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Surgery for Minor Auricle Deformity
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Classification of Auricular Deformities
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Table 1. Classification of auricular defects B3| w]o] Elsh AlSE Qo= o}l & Zt: HE 5}
1. Anofia Al slei o]zl A% Feje wolA| et
2. Complete hypoplasia EZ2o0]o yolo v Wz ko) 7},
A. With atresia of the external auditory canal 1) to|&o] 20| A} o]Ro]x|A] ke Ao
B. Without atresia of the external auditory canal 2) S| 77F A 7o) 7 2 cephaloconchal angle)

3. Hypoplasia of the middle third of the auricle

o] 90 o]4kel A
4. Hypoplasia of the superior third of the auricle ] ] e

e BEo| 5 ALo}- I
A. Constricted (cup and lop) ear 3) olg 9 27| Fzol FEHOA, o IRAA
B. Cryptofia (scapha—conchal angle)®] 0% o4O 2 AA % 5
C. Atresia of entire superior third 4) ol7F AR A 2= AY AA = 4

5. Prominent ear

Table 2. Weerda's classification of the auricular defects

1. First-degree dysplasia
Average definition : most structures of a normal auricle are recognizable (minor deformities)
Surgical definition : reconstruction normally does not require the use of additional skin or cartilage
A. Macrotia
B. Protruding ears (synonyms : prominent eras, bat ears)
C. Cryptotia [synonyms : pocket ear, group IV B (Tanzer)]
D. Absence of upper helix
E. Small deformities : absence of the tragus, satyr ear, Darwinian tubercle, additional folds (stahl ear)
F. Colobomata (synonyms : clefts, fransverse coloboma)
G. Lobule deformities [pixed lobule, macrolobule, absence of lobule, lobule colobomata (bifid lobule)]
H. Cup ear deformities

i. Type | : cupped upper portion of the helix, hypertrophic concha, reduced height [synonym:s : lidding
helix, constricted helix, group IV A (Tanzer), lop ear, minor (mild or moderate) cupping]

ii. Type Il - more severe lopping of the upper pole of the ear : rib cartilage is used as support when a short
ear must be expanded or the auricular cartilage is limp

2. Second-degree dysplasia
Average definition : some structures of a normal auricle are recognizable
Surgical definition : partial reconstruction requires the use of additional skin and cartilage
Synonym : second-degree microtia (Marx)

A. Cup ear deformity, type Il : the severe cup ear deformity is malformed in all dimensions [synonyms :
cockleshell ear, constricted helix, group IV (Tanzer), snail-shell ear]

B. Mini-ear
3. Third-degree dysplasia
Average definition : none of the structures of a normal auricle are recognizable
Surgical definition : total reconstruction requires the use of skin and large amounts of cartilage

Synonyms : complete hypoplasia group I, peanut ear, third-grade microtia (Marx) : normally there is
concomitant congenital atresia

A. Unilateral : one earis normal; no middle ear reconstruction is performed on any child; auricle reconsfruction

is begun at age 5 or 6 ears

B. Bilateral : bone-conduction hearing aid before the first birthday: middle ear surgery at age 4 ears without

fransposition of the vestige: bilateral reconstruction of the auricle at age 5 or 6 years
C. Anotia
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Table 3. Goals of otoplasty”

Aesthetics
Symmetry (<3 mm difference between sides)
No upper-third protrusion of the auricle

The helix should be lateral to the antihelix when
viewed from the front

No significant narrowing of the postauricular sulcus

Corrected auricle should not be too close to the
head

Mass

Distance from the anterior helical rim to the posterior
mastoid surface should be <17 to 20 mm
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o]z o 5

HHH (cartilage sparing methods)™ A& A7N5
+= " (cartilage cutting methods)®] W2 Yirol&
= otk dEo AANE Tk AL &4 AA7) 7S
Al Wiola EEA o/ Ao mjF At A=
st ol HE o= Qe AEe] Hfol
Sk o= Sl ©o] Slom, EE Y] HEo
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QJ

e

O AF HZE &4 (cartilage sparing methods)®] £3k=
Mustarde Z4]0]tH(Fig. 1).5'" 0] 2|3} Mustarde &4

Table 4. Overview of otoplasty techniques'®

Recreation of underdeveloped antihelix
Suture techniques (mustarde’s conchascaphal
sutures)®
Cartilage sculpting techniques : incising, abrading,
filing
Composite technique (combining sutures and
sculpting)
Correcting conchal protrusion
Suture techiniques (Furna’s conchamastoid sutures)”
Cartilage sculpting techniques : excision

Composite technique (combining sutures and
sculpting)
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Aol A 0 B Kol o] EREL utEo] 21 B3 &2 =d8S a1 AL, cartilage rasp Q& 9FA| sHAU S
9] A7} Adst7|nt of gkl A9 A om fX of2] 7119] partial thickeness A7}412& Lo scoringdh=
w3 Egh OohA] AEo] gl At WSS v Aat RS o 85te] Amel BS Folal REA e
9 5 ol Aol Sk SR AAeE Yxof ekt E 871 (suture technique)& A-8-510] tol &2 FEE
Aol S 717t At 7Y A7 AE wASHA Fok Scoring & W 2 EA W tjol &2t
SHA] b2 A mIghH o R 24 b2 = QAL ol & o] IYHEA Ho] AAAHA] KSR FA19] 25% v|vt
o] 7} Il]—‘:,'——‘é——é—/\ A gro g Sed 4= 9l Molel 2wk softeningS A s Ao] WAETEH

dols 59 mopol Al| FAHA Ghe AT A EEolo] Fefo] wh axje] Bekw Hwo] wet
it Albﬂsﬂol: T 5 g ofehgol itk Mustarde  o|he] Aolut Sl AAZ Ahe 4 glont i

S419] A9 AR FAHTHANN 4 AL YRR B o) FHAATOR Sa5Hs hale] Hasm, vt
Solot AFOR old) Aedol WA 49501 B AT Wkl Bast 49 S 448 A

Fof Harxlo] glrt, sl7| ke git), AEe] 24 GA| M/ R AlaE 4=
F o= ol ol AN Pl FIsh F WA o=t Exfol| upeh SRS AMgSL| = SRR T
o] & F5(antihelical fold)S walA tholol= =& oFst &4lo] 7158 Fig. 2= W& H anterior scoring

@ [Scophol line
Conchal line

Fig. 1. Mustarde technique.'” A : Incision (excision of a narrow strip of skin) approximately 1 cm below and behind
the helix. B : After elevating the posterior skin, markings are made with needles dipped in ink to indicate the position
of the folds. C : The marked lines are transferred to the postauricular surface. D : 4-0 white braided polyester sutures
are placed and tied. E : Skin suture (interrupted or continuous) with intermediate knots, drain. F : Axial demonstration
of Mustarde sutures.'?
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2 Furna’s conchamastoid suture 5] Ik, Baof wgt  FARE H7HE AME3le] FE-& Y= = Farrior £4] 57
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715 ARgSte] o7 9] EE& A 4 lrh(Fig. 3). Raunig 52 5% §lo] A& 2AMto g E5015 o
AZY] incision®] & LAsH H-7F ofyEhd carti- A3l Antihelix plasty €715 &708HH 30271 &3
lage sparing method® &3k o] YRHA o R A5E Ay} vhEAe)e AiE S-S Hishr| e st
o, A5 & 5 ol7lle] Fejet A7t Aol H EER (Fig 4. Antihelix7} 9128 $1%/0F%: o] 7 o
W wyshs A0R FESHAT A77F 2 ool Ae A2 A7RE 7FSkal diamond coated files ]85k
OIINEE EolA ATIE SAF S = QAL A& Z9 filingS A% & 53 §lo] adhesive taping® &
ZH oIS Aol o) AEe FaE AAVEE Sk dressings Al & 1Y F E=017F A
fajrt, So/ff A} Yol Eas it B2 s Aor wAETL skqlth
o]gsto] to]&ol B} 1Al 5L ThEe| =

\k\ il N
Fig. 3. Conchal setback (cavum/conchal rotation) technique'” without cartilage incision (A), with incision or carti-
lage excision (B).

ms
Fig. 4. Anfihelix plasty without modeling sutures : Anteriorly placed incision, postoperative dressing and dressing re-
moval at postoperative day 7."
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Constricted Ear(H{4t0],
Cup or Lop Ear)

QIHER] T

1975 Tanzer”} &2 (constricted ear)2h= &5
AF I “cup” T “lop ear & £} % 5h] Qulel
9 3~5%0l| A WAL 2919) Sl = fHEo] =ot
10~15%71A] o] 2t o7&} AR 9l 5] 7|3 o=
o7 o] ARt ko m I Soj7hA] S FFekal ]
F3} F42H(scaphoid fossa)e] T|HQF AF 2Z|o] H
Z5to] ol &S ol 71A Hrt. BiAY 3~470 uff A o]
ol tol&E f1Z HA= Aol EAI7F Sl= Aol 4

elo® e glon o] 2 qlste] o]fe] 4sie] 2
ol9] 7z, Atzhetel Faeke] 4, thol & 42k k4
et ol lge] SEE S Aol E4o]
t}. Cosman(1978)2 o3t ez EAL 47X =
o] Awskock(Fig. 6)."

1) Lidding : A deficiency of the scapha, superior

— O

crus, and fossa triangularis creates a downward fold of
the upper helix. The helical rim is folded onto itself.
This component of the deformity is found in all con-
stricted ear deformities

2) Protrusion : A deeper conchal fossa results from
the flattened helix and antihelix causing an anterior
projection of the upper pole of the ear. This condition
is more pronounced in the severe deformity.

3) Decreased ear size: Secondary to deficiencies in
the upper third of the ear, mainly caused by vertical

compression of the scapha and fossa triangularis, the

Wound infection

‘ Bleeding ‘ ‘ Wound dehiscence ‘

y

Skin necrosis

Complications

Suture extrusion

Unsatisfactory
aesthetic resulfs

Hypensensitivity

A 4

Asymmetry
Telephone ear

reverse telephone ear
cartilage irregularities
undercorrection
overcorrection
recurrence

Fig. 5. Possible complications of otoplasty.

Fig. 6. Four Chorocferlshc components of the constricted eormA Lidding. B : Prommenf C : Deficiency of the verti-

cal height. D : Inferiorly displacement.
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vertical height is compromised. The compression also
creates a characteristic flattening of the upper third of
the helix.

4) Low ear position : This characteristic may not be
as prevalent as it initially seems by cursory examina-
tion. Inferior malposition of the helix crus—face junc-
tion can be seen in severe cases.

Tanzer= |23k w405 I Aol wef 37HA =
B33} Qlek(Table 5).”

HleaX w7l
Matsuo 57 Ao} A7)0 BE 153 ZHRE HE

Table 5. Tanzer constricted ear classification

Group Description

| Involvement of helix only

Il Involvement of helix and scapha
No supplemental skin needed at margin of

A .
auricle

B Supplemental skin needed at margin of
auricle

Il Extreme cupping deformity, often associated
with incomplete migration, forward filt,
stenosis of external canal, and deafness

1) Do as little as possible to obtain an acceptable out-
come. BE WY FEoA Aol ARA 0] P
3 uhel7t 27 EE 2 ohth

2) Symmetry should be the major goal. ¥€=2] 7]& 2l
A9 ETNI YAAS 97] 91 lf o A0l @
o] ot ALt Wk

3) Intra—auricular anatomy is secondary to vertical
height, % 714 5L SR8, ol o] 422743} 914
5 Al mefo] hEAele Aol o S8 9=
w2k,

4) No ear deformity is the same. Flexibility is re-

3

Table 6. Cosman’s classification of the constricted ear and correction procedures

Cosman classification Deformity Tanzer classification Procedure
Group A <1-cm Height difference | Direct excision of lidding
(+) lidding (+/-) Mastoid stitch
(=) Protrusion
Group B 1-1.5-cm height difference A Cartilage expansion fransposition
(banner flap, radial incision)
(+) lidding Mastoid stitch
(=) Protrusion V-Y advancement
Group C 1-1.5-cm Height difference A Floating cartilage technique
(+) lidding V-Y advancement
(+) Protrusion Mastoid stitch
Mustarde mattress stitches
Group D 1.5-2 cm Height difference 1B Cartilage expansion
(+) lidding Lpcal soft tissue flaps
(+) Protrusion V-Y advancement
Mastoid stitch
Consider autollgous rib graft
reconstruction
Group E > 2-cm height difference Ml Autologous rib graft reconstruction

Severe tubular deformity
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228 ay Y
g 74R] o] LAt 2 nhE A ATE A7) o2 A3 H} QltK(Table 6).%
$-u, o] 7§ ¢ s Fetat 7| of Aol Yt olsfE kRt FE ol 9 o] A7} 1~1.5 cm o[ E A o] 77}

Fig. 7. Method of Cosman (Cosman 1978)."7? The original appearance of the cup ear (A). An elliptical postauricular
skin excision is carried out (B). Preserving the helix rim, the cartilage is cut through along the upper wound margin
and dissected subperichondrially (C). The anterior cartilage surface is striated and curled backward (D). A triangle is
cut out of the helix arch superiorly and inferiorly the tail of the helix is dissected free and subsequently resected along
the dotted line if redundant (E). The backward curved cartilage is timmed superiorly and on the lower cavum edge
if redundant or prominent (dotted lines, E). An ellipse can be excised from the cavum beneath the inferior antihelix
crus if the cavum concha is excessively wide or deep (dotted line, F). The entire helical rim is now freed and rotated
upward and forward and its inferior end sutured to the cavum edge. The posterior skin is closed and anterior excision
of helix overhang is carried out, hiding the excision beneath the new helix edge (G, H).

@ | \\\/ @ k \‘\ J

Fig. 8. The banner flap procedure of Tanzer (Cosman 1978)."*” The original appearance of the cup ear (A). The
banner flap procedure of Tanzer is accomplished by a postauricular rim incision, baring the upper helix curl, and in-
cising the overhang, leaving it attatched to the ascending helical crus (B). It is then advanced and sutured ontfo the
cut edge of the helix, increasing height and removing the helical curl (C).
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17he] & o] }017}1 15 Cryptotia(0H=0])

Aol &
ig. 7-10°] g =] it AeFRlEolAl= B8 FEAAA =3t o7 7%
O 7 o7fjo) FFIT SFH wste] &8 §loA] o] FR
“(auriculocephalic sulcus)7} FAIE] o] QIA] ko 1} 219
Ao g7 o7 TR 7)Y WekE v 4= §ler,
o] &2 (superior crus of antihelix) @] #=r} 722 o
2ol Wgol Bursl A9/t BT LolEDt oA
50] HZof vlal] EAY Wt =11 40%00 A %S
Holet,
Fig. 9. Correction of a constricted ear with a moderate A Bs] LA QA= B2t embryonic mal-

deformity : Double-banner technique.'” development, mechanical uterine pressure, ear muscle ab-

Fig. 10. Elsahy’s fechnique for correction of moderate deformities (Elsahy 1990).2" A : The dotted line represents the

skin incision. B : The crosshatched area represents the lid-like turning down cartilage to be excised. C . The cross-
hatched area represents the cartilage flap designed on the antinelix, whereas the dark line above it represents the
incision in the cartilage at the site of the new superior crus. This ine may be used as an extension of one edge of the
flap or the other. D : The flap is elevated. E : The flap and the donor area are closed. F : Skin closure.
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normalities 5-2] 7Hdo] A|A|E v} glom, H]ZgAFAQl
S3} Q|2 Qg Ao 8 Wi Asjr} 22 o2t Hi-
rose o AT kS el e Fol uket
mjZo|E T 7ix 2 BHskgeh?

1) Type I : transverse muscle type or superior crus

=
[}

type.
2) Type 11 : oblique muscle type or inferior crus type.

Fig. 11. Operative techniques using both Z-plasty and
advancement flap in cryptotia.

AAHORE gefstchs WolA] o] glovt F5e
whzolu W @ze] WAL ofks Tl gk
o} o] 2 Lol L AT B ol A el G
2 U] 927} 943, 5647} o] Bke] BTt ol 3
= 7Rt Aol HlY 447 ARE AW 4 vk

+&H 1y
Wreden©] 1870 ¢l A& B35k o2 &2

2 o] AF7IA] a7 =] o] Qlch. &2 W%
OfFRAE AR F= AT W H AES
= ACRE F7 vis 4 ek o RS A
7] Zoll= Z-4¥ <« (Fig. 11), V-Y advancement flap™
V=Y swing flap” (Fig. 12), 2|9 &, 223 2+ 22 2
715 ol§ot= W 52 2Fohe ThE HHAlo] Bl
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rr

Lobular Deformities

Aesthetic principles of lobular reconstruction

Sol A ok FRER, H HEL| 44 W

Fig. 12. Surgical correction of cryptotia. A : Preoperative appearance of a cryptotia. B : Design of incision (dotted
line). Solid line indicates the helical contour. C : Appearance after incision. * : indicates the tip of elevated skin flap.
D : Tip of the skin flap is rotated anteriorly into the preauricular incision. E : Postauricular defect is primarily sutured. F :

Improved auricular projection postoperatively.
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Aol x] 7] o] WAYBH o]4= 7| o] Zaj==d], x4

ol & 32 o]4=(adherent earlobe), T ©]4=(macrol-

obule), ©]4>% (cleft earlobe), 4~0]=(microlobule), ©]4
234 (aplasia of the lobule) 0] ATk

HE9] Hu|e}t Zoli= 242t o] 1t A E(intertragic
notch)9] 7] A Eo] 18 72 AT} 11 7f2 Aol A Ao
A SPEE7A] W 12 Al2Alo| sideith(Fig. 13).
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Table 7. Grade of lobule ptosis

Free caudal segment

Ptosis grade (O to S distance)(mm)

0 0

| (ideal) 1-5
Il 6—10
1l 11-15
I\ 16—20
\ > 20
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