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Microtia is commonly associated with aural atresia, which will cause cosmetic problems as
well as hearing impairment. The management of microtia and aural atresia should improve the
aesthetic of the external ear and enhance functional hearing. The reconstruction of the auricle
can be performed with autologous rib cartilage or a porous polyethylene framework. Surgeons
ideally perform the autologous costal cartilage method at 9 years old or higher considering the
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development of costal cartilage. For porous polyethylene microtia repair, surgical reconstruc-
tion can be performed after 5 years of age. Atresiaplasty can be performed in patients who
have normal inner ear function and a well-developed middle ear. The Jahrsdoerfer grading
scale is used for assessment of middle ear anatomy and scoring 7 or higher expects good re-
sults. The other options for hearing rehabilitation include bone conduction hearing devices or
middle ear implants. The surgery for bone conduction devices or middle ear implants can be
proposed after 5 years of age. Atresiaplasty is recommended in combination with or after au-
tologous rib graft microtia repair and before porous polyethylene microtia repair. The implan-
tation of the hearing devices should not interfere with auricular reconstruction. It can be per-
formed after autologous rib graft microtia repair or combined with ear elevation.
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Fig. 1. Classification of microtia. A: Grade | represents a slightly smaller auricle with normal features. B: Grade Il represents a rudimen-
tary and malformed auricle with some recognizable components. C: Grade lll includes, classic peanut ear, a small lump. D: Grade IV

includes anotia.
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Fig. 3. The first stage of auricular reconstruction. A: Preoperative photograph. B and C: After removing the remnant cartilage completely
(B), a subcutaneous pocket is prepared for the insertion of the cartilage framework (C). D: The framework is inserted and lobule transpo-
sition is performed. Then, suction drains are inserted. E: The appearance of the auricle after the first stage. Adapted from Cho et al. J

Cosmet Med 2021;5:45-48.2°)
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Fig. 4 The second stage of auricular reconstructlon A and B: A cartilage block is fixed underneath the cartllage framework for ear eleva-
tion (A) and covered with the temporoparietal fascia flap (B). C: The posterior surface of the elevated ear is covered using a full-thickness

skin graft. Adapted from Cho et al. J Cosmet Med 2021;5:45-48.2%
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Fig. 5. Flowchart of hearing rehabilitation for patients with con-
genital aural atresia. Atresiaplasty is recommended for patients
who have a Jahrsdoerfer score of 7 or higher. Bone conduction
hearing devices can be considered for patients who have an unde-
veloped middle ear. Percutaneous BAHA can also be considered
for patients who need repeated MRI scans. BHHA, bone anchored
hearing aids.
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