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Microsurgical techniques supported by antibiotics and
increasing expertise in Lhe wuse of graft material and
prasthesis have revolutionised the management of conduc-
tive deafness, Most aircrew with this problem may have Lo
| be taken off fiyving duties either due rto the discasc pro-
' cess itself or due to the effects of surgical freatmendt. !
This paper discusses Lhe various surgical procedures in
I vogue and Lheir possible effects on flying duties,
otosclerosis;
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dqudiological evaluation.

THE COHMONEST type of deafrness seen b. Otoscleresis,
among general population is conductive c. Digruplion of ossicular chain -
in nature, and aircrew personnel are no traumatic or otherwise,
exception. However, stringent medical d. Chronic Eustachian tube insuffi-
selection rcriteria and close medical ciency, and
surveillance have helped to reduce Lhe e. Serous otitis.
incidence of this disability among ser—
vice personnel din general and fiying The different microsurgical opera-

tive techniques for managing conduclLive
deafness in adults are as follows -

duty persons in particular.

The common causes of conductive
deafness in service persons arei- a. For C30M,

a. Chronie suppurative cotitis media
{(CSOM) and its effects,
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* Myringoplasty
* Tympanoplasties
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asymptomatic for a periocd of one year
after the operation can be compared to
d& case of simple mastoidectemy and
treated at par.

Tuboplasties

A proper functioning Eustachian
tube and middle ear syvstem is an essen
tial prereguisite for flying fitness.
Interference with tubal function en-
Lails rejection. Any operation done on
the Eustachian tube, while providing a
partly fupctioning tubotympanic system,
does interfere with the automatic tubal
function. As such casecs of tuboplasties
gliould pot be considered for flying
dubles.

Serous Otitis

serous otitis as such or when a
groumet has been wsed Lo ventllate Lhe
middle ear entdlls rejection. Howsver,
# serving aifrcrew cured of serous oti-
tis following groumet insertion can be
put back to flying duries, provided the
T™™ defect is healed and a decompression
chamber test shows normally functioning
tubotympanic system withoul groumel.

Ussiculoplasties
Osziculoplasties carried out as a
first stage or staged procedure with

tympanoplasty should be considered as a
part of the main opperation and should
be assessed as such.

Ossiculoplasties carried out in
cases of fracture of ossicular chain or
other types of osesicular chain discon-
tinuity 4in the absence of any middle
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edar disease should be considered on
merit. Any interference with stapes
foor plate entails rejection. Cases of
reposition technique can be consildered
for flying duties provided one year lhas
elapsed after the operation and the
individual is found suitable in a
decompression chamber Lest wilh
satisfactory vestibular function tests.

Otosclerosis

Otoscleroals Is treated normally by
stapes mobilisation or stapedectomy
operation. These operations do not cure
the disease. The complications and
contraflodlcatlons of Lhese operat fons
are well established. A few accepted
contraindications are :

a. Early otosclerosis (hearing loss
less than 40 dB).
b. Unilateral otosclerosis.

¢. Otosclerosis associated with
vertigo.

d. In flyers and professional
sportsmen.

Some of Lthe complications are :

d. Perilymph fistula early or late.

b. Sensorineural hearing loss.

©¢. Persistent conductive deafness
either due to nmecrosis of incus
or due to slipped prosthesis.

In wview of the above, it is felt
that cases of olosclerosis detected in
flying persons should be fully investi-
gated for associated vestibular dysfun-
ction and Eustachian tube function and
prlaced in appropriate low medical cate-
gory consistent with hearing loss.
People with conductive deafness are
less likely to be wvictims of noise
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Lrauma and they hear better with ampli-
fication, facters which can be kept in
mind while assessing Lhem with & view
to wtilise their services fully. Conve-
rsely, an  operated otosclerotic is
likely to become more susceptible to
noise trauma. Once the hearing falls
below the level which can be considered
sate for flying duties tLhey may bhe
advised to undergo operative treatment
which would gtill render them perma-
nently unfit for flying duties.

Conclusion

Primciples kepr in mind while eva-
luating these cases for flying or other
service duties are chances of aggrava-
tion, Influence on flight safety and
conservation of trained manpower.

Indian Air Force follows certain
puldelines for evaluation of f[ltness
for airerew having disabilities involv-
ing middle ear and hearing. However,
Lhese are of a gpeneral nature and
much dis left to the Medical Board to
decide after obtaining proper guidance
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from the concerned specliallst.

Normally the questlon posed regard-
ing this policy of categorisation is
"what 45 my future In service as a
flyer and as an officer?".This requires
tactful explanation in that the whole
question of disease process, 1its prog-
ress, disabllity expected and danpers
Involved should be explained o  the
affected persaon.
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* (ssiculoplasties
* Mastoid bowl surgery
= Combined Approach
Tympanoplasties (CAT)
= Mastoid Obliteration
Techniques (MOT)
* Tuboplasties.

b. For Serous Otitis,
* Ventilation tube insertion/
repeated myringotomies
c. For chronie Fustachian tube
Insufficlency
* Peripheral surgery like,
Septoplasty
Sluus surgery

* Tuboplasty.

id. Utasclerosis
* Stapes mobilisarion

* Stapedectomy using different
types of prostheses.

e. Disruption of essicular chain -
traumatic or otherwise

# Ussiculoplasties,

FFor CSOM, operations done are myri-
ngoplasty and tympanoplasty with or
without ossiculoplasty. Mastoid bowl
surgeries except cortical mastoidectomy
are wure extensive operative procedures
and need to be considered scparately.
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Tympanoplasty Types L & II
and Myringoplasty

If the person is asympLomatic, the
tympanic membrane (TM) 1s intact and in
good condition, the Eustachian tube is
patent and hearing 1s within acceprable
limits, he can be restored to full
flying duties provided decompression
chamber tests are satisfactory. Such
cases, however, should be observed for
a minimum perind of one year since the
stability of the graft in the middle
ear cannot be puaranteed €111 such a
test period.

Ossiculoplasty is an operation In-
volving interference with the sound
transmission mechanism and therefore of
fpreal concern. This applies more criti-
cally for the stapes which if tackled
or replaced by a prosthesis would call
for unfitness for all flying duties. In
cases of minor ossicular repositioning
with an otherwise stable middle BaT
the aircrew can be permitted f£lying
duties provided there are no abnormali-
tics of the vestibular system.

Mastoeld Surgery

Mastoid bowl surgery such as CAT
and MOT includes operations which often
leave an  unstable mastoid segment
besides the likelihood of residual
cholesleatoma. Following these opera-—
Lions, the affected persons cannot he
vconsidered fit for flying duties for
some time. However, a canal up Lympano—

plasty with no interference with ossi-
cular chain and which has remained
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