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Relevance of High Technology in
Otorhinolaryngology

In recent years, Otorhinolaryngologists have witnessed the introduction of
computers, lasers, cryoprobes, ultrasonics and fibre-optics in various diagnostic
and therapeutic aspects of their speciality. Two specific examples of such high
technology instruments are the electric response audiometer and the carbon
dioxide laser (costing Rs 300 000 and Rs 800000 respectively in foreign
exchange).

The electric response audiometer is a computer-controlled device for
measuring tiny electrical impulses generated in the inner ear, eighth nerve and
brain in response to a sound stimulus. Unfortunately, in India, a combination
of factors including voltage fluctuation, high humidity, high temperature and
frequent mishandling, renders this instrument non-operational most of the
time. The absence of spare parts also makes repairs difficult. Clinically, too,
the Brainstem Electric Response Audiometry (BERA) test rarely offers a special
advantage over a reliable pure tone audiogram. Considering that 98% of
audiometers in the USA 1 and 100% in Scotland- did not meet the calibration
requirements, it makes good sense to continue with tuning fork tests in clinical
practice. A tuning fork does not go out of order, it is inexpensive (approxi-
mately Rs 600), requires very little training time, and is useful in the majority
of clinical settings. We should gradually and systematically build up our
methods to assess hearing by employing to.ys, tuning forks, audiometers for
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detecting pure tone, tone decay and speech impedance, and lastly the electrical
response audiometer.

The carbon dioxide laser is used extensively as a surgical scalpel in
otorhinolaryngological and other types of surgery. Its main advantages are the
absence of post-operative oedema and pain and reduced blood loss. It has been
found useful in microlaryngoscopic operations for laryngeal stenosis,"
laryngomalacia, 4 laryngeal papillomas and laryngeal carcinoma. 6,7 It is felt that
tumour cell implantation in laryngeal papilloma is eliminated when a laser is
used instead of a cold knife and thus recurrence is prevented. However,
Alberti, in a lecture delivered at the Annual Conference of the Association of
Otorhinolaryngologists of India in February 1988, said that he had seen recurr-
ence of a papilloma after it was removed using a laser. The carbon dioxide laser
equipment requires special installation, cooling arrangements, fixtures and
maintenance. Protective goggles are advised in theatres where the laser is being
used to avoid accidental retinal bums. Special training for doctors, nurses and
theatre assistants is necessary before they are allowed to use the equipment.
Nurses and theatre assistants are changed frequently in Indian operating
theatres and it is not uncommon to find untrained members of staff handling
otorhinolaryngologic equipment. Serious mishaps, therefore, are much more
likely to occur with the misuse of the laser than with the misuse of the surgical
scalpel.

Doctors should be informed about the indications and limitations of these
instruments so that expensive procedures, both diagnostic and therapeutic, are
planned and executed only when absolutely necessary. The instruments should
never be used as substitutes for good history-taking and a careful examination
followed by simple and inexpensive investigations.

The successful introduction of the newer technology in otorhinolaryngology,
as in other branches of medicine, depends not only on purchasing the equip-
ment but on training personnel and ensuring that the manufacturers provide
efficient maintenance and repair facilities. Otherwise, in a very short time,
these fragile and expensive machines will be consigned to the appropriately
hidden instrument graveyards which exist in all our large government-run
hospitals!
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