tepki igin plaka
basina 3 saniyeye izin vererek, gin 15181 veya giin 15181 simiile edilmis 151k
altinda (genellikle renk sicaklig1 yaklasik 6500K) goriis hattina dik agilarda
plaka dizlemi ile 75 cm'lik test mesafesi. Plakalar bagvuru sahibine rastgele
bir sirayla sunulmalidir. Ishihara plakalari periyodik olarak veya herhangi bir
solma belirtisi gosteriyorsa glincellenmelidir.

* Ishihara testi (24 plaka versiyonu), rastgele sirayla sunulan ilk 15 plaka
hatasiz olarak tanimlanirsa basarili kabul edilir.

* Lisans imtiyazlarinin giivenli bir sekilde kullanilmasi i¢in gerekli olan
renkleri kolayca algilama yeteneklerini gésteremeyen adaylar uygunsuz olarak
degerlendirilecektir.

* Sinif 2 i¢in:

MED.B.075 - Colour vision--Guidance material

COLOR VISION

» Candidates will undergo the Ishihara test during the initial examination.
Candidates who pass this test may be assessed as suitable.

e The Ishihara test will be conducted according to the manufacturer's
instructions: under daylight or daylight-simulated light (typically with a color
temperature of about 6500K) at right angles to the line of sight with the plane
of the plate at a test distance of 75 cm, allowing 3 seconds per plate for a
response. Plates should be presented to the applicant in a random order.
Ishihara plates should be updated periodically or if any signs of fading are
observed.

* The Ishihara test (24-plate version) will be considered successful if the first
15 plates, presented randomly, are correctly identified without errors.
 Candidates who fail to demonstrate the ability to easily perceive the colors
necessary for the safe use of licensing privileges will be assessed as unsuitable.

e For Class 2:
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e (i) Ishihara testini gegemeyen adaylar, renk acisindan giivenli olup
olmadiklarini belirlemek i¢in ileri renk algilama testlerine tabi tutulacaktir.

o (i) Yeterli renk algisina sahip olmayan adaylar, dikromatopsi veya
akromatopsi olmamasi kosuluyla, ilgili lisansin imtiyazlarini1 sadece giindiiz
kullanmakla sinirlandirilacaktir.

(i) Candidates who fail the Ishihara test will undergo advanced color
perception tests to determine whether they are color safe.

* (ii) Candidates with inadequate color perception, provided they do not have
dichromatopsia or achromatopsia, will be restricted to using the privileges of
the relevant license only during daylight hours.

RENKLi GORME

* Sinif 1 ve smif 2 i¢in ; (CAD) testi, Deutan eksikligi i¢in esik 6 standart
normal (SN) birimden az veya protan eksikligi icin 12 SN birimden az ise bu
testin gegildigi kabul edilir. Tritan eksikligi i¢in 2 SN biriminden daha buyuk
bir esik, arastirilmasi gereken kazanilmis bir nedeni gosterir.

* Anomaloskopi (Nagel veya esdegeri), test icin tam protokoliin kullanilmis
oldugu sonugla birlikte eklenmesi kosuluyla diisiiniilebilir. Bu test yalnizca
renk eslesmesi normal trikromasi gosteriyorsa basarili kabul edilir, yani orta
noktas1 38-42 Olgek birimi arasinda ve eslestirme aralig1 4 6lgek birimi veya
daha azdir. Tirkiye’de yapilmamis testler baska bir EASA iiye devleti
havacilik tip merkezi tarafindan yiiriitilmiis olmalidir. Anomaloscop testinde
basarisiz olan adaylar CAD testinden gecebilir.

Smif 1, 2, 3, LAPL ve kabin ekibi TECRUBELI lisans sahibi ugucu personel
AeMC tarafindan yapilan her tiirlii muayenesinde diskromotopsi siliphesi
durumunda MED.B.075 (b) fikras1 uygulanir. Ad1 gegen ileri renk algilama
testlerinin referans deger gerekliliklerini sinirda saglayamayan ancak renkli
gorme kusurunun havacilik saglik muayenesini gergeklestiren g6z hekimi
tarafindan gérevlerini mevzuata uygun yapmasina engel olmadigi ve emniyetli
performansini etkilemedigi degerlendirilen kisiler i¢in (Dikromatopssi veya
akromatopsi olmamasi kosuluyla) AMS tarafindan kisinin son 10 (on) yillik
stirede gorev yaptigi isletme/isletmeler biinyesinde gorme kusuruna yoénelik
herhangi bir raporlama olup olmadigi da arastirllarak TUT veya COD
yapilmasi istenebilir. TUT veya COD igin kisi asagidaki asgari gereklilikleri
saglamalidir;

COLOR VISION

o For Class 1 and Class 2: The (CAD) test is considered passed if the threshold
is less than 6 standard normal (SN) units for deutan deficiency or less than 12
SN units for protan deficiency. A threshold greater than 2 SN units for tritan
deficiency indicates an acquired cause that needs to be investigated.

» Anomaloscopy (Nagel or equivalent) may be considered with the inclusion
of the result using the full protocol for the test. This test is considered
successful only if color matching demonstrates normal trichromacy, meaning
the midpoint is between 38-42 scale units and the matching range is 4 scale
units or less. Tests not conducted in Turkey must have been carried out by an
aviation medical center in another EASA member state. Candidates who fail
the anomaloscopy test may pass the CAD test.

Class 1, 2, 3, LAPL, and cabin crew experienced license holder flight personnel
are subject to MED.B.075 (b) in any examination conducted by the AeMC in
cases of suspected dyschromatopsia.

For individuals who do not meet the reference value requirements of the
advanced color perception tests mentioned, but are evaluated by the AMS to
not have a condition of color vision deficiency that prevents them from
performing their duties in accordance with regulations and does not affect their
safety performance (provided they do not have dichromatopsia or
achromatopsia), TUT or COD may be requested, with an investigation into
whether the individual has had any reporting related to vision impairment
within the last 10 years within the operation(s) where they have worked. The
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Fener Testleri

Renk gérme gereklilikleri ve fener testlerine dayali renkli gérme emin olma
degerlendirmesi asagidaki sorunlara sahiptir.

1. Test operatori/kurumu tarafindan testlerin yiiriitiilmesine iligkin iiretici
talimatlarinin tutarsiz uygulanmasi.

2. Bakim ve kalibrasyon genellikle yapilmaz. Eski fenerlerin bakimi zordur ve
pek cok tiirii artik iiretilmemektedir.

3. Bagvuranlar, sunulan 1siklarin sirasin1 6grenebilir ve 6zellikle baslangig
noktas1 ve sunum sirast degismemisse, 1siklar1 dogru sekilde adlandirmak i¢in
diger ipuclarin1 kullanabilirler.

4. Tekrarlanan fener testi protokollerinin sonuglarindaki degiskenlik ytiksektir
ve bu da bir¢ok yanlis pozitif ve negatif sonugla sonuglanir.

5. Fenerler, renk gérme kaybinin tiirlinii veya ciddiyetini teshis etmez veya
6lgmez.

6. Dotanvakalarinin 6nemli bir kismi (6zellikle), minimum renk eksikligini
garanti etmeden kirmizi, yesil ve beyaz isiklara dayali fener testlerini
gecmektedir.

7. Testleri gergeklestiren ve sonuglar1 yorumlayan farkli kuruluslar/devletler,
gecmenin ne oldugu konusunda farkli tanimlara sahiptir.

8. Pek cok fener, havacilik amagclart i¢in 6zel olarak tasarlanmamistir; bu
nedenle, kullanilan 1siklarin rengi ve yogunlugu, havacilikta kullanilan renkli
sinyallerin/isiklarin dogru bir temsilini tam olarak temsil etmemektedir.

Lantern Tests

The assessment of color vision based on lantern tests faces the following
Issues:

1. Inconsistent application of manufacturer instructions for conducting tests by
test operators/institutions.

2. Maintenance and calibration are often neglected. Maintenance of old
lanterns is difficult, and many types are no longer produced.

3. Applicants may learn the sequence of lights presented and can use other
clues to correctly name the lights, especially if the starting point and
presentation sequence remain unchanged.

4. There is high variability in the results of repeated lantern test protocols,
resulting in many false positive and negative outcomes.

5. Lanterns do not diagnose or measure the type or severity of color vision loss.
6. Significant portions of individuals with color vision deficiencies (especially
deutan anomalies) pass lantern tests based on red, green, and white lights
without ensuring minimum color deficiency.

7. Different organizations/states conducting tests and interpreting results may
have different definitions of what constitutes a pass.

8. Many lanterns are not specifically designed for aviation purposes; therefore,
the color and intensity of the lights used may not accurately represent the
colored signals/lights used in aviation.

Anomaloskop Testleri

Renk gdrme gereklilikleri ve anormaloskop testlerine (yani dikromatik, RG
renk eslestirme testleri) dayali renkli gérme emin olma degerlendirmesi
asagidaki sorunlara sahiptir.

1. Test operatorii/kurumu tarafindan testlerin yiiriitiilmesine iligkin iiretici
talimatlarinin tutarsiz uygulanmasi.

Anomaloscope Tests

The assessment of color vision based on color matching tests such as
anomaloscopes (i.e. dichromatic, RG color matching tests) faces the following
Issues:

1. Inconsistent application of manufacturer instructions for conducting tests by
test operators/institutions.
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2. Kalibrasyon ve uygun bakim gdsterilemez ve normal uyum parametrelerine
genellikle 151k kaynagi degistirildiginde vs. ihtiyag¢ duyulur.

3. Anomaloskop tiirii ve modelleri arasindaki testlerde beyaz, uyaranlar arasi
uyum saglayan alanlarin kullanimi gibi 6nemli farkliliklar olabilir.

4. Anomaloskoplar (dikromatik Rayleigh eslesmesi kullanan), RG renk
eksikliginin tirii (6rnegin, protan-deutan benzeri eksiklik) arasinda ayrim
yapmasina ragmen, renk gérme kaybinin ciddiyeti ve bagvuru sahibinin renk
acisindan giivenli olup olmadig1 gosterilememektedir.

5. Testleri gerceklestiren ve sonuglart yorumlayan farkli kuruluslar/devletler,
gecmenin ne oldugu konusunda farkli tanimlara sahiptir. Bu 6zellikle eslesen
orta noktanin yorumlanmasi ve eslesen araligin biiytikligi ile ilgilidir. Test
edildigi gibi normal eslesen orta noktaya sahip bagvuru sahipleri genis bir
araliga sahip olabilir ve ¢ok anormal bir orta noktaya sahip olanlar, genellikle
normal trikromatlarda 6l¢iilen ortalama eslestirme araliginin oldukca iginde
olan kii¢iik bir eslesme araliina sahip olabilir.

6. Baz1 vakaler, normal trikromatlarda Olcililen orta noktaya yayilan asiri
anormal eslesmeler sergiliyor. Bu nedenle bu vakalar deutan veya protan
benzeri teshis konulamaz.

7.vakalarm kiiciik bir kismi normal Rayleigh eslesmeleri sergiliyor ancak diger
testlerde RG kromatik hassasiyetinde onemli bir kayip goriiliyor. Agir
derecede anormal anormaloskop orta noktalarina sahipvakalarin tamamen
normal RG kromatik duyarliligi sergiledigi durumlarda da bunun tersi
gecerlidir.

8. Anomaloskoplar klinik tanisal nedenlerle tasarlanmistir ve havacilikta bir
kisinin renk agisindan giivenli olup olmadigimi belirlemek igin 6zel olarak
tasarlanmamistir. Vakalarin normal eslesen orta noktaya ve normal eslesme
araligina sahip normal trikromatlar olup olmadigini belirleyebilirler.

2. Calibration and proper maintenance cannot be demonstrated, and
adjustments are often needed when light sources are changed, etc., to meet
normal alignment parameters.

3. Significant differences may exist in tests between types and models of
anomaloscopes, such as the use of matching areas that adapt between stimuli.
4. Although anomaloscopes (using dichromatic Rayleigh matching) can
differentiate between types of RG color deficiency (e.g., protan-deutan-like
deficiencies), they do not indicate the severity of color vision loss or whether
the applicant is color safe.

5. Different organizations/states conducting tests and interpreting results may
have different definitions of what constitutes a pass. This is especially relevant
to the interpretation of matching middle points and the size of the matching
range. Applicants with a matching middle point similar to that measured in
normal trichromats may have a wide range, and those with highly abnormal
middle points may have a small matching range, often well within the average
matching range measured in normal trichromats.

6. Some cases exhibit extremely abnormal matches spreading from the middle
point measured in normal trichromats. Therefore, these cases cannot be
diagnosed as deutan or protan-like.

7. A small proportion of cases exhibit normal Rayleigh matches but significant
loss in RG chromatic sensitivity in other tests. Conversely, cases with severely
abnormal anomaloscope middle points may

exhibit completely normal RG chromatic sensitivity.

8. Anomaloscopes are designed for clinical diagnostic purposes and are not
specifically designed to determine whether an individual is color safe in
aviation. However, they can determine whether cases have normal matching
middle points and matching ranges like normal trichromats.

Renk Degerlendirme ve Teshis (CAD) Testi: Renk Degerlendirmesi ve
Teshisi (CAD) Testi, bagvuru sahibinin renk gérme sinifi, RG durumu ve YB
renk gorme kaybinin ciddiyeti hakkinda dogru ve tekrarlanabilir bir

Color Assessment and Diagnosis (CAD) Test: The Color Assessment and
Diagnosis (CAD) Test provides an accurate and repeatable assessment of the
applicant's color vision class, RG status, and severity of YB color vision loss.

Rev. 01

A =£ o 0

Sayfa 93 | 95




l P02 | SHT-MED KAPSAMINDA ALGORITMALAR VE REHBER DOKUMAN

Ek-1

degerlendirme saglar. Ikincisi, giivenlik acisindan kritik, renkle ilgili
gorevlerin yani sira normal trikromatlari da yerine getirdigi gosterilen, hafifila
orta dereceli RG renk eksikligi olan basvuru sahiplerine karsi ayrimcilik
yapmayan Basaril1 / Bagarisiz sinirlarin1 ayarlamak ig¢in kullanilabilir.

CAD testi 6grenilemez ve basvuru sahibinin testi gegmek i¢in kullanabilecegi
hicbir ipucu yoktur. Sonuglar yalnizca goziin RG ve YB hassasiyetini yansitir.
Sonuglar, geng, saglikli normal trikromatlar ig¢in ortalama RG ve YB renk
sinyal gigclerini temsil eden Standart Normal CAD birimleri (yani, RG = 1,0
ve YB = 1,0) cinsinden ifade edilir. 6 birimlik esik, bagvuru sahibinin standart
CAD gozlemcisinden 6 kat daha fazla renk sinyali giicline ihtiya¢c duydugu
anlamina gelir.

Normal trikromatlarin binokiiler ve monokiiler performansini yasin (~ 8 ila 85
yas) bir fonksiyonu olarak tanimlayan iist sinirlar teste dahil edilmistir. Bunlar
normal trikromatik renkli gormeyi guvenilir bir sekilde taramak igin kullanilir
ve aym1 zamanda gérmeyi etkileyen retinal ve/veya sistemik hastaliklarin
varliginin tespit edilmesini miimkiin kilar.

CAD testi, konjenital RG renk eksikligi olan basvuru sahiplerinde edinilmis
kayip mevcut olsa bile edinilmis eksiklikleri de tespit edebilir.

Secondly, it can be used to set successful/failure boundaries that do not
discriminate against applicants with mild to moderate RG color deficiency, as
it has been shown to fulfill color-related tasks critical for safety, as well as
normal trichromats.

The CAD test is non-learnable, and there are no clues available to the applicant
to pass the test. The results only reflect the RG and YB sensitivity of the eye.
The results are expressed in Standard Normal CAD units, representing average
RG and YB color signal strengths for young, healthy normal trichromats (i.e.,
RG = 1.0 and YB = 1.0). A 6-unit threshold means the applicant requires six
times more color signal strength than the standard CAD observer.

Upper limits defining the binocular and monocular performance of normal
trichromats as a function of age (~8 to 85 years) have been included in the test.
These are used to reliably screen for normal trichromatic color vision and also
enable the detection of retinal and/or systemic diseases affecting vision. The
CAD test can detect acquired deficiencies even in applicants with congenital
RG color deficiency, and it can also detect acquired deficiencies even if
acquired loss is present.

*Sinif 2 ve LAPL saghk sertifikas icin:

* (i) Ishihara testini ge¢emeyen adaylar, renk agisindan giivenli olup
olmadiklarini belirlemek i¢in ileri renk algilama testlerine tabi tutulacaktir.

* (i1) Yeterli renk algisina sahip olmayan adaylar, kendilerinde dikromatopsi
veya akromatopsi olmamasi kosuluyla, ilgili lisansin imtiyazlarini sadece
giindiiz kullanmakla sinirlandirilacaktir.

For Class 2 and LAPL medical certificates:

(i) Applicants who fail the Ishihara test will undergo advanced color perception
tests to determine their color safety.

(if) Applicants who do not have sufficient color perception, provided they do
not have dichromatopsia or achromatopsia, will be restricted to using the
privileges of the respective license only during daylight hours.

Simif 1 ve 3 saghk sertifikasi icin: Smnif 1, 2, 3 ve LAPL i¢in ; (CAD) testi,
Deutan eksikligi i¢in esik 6 standart normal (SN) birimden az veya protan
eksikligi icin 12 SN birimden az ise bu testin gecildigi kabul edilir. Tritan
eksikligi i¢cin 2 SN biriminden daha blylk bir esik, arastirilmasi gereken
kazanilmig bir nedeni gosterir.

For Class 1 and 3 medical certificates:

For Class 1, 2, 3, and LAPL:

- The Colour Assessment and Diagnosis (CAD) test is considered passed if the
threshold for Deutan deficiency is less than 6 standard normal (SN) units or for
Protan deficiency is less than 12 SN units. A threshold greater than 2 SN units
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» Anomaloskopi (Nagel veya esdegeri), test i¢in tam protokoliin kullanilmig
oldugu sonugla birlikte eklenmesi kosuluyla diisiiniilebilir. Bu test yalnizca
renk eslesmesi normal trikromasi gosteriyorsa basarili kabul edilir, yani orta
noktas1 38-42 Glgek birimi arasinda ve eslestirme araligi 4 6lgek birimi veya
daha azdir. Tiirkiye’de yapilmamis testler Almantya, Ingiltere veya Fransa
devleti havacilik tip merkezi tarafindan yliriitiilmiis olmalidir. Anomaloscop
testinde basarisiz olan adaylar CAD testinden gegebilir. Anomaloskopi (Nagel
veya esdegeri), test i¢in kullanilan tam protokoliin sonuca eklenmis olmasi
kosuluyla TUT yapilmasi i¢in diisiiniilebilir.

Ik 15 plakada herhangi bir hata varsa Renk Degerlendirme ve Tani1 (CAD)
testi de kabul edilir. Bolum MED.A.010, renk emniyetini "bir bagvuru
sahibinin hava seyriiseferinde kullanilan renkleri kolayca ayirt etme ve
havacilikta renkli 1siklart dogru bir sekilde tanimlama yetenegi" olarak
tamimlar.CAD testi yalnizca, en zor havacilik renk gorme gorevlerinde normal
aralikta renk goriisiine sahip kisiler kadar iyi performans gosteren kisiler olan
renkli gdrmesi emin olarak gececektir.

MA, bir fener testinin sonucunu degerlendirecekse, rapor kullanilan
protokoliin  net  ayrintilarini,  verilen  yamitlan  ve  ekipmanin
kalibrasyonu/bakiminin belgelerini igermelidir.Sinif 1, 2, 3 ve LAPL ve kabin
ekibi lisans sahibi adaylar AeMC/AME tarafindan yapilan her tiirlii
muayenesinde diskromotopsi siiphesidurumunda MED.B.075 (b) fikrasi
uygulanir. Adi gecen ileri renk algilama testlerinin referans deger
gerekliliklerini sinirda saglayamayan ancak renkli gorme kusurunun havacilik
saglik muayenesini gergeklestiren Goz Hastaliklari Uzmani tarafindan
gorevlerini mevzuata uygun yapmasina engel olmadigi ve emniyetli
performansini etkilemedigi degerlendirilen kisiler i¢in (Dikromatopssi veya
akromatopsi olmamasi kosuluyla) AMS tarafindan kisinin son 10 (on) yillik
slirede gorev yaptigi isletme/isletmeler biinyesinde géorme kusuruna yonelik
herhangi bir raporlama olup olmadigi da arastirilarak TUT veya COD
yapilmasi istenebilir.

for Tritan deficiency indicates a need for further investigation for an acquired
cause.

- Anomaloscopy (Nagel or equivalent) may be considered, provided that the
full protocol results are included. This test is considered successful only if the
color matching demonstrates normal trichromacy, with a midpoint between
38-42 scale units and a matching range of 4 scale units or less. Tests not
conducted in Turkey must have been conducted by aviation medical centers in
Germany, the UK, or France. Candidates who fail the anomaloscope test
may undergo the CAD test. Anomaloscopy (Nagel or equivalent) may be
considered for TUT if the complete protocol results are included.

- If there are any errors in the first 15 plates, the Colour Assessment and
Diagnosis (CAD) test is also accepted. Section MED.A.010 defines color
vision safety as 'the ability of an applicant to readily distinguish colors used in
air navigation and correctly identify colored lights in aviation.' The CAD test
will only pass individuals with color vision as secure as those with normal
range vision, even in the most challenging aviation color vision tasks.

If MA is to evaluate the result of a flashlight test, the report must include clear
details of the protocol used, responses given, and documentation of equipment
calibration/maintenance.

For Class 1, 2, 3, and LAPL, and cabin crew license applicants, if there is
suspicion of color vision deficiency in the examination conducted by the
AeMC/AME, MED.B.075 (b) shall be applied. For individuals who, despite
not meeting the reference value requirements of the advanced color perception
tests, are assessed by an Ophthalmologist as not impeding their duties in
compliance with regulations and not affecting their safe performance, but do
not have dichromatopsia or achromatopsia, AMS may request TUT or COD
by investigating whether there has been any reporting of visual impairment
within the last 10 (ten) years during their duty.
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Bu belgenin tim haklar Sivil Havacilik Genel Miidiirliigi’ne aittir. Icerik, kaynak gosterilerek

kullanilabilir.

Soru, Goriis ve Onerileriniz i¢in: seckin.elcin@shgm.gov.tr
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