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Aims. To investigate the effects of multimedia health education on psychological burden, quality of life, and self-efficacy of patients
with congenital microtia. Materials and Methods. Eighty cases of patients with congenital microtia treated and cared for in our
hospital from June 2018 to June 2022 were selected according to the numerical table method as retrospective study subjects
and divided into 40 cases each in the comparison group and the observation group. The comparison group implemented
conventional health education and discharge instruction, and the observation group implemented multimedia health education
care to compare the effects of self-efficacy, self-care ability and psychological burden of patients in the two groups. Results.
Before care, the two groups had no statistically significant difference in the quality of life scores (P > 0:05). Aftercare, the
mental vitality scores, social interaction scores, emotional limitation scores, and mental status of patients in the observation
group were significantly higher than those in the comparison group (P < 0:05). Before nursing care, there was no statistically
significant difference in the nursing ability and anxiety-depression scores between the two groups (P > 0:05). After nursing
care, the health knowledge level, self-care skills, self-care responsibility, and self-concept of the observation group were higher
than the comparison group, while the depression-emotional disorder scores were significantly lower than the comparison
group (P < 0:05). Conclusion. Routine health education and discharge instruction combined with multimedia health education
care can effectively improve the quality of life of patients with congenital microtia, reduce adverse emotions, and improve
patients’ sense of self-efficacy.

1. Introduction

Congenital craniofacial malformations refer to deformities
of the skull, orbit, cheekbones, jaws, and facial soft tissue
defects caused by genetic abnormalities or abnormal embry-
onic development, often accompanied by dysfunction of the
five senses [1]. Clinically, congenital craniofacial malforma-
tions are generally divided into cranial suture premature
autism, craniofacial fissure, facial asymmetry, orbital dis-
tance widening, and craniofacial deformity-related syn-
dromes according to clinical manifestations and anatomical
sites [2]. Congenital microtia is a morphological malforma-
tion of the auricle, often accompanied by atresia of the exter-
nal auditory canal, hypoplasia of the middle ear, or
concurrently with a maxillofacial malformation on the
affected side, which is the second most common craniofacial

congenital malformation after cleft lip and palate, with an
incidence of approximately 3.06 per million newborns in
China [3]. The clinical manifestation is the partial or com-
plete loss of the basic structures of the auricle, with only
residual auricular cartilage and part of the earlobe, which
causes a serious burden for patients and their families [4].
Its causative factors are mostly related to viral infections,
medications, and preeclampsia in women in early pregnancy
[5]. Microtia is not only a cosmetic and appearance defect
but also seriously affects the development of the patient’s
physical and mental health [6]. Most patients begin noticing
their childhood physical defects, leading to dissatisfaction
with their body image. Excessive attention, ridicule, and
mockery of their surroundings can cause varying degrees
of psychological impact and psychological problems [7].
However, with regard to the psychological impact of
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congenital defects in patients with microtia, the ability of
patients with microtia to have a positive state of mind is
not only related to whether the surgery can be performed
successfully and the degree of satisfaction after surgery, but
also to the future healthy development of the body and mind
of patients with pediatric malformations [8]. Therefore,
studying the psychological problems of patients with micro-
tia helps the smooth operation and is important for promot-
ing the physical and mental health of patients with microtia.

Multimedia health education presents the links between
knowledge in an organized, hierarchical, and radial manner,
including the use of illustrations, cartoon pictures, and
words [9]. The complex and disordered thought process is
presented with simple and clear pictures to visualize the
complex implicit knowledge to some extent [10]. Patients
can reintegrate information through multiple perceptions,
such as visual-auditory, to strengthen the imaginative con-
nection between the word picture and the brain, thus
improving the healthy development of the mind and body
[11]. Our study investigated the effects of conventional
health education and discharge instruction combined with
multimedia health education care on self-efficacy and
adverse emotions in patients with congenital microtia, pro-
viding some reference basis for clinical care of congenital
microtia.

2. Methods

2.1. Research Object. Our study included information from
patients’ medical records for the study, complying with the
principle of personal information protection, without the
need for ethical approval documents nor informed consent
from patients and families. Eighty patients with congenital
microtia treated and cared for in our hospital from June
2018 to June 2022 were selected as retrospective study sub-
jects according to the numerical table method. Patients with
congenital microtia who met the inclusion criteria were
numbered according to the order of care and randomized
into 40 cases each in the comparison and observation groups
using the numerical table method of the third edition of
Medical Statistics [12]. The diagnosis of congenital microtia
was in accordance with the diagnostic criteria of the “Princi-
ples of Diagnosis and Treatment of Congenital External
Middle Ear Malformation Syndrome” [13]. Marx classifica-
tion are as follows: degree I: the size and shape of the auricle
are mildly mutilated, slightly smaller than the normal ear,
but important surface marker structures of the auricle exist,
only slightly structurally altered, with a small auricular cav-
ity and canal opening; degree II: most structures of the outer
ear are not recognizable, and the mutilated ear is irregular,
peanut-shaped, salami. In degree II, most of the structures
of the outer ear are not recognizable, and the residual ear
is irregular, peanut-shaped, salami-shaped, etc., and the
external auditory canal is often atretic. All patients com-
pleted the study, and no patients dropped out of the study
halfway through.

2.2. Inclusion and Exclusion Criteria. Inclusion criteria are as
follows: (1) all selected patients had not received health edu-

cation, and all selected patients were of normal intelligence
and had no other diseases; (2) patients were >5 years old,
had their first general anesthesia surgery with postoperative
placement of a central negative pressure drain, and all had
at least 1 accompanying family member; (3) patients and
family members were well compliant, patients were adult
patients, and patients and/or accompanying family members
were informed about this study; (4) clinical information
about patients were complete. Exclusion criteria are as fol-
lows: (1) those with other types of diseases, such as endo-
crine diseases and cardiovascular diseases; (2) those with
psychiatric disorders, such as depression and bipolar disor-
der; (3) those with severe combined trauma, such as severe
cranial injury and thoracic and lumbar fractures, history of
drug allergy, and history of major surgery; (4) people with
other ear deformities; and (5) patients who suffered a post-
operative ear impact and injury.

2.3. Routine Health Education and Discharge Instructions. In
the comparison group, routine health education and dis-
charge instructions were applied, and patients and their fam-
ilies were given a discharge education sheet to inform them
of the precautions to take. Routine health education and dis-
charge instructions were applied. Specifically, these include
the following: (1) patients of the same procedure (younger
patients were replaced by their parents) were organized in
a quiet ward with a discharge mission sheet and pen for each
person, and the time of stitch removal was informed and
recorded for them. (2) The missionary nurse is familiar with
the contents of the postoperative missionary education for
external ear reconstruction and is proficient in handling pro-
cedures, methods, and techniques. The nurse assumed the
role of the facilitator and first asked the patient or family
to read the homemade health education form in our depart-
ment. The patient had a basic knowledge of discharge educa-
tion and external ear care by reading it. In order to
strengthen the patient’s impression, the nurse then asks the
main questions to check whether the content of the mission
sheet is understood. (3) The patient is asked to ask the nurse
questions about the details of various aspects of the health
mission sheet that are not understood. The nurse patiently
and carefully provides answers to the questions, such as
the dose and frequency of oral medication; the method of
applying scar removal medication; and wearing ear muffs
to protect the ear during children’s outdoor activities. When
a patient or family member asks a question, the nurse should
provide a detailed answer, inform them of the key points and
precautions for postoperative care, and give them a positive
evaluation of their question. (4) The nurse should ask only
one patient to ask a question at a time. When two or more
patients ask a question, the nurse asks the unasked patient
to record his question to be answered in detail in the next
session. (5) The time limit is 20~25min, sometimes
extended by 5min for better results. At the end of the study,
patients (or family members) fill in the health education
knowledge assessment form to check the learning results.

2.4. Multimedia Health Education Care. In the observation
group, multimedia health education nursing was
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implemented on this basis. The content of preoperative
health education was discussed and completed by all nurses
according to the actual situation of the department and the
disease. Multimedia was made through pictures, texts,
sounds, and images, and for the characteristics of the general
young age of patients, some cartoon pictures and words were
used to make the young children easy to understand and
accept, and the duration was about 15min. (1) The number
of patients who have completed the operation and the results
of the operation. (2) Preoperative preparation. It includes
instruction on fasting and abstaining from drinking to pre-
vent aspiration pneumonia and ventricular rest due to anes-
thesia or intraoperative vomiting; instruction on improving
all relevant examinations to prepare the patient for the sur-
gical procedure; and instruction on personal hygiene prepa-
ration for the patient. (3) Respiratory function exercise.
Instruct the patient to perform effective coughing and
coughing exercises. Since the rib cartilage is to be removed
from the chest, teach the patient to press the wound with
his hand when coughing to prevent the wound from split-
ting due to excessive force when coughing. (4) Care of drain-
age tube. After the operation, negative pressure drainage was
left in the ear for 7 d. Patients were instructed to move gently
in bed and not to fold and pull the drainage tube, and chil-
dren should be prevented from grasping and pulling to avoid
accidental extubation. (5) Diet and psychology. Instruct the
patient to maintain an optimistic and positive attitude, and
eat a high protein, high vitamin, and easy to digest diet to
ensure postoperative nutrition and calorie supply. (6)
Accompanying visitation and management. To ensure
orderly medical care, implement the “one patient, one
escort” system. (7) After the completion of the education,
the multimedia education content can be copied and repeat-
edly played on the television set in the ward to strengthen
the understanding and memory of the children and their
families. (8) Self-concept. Patients are prone to questioning,
anxiety, and panic due to the lack of basic knowledge of the
disease and surgical treatment. The nursing staff should
explain to the patients at least once every 4 days for at least
30min about the disease, surgery, and nursing care and the
necessity of implementation to alleviate their negative emo-
tions and promote the improvement of patient cooperation.
Before the operation, patients were introduced to knowledge
about the operation by means of video or text and were
informed of the possible complications and risks associated
with the operation and were informed of the relevant pre-
cautions so that they could have a clear idea of what to
expect and reduce their nervousness and anxiety. Answer
patients’ questions carefully and try to meet their reasonable
psychological needs. The patient should also be instructed to
train the pelvic floor and abdominal muscles and be
informed of the importance of training to improve compli-
ance. (9) Mutual trust. Patients are easily affected by medical
instruments, environment, various invasive operations, and
medications during hospitalization, which may result in irri-
tability and disgust and reduce their treatment compliance.
Therefore, medical staff and family members should give
more emotional support to patients to promote their sense
of security, and nursing staff should use easy-to-

understand language and be sincere and friendly when com-
municating with patients to enhance patients’ goodwill and
improve their treatment compliance. (10) Role function.
Patients will impact their emotions due to pain. Nursing staff
should give encouragement and comfort to patients, encour-
age them to tell their true feelings and do a good job in their
thinking, and tell their families to care more about the
patients to help them face the disease positively.

2.5. Observation Index. Our study was followed up for 1
month without withdrawal, and the effects of self-efficacy,
nursing competence, and dysphoria were observed in both
groups before and aftercare. (1) For self-efficacy, the self-
efficacy scale (CPSS) was used to assess the self-efficacy of
the two groups of hemodialysis patients aftercare, which
consisted of three dimensions: somatic function, pain man-
agement, and symptom coping, and the higher the score
value, the stronger the self-efficacy of the patients. The inter-
nal consistency reliability coefficient of the scale was 0.896,
the Guttmann score reliability was 0.763~0.896, and the
retest reliability was 0.810~0.902. (2) In quality of life score,
including mental vitality score, social interaction score, emo-
tional limitation score, and mental status score, each part
was scored 0-100, and the higher the score, the better the
quality of life of the patients with broken finger reimplanta-
tion. (3) Self-care ability assessment scale includes 46 items
in 4 dimensions, namely, health knowledge level (14 items),
self-care skills (12 items), self-care responsibility (8 items),
and self-concept (9 items). Each item is scored 5 points, of
which 11 items are reverse scored out of 172 points, the
higher the score the better the self-care ability. (4) The anx-
iety and depression self-assessment scale (SAS) was used to
assess the anxiety changes in both groups. (5) Depression
self-assessment scale (SAS) contains 20 items with scores
from 0 to 100; below 50 is normal; the higher the score,
the more serious the patient’s depression. The above scales
were measured before use with a Cronbach’s alpha value
greater than 0.914. Patients completed the test indepen-
dently without any internal or external factors, and the test
was completed within 60 minutes.

2.6. Statistical Analysis. All statistical data in this study were
entered into excel software by the first author and the corre-
sponding author, respectively, and the statistical processing
software was SPSS25.0 for calculation. Repeated measures
analysis of variance between groups was used to measure
the measurement expressed as mean ± standard deviation
(�x ± SD). χ2 tested count data are expressed as a percentage
(%). The risk factors with significant differences were
screened. Included data that did not conform to a normal
distribution was described by M(QR), using the Mann–
Whitney test. The statistical significance was P < 0:05.

3. Results

3.1. Comparison of General Information. The gender, age,
and body mass index of the patients in the observation
group were similar to those in the comparison group, and
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the difference was not statistically significant (P > 0:05),
which was comparable. See Table 1.

3.2. Self-Efficacy Comparison. Before nursing, there was no
significant difference in the quality of life scores between
the two groups (P > 0:05). After nursing, the physical func-
tion score, pain management score, and symptom coping
score of the observation group were significantly higher than
those of the control group, and the difference was statisti-
cally significant (P < 0:05). See Figure 1.

3.3. Quality of Life Score Comparison. Before nursing, there
was no significant difference in the quality of life scores
between the two groups (P > 0:05). After nursing, the mental
vitality score, social interaction score, affective limit score,
and mental status of the observation group were significantly
higher than those of the control group, and statistics showed
that the difference was statistically significant (P < 0:05). See
Figure 2.

3.4. Anxiety and Depression Score Comparison. Before nurs-
ing, there was no significant difference in the scores of anx-
iety and depression between the two groups (P > 0:05). After
nursing, the scores of anxiety and depression in the observa-
tion group were significantly lower than those in the control
group, and statistics showed that the difference was statisti-
cally significant (P > 0:05). See Figure 3.

4. Discussion

As the medical model has changed, the understanding of
disease has evolved and deepened [14]. Clinical studies
have found that material factors may lead to physical and
psychological disorders, while psychological factors can
cause physical and mental disorders [15]. In today’s mate-
rial living standards, in the society where mental pressure
has a greater and greater impact on human beings, healthy
psychological development is crucial to people’s lives [16].
Congenital microtia not only affects the patient physically,
but also the state of psychological [17]. Psychological prob-
lems is a series of problems caused by the inner mental fac-
tors of the person, the central nervous control system of the
brain, which can indirectly change the personality, world
view, and emotions of the person [18]. It can be manifested
in life and work as maladjustment, incongruity, and dis-
tress, which affects normal life, learning, and work [19].
The factors of mental ill health include biological, psycho-
logical, and sociocultural factors [20]. Biological factors
are mental health problems caused by genetic, brain, per-
sonality, age, and physical damage, and psychological fac-

tors are due to changes in the social environment that
affect the functioning of the body through psychological
and behavioral abnormalities, such as stress and life events
and natural disaster factors [21]. Psychologists have shown
that biological factors determine the occurrence and exis-
tence of psychological phenomena and social factors and
the direction of occurrence, development, and change of
psychological phenomena [22]. Social factors include envi-
ronmental, cultural, economic, moral, and educational
levels [23].

In our study, patients were first informed about the
causes of their negative emotions such as anxiety and
depression, and then stimuli favorable and unfavorable to
recovery were identified. In the intervention phase, specific
interventions such as health education, diversified commu-
nication activities, and targeted counseling were carried out
according to the different characteristics of the patients in
order to achieve a good psychological state and improve
depressive symptoms [24]. The nursing staff assessed the
main psychological and physiological cognitive interven-
tions of the patients, identified the influencing factors associ-
ated with them, and developed a targeted care plan for the
patients, thus helping them to alleviate their psychological
condition and promote their psychological adaptation [25].
The use of multimedia health education in the treatment of
many diseases has been reported to have positive implica-
tions for improving patients’ attitudes and treatment out-
comes [26].

In our study, the somatic function score, pain manage-
ment score, and symptom response score of self-efficacy of
patients in the observation group were significantly higher
than those in the comparison group aftercare, indicating that
conventional health education and discharge instructions
combined with multimedia health education care can effec-
tively improve the self-efficacy of patients with congenital
microtia. The reasons for this are as follows: self-efficacy is
related to the individual’s psychological expressions of self-
confidence, anxiety, depression, helplessness, and fear when
facing various external environments [27]. Self-efficacy is the
judgment and speculation of an individual about his or her
ability to perform a certain behavior and is a determinant
of the human body’s ability to perform certain behaviors
[28]. A person with a strong sense of self-efficacy is confi-
dent in all difficulties, i.e., the stronger the patient’s sense
of self-efficacy, the better his or her confidence in disease
treatment, and the higher his or her compliance with treat-
ment and care implementation [29]. By strengthening com-
munication and exchange with patients, patiently listening
to what they have to say, carefully answering their questions,

Table 1: Comparison of general data between the two groups [n, (�χ ± s)].

Group Age (years) Sex (male/female) Body weight (kg)
Marx

I II III

Observation group (40) 9:48 ± 1:37 13/27 23:33 ± 2:51 10 19 11

Comparison group (40) 9:93 ± 1:19 14/26 23:32 ± 2:59 11 17 13

χ2/t -1.568 0.056 0.018 0.313

P 0.161 0.813 0.986 0.855
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and providing correct guidance, nursing staff promote a cor-
dial nurse-patient relationship and relieve patients’ psycho-
logical burden [30]. The encouraging language was
adopted to enhance their confidence in overcoming the dis-
ease, explain their condition to the patients carefully, explain
patiently, correct the patients’ previous misconceptions of
cognition, and guide how to carry out the correct way of
coping [31]. Successful clinical cases were used to encourage
patients and instruct them to adjust their lifestyle, develop
good habits, and perform regular exercise routines, thereby
improving their sense of self-efficacy [32]. It can be seen that
improving patients’ self-efficacy is extremely crucial to accel-
erate their recovery.

The mental vitality score, social interaction score, emo-
tional limitation score, and mental status of patients in the
observation group were significantly higher than those in
the comparison group after our study care, indicating that
conventional health education and discharge instruction
combined with multimedia health education care can effec-
tively improve the quality of life of patients with congenital
microtia. By carrying out conventional health education

and discharge instruction combined with multimedia health
education nursing intervention, the patients’ poor cognition
was changed, and cognitive reconstruction was carried out
[33]. Patients were made to consciously discard unstable fac-
tors in their daily life, adopt relaxation techniques to effec-
tively cope with stress in all aspects, and then establish a
healthy behavior and psychological approach to effectively
improve the quality of life of patients [34].

The level of health knowledge, self-care skills, sense of
self-care responsibility and self-concept in the observation
group were higher than those in the comparison group after
our study care, while the depressive mood disorder scores
were significantly lower than those in the comparison group,
indicating that conventional health education and dis-
charge instruction combined with multimedia health edu-
cation care can effectively improve the self-care ability of
patients with congenital microtia. This may be related to
the following advantages of multimedia health education:
patients’ physiological and psychological adaptation mecha-
nisms are strengthened, their adaptation range is expanded,
and their tolerance to stimuli is subsequently increased [35,
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Figure 1: Self-efficacy comparison. (a). Physical function score; (b) pain management score; (c) symptom coping score (values expressed as
mean ± standard deviation). ∗P < 0:05 vs. control group.
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36]. Multimedia health education is good control of the pri-
mary and secondary stimuli relevant to the patient, keeping
the adaptation of the patient’s body within its acceptable
range and thus avoiding or minimizing the impact of adverse
stimuli on the organism [37]. Individual support and encour-

agement mechanisms implemented during care can help
patients to face the stimuli correctly so that individual adap-
tive responses can be enhanced and maintained, thus pro-
moting the improvement of patients’ dysphoria and
enhancing self-care and self-efficacy [38].
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Our study is innovative and has some limitations. First,
our study included congenital microtia patients without rou-
tine health education and discharge instruction combined
with multimedia health education care to assess self-
efficacy and poor mood in congenital microtia patients. Sec-
ond, the selected patients were all from patients treated or
cared for in our hospital, so the selection of included and
excluded patients was subjective, and the study results may
not be representative or biased. Finally, our study only inves-
tigated the effect of conventional health education combined
with multimedia health education care on self-efficacy and
poor emotion in patients with congenital microtia and failed
to study patients with congenital microtia in depth and fol-
low up their recovery after congenital microtia care for a
long time.

5. Conclusion

Conventional health education and discharge instruction
combined with multimedia health education care can effec-
tively improve the quality of life of patients with congenital
microtia, reduce adverse emotions, and improve patients’
self-efficacy, which has certain reference value for the care
of patients with congenital microtia.
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request.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

References

[1] Y. L. Huang and L. Teng, “Research progress in craniofacial
malformations genetics,” Journal of Tissue Engineering and
Reconstructive Surgery, vol. 16, no. 5, pp. 415–441, 2020.

[2] J. L. Zhen, “Coding analysis of congenital craniofacial malfor-
mations ICD-10,” Chinese Medical Record, vol. 23, no. 1,
pp. 37–39. 7, 2022.

[3] Y. Zhang, H. Jiang, Q. Yang et al., “Microtia in a Chinese
specialty clinic population: clinical heterogeneity and asso-
ciated congenital anomalies,” Plastic and Reconstructive
Surgery, vol. 142, no. 6, pp. 892e–903e, 2018, PMID:
30489530.

[4] S. Q. Xu, X. L. Jia, Y. Choi et al., “Three-dimensional scanning
technique in the congenital microtia reconstruction with tissue
expander,” Chinese Medical Journal, vol. 134, no. 7, pp. 842–
844, 2020.

[5] K. B. Cywka, B. Król, and P. H. Skarżyński, “Effectiveness of
bone conduction hearing aids in young children with congen-
ital aural atresia and microtia,” Medical Science Monitor,
vol. 27, no. 27, article e933915, 2021.

[6] L. J. Ren, Y. S. Duan, J. C. Yu, Y. Z. Xie, and T. Y. Zhang,
“Instant auditory benefit of an adhesive BCHD on children
with bilateral congenital microtia,” Clinical Otolaryngology,
vol. 46, no. 5, pp. 1089–1094, 2021.

[7] V. H. Ramprasad, A. D. Shaffer, and N. Jabbour, “Utilization of
diagnostic testing for renal anomalies and congenital heart dis-
ease in patients with microtia,” Otolaryngology–Head and
Neck Surgery, vol. 162, no. 4, pp. 554–558, 2020.

[8] A. Paul, S. Achard, F. Simon et al., “Congenital abnormalities
associated with microtia: a 10-years retrospective study,” Inter-
national Journal of Pediatric Otorhinolaryngology, vol. 146,
article 110764, p. 11, 2021.

[9] Y. Y. Fu, C. L. Li, J. L. Zhang, and T. Y. Zhang, “Autologous
cartilage microtia reconstruction: complications and risk fac-
tors,” International Journal of Pediatric Otorhinolaryngology,
vol. 116, pp. 1–6, 2019.

[10] Y. Zhu, Y. Zhou, Q. Zhao, Y. Ma, and Y. Lu, “3D technique-
based nonsurgical correction of deformational congenital
auricular deformities,” ORL J Otorhinolaryngol Relat Spec,
vol. 83, no. 2, pp. 59–64, 2021.

[11] M. Shirazi, E. Abbariki, R. Pirjani, S. Akhavan, and
E. Dastgerdy, “Congenital microtia in a neonate due to mater-
nal isotretinoin exposure 1 month before pregnancy: case
report,” The Journal of Obstetrics and Gynaecology Research,
vol. 41, no. 6, pp. 975–978, 2015.

[12] X. Yongyong, S. Zhenqiu, and Y. Hong, Medical Statistics
(Third Edition)/Higher School Textbook, Higher Education
Press, 2019.

[13] Z. Tianyu and C. Ying, “Principles of diagnosis and treatment
of congenital external and middle ear malformation syn-
drome,” Journal of Clinical Otolaryngology Head and Neck
Surgery, vol. 32, no. 12, pp. 883–885, 2018.

[14] Y. Y. Fu, C. L. Li, Y. Z. Xie, Y. Y. Zhu, and T. Y. Zhang, “Func-
tional ear reconstruction strategies for microtia with congeni-
tal aural stenosis in seventy-six patients,” Clinical
Otolaryngology, vol. 45, no. 4, pp. 611–615, 2020.

[15] P. Guo, Z. Ji, H. Jiang, X. Huang, C. Wang, and B. Pan, “Iden-
tification of a novel CYP26A1 mutation in a Chinese family
with congenital microtia,” International Journal of Pediatric
Otorhinolaryngology, vol. 139, article 110488, 2020.

[16] M. M. Alsebayel, F. A. Abaalkhail, F. M. Alsebayel, D. A.
Alissa, A. H. Al-Jedai, and H. Elsiesy, “Congenital esophageal
atresia and microtia in a newborn secondary to mycopheno-
late mofetil exposure during pregnancy: a case report and
review of the literature,” The American Journal of Case Reports,
vol. 19, no. 19, pp. 523–526, 2018.

[17] Z. Ding, J. Chen, and Y. Wang, “Clinical analysis of congen-
ital microtia complicated with retroauricular subperiosteal
abscess in 7 cases,” Journal of Clinical Otorhinolaryngology,
Head, and Neck Surgery, vol. 35, no. 11, pp. 1014–1017,
2021.

[18] J. M. Dou, D. N. Wang, S. Q. Zhao et al., “Congenital microtia
with aural atresia or stenosis accompany with first branchial
cleft anomaly: report of 5 cases,” Chinese Journal of Otorhino-
laryngology Head and Neck Surgery, vol. 54, no. 5, pp. 349–354,
2019.

[19] N. Bitterman, O. Ben-Nun, S. Movshovich, N. Calderon, and
A. Barak, “Total reconstruction of congenital microtia-our
experience with 150 patients,” Harefuah, vol. 159, no. 8,
pp. 565–569, 2020.

[20] S. Q. Zhao, “Strategies for hearing reconstruction of congenital
microtia and atresia,” Chinese journal of otorhinolaryngology
head and neck surgery, vol. 56, no. 4, pp. 409–413, 2021.

[21] F. Guo, L. Lin, X. Yu et al., “Congenital heart defects in patients
with isolated microtia: evaluation using colour Doppler

7Computational and Mathematical Methods in Medicine



echocardiographic image,” Cardiology in the Young, vol. 31,
no. 2, pp. 260–263, 2021.

[22] N. Ogasawara, S. Jitsukawa, N. Takahashi, K. Takano, and
T. Himi, “Congenital microtia treated at Sapporo Medical
University Hospital: clinical characteristics and associated
anomalies,” Excellence in Otolaryngology, vol. 77, pp. 12–16,
2016.

[23] T. Cao, Q. Chen, B. Wang, J. Hu, M. Zou, and Q. Zhang, “Epi-
demiological research of microtia combined with congenital
heart disease,” The Journal of Craniofacial Surgery, vol. 32,
no. 3, pp. 920–924, 2021.

[24] P. P. Schnurr, M. J. Friedman, and N. C. Bernardy, “Research
on posttraumatic stress disorder: epidemiology, pathophysiol-
ogy, and assessment,” Clinical Psychologist, vol. 58, no. 8,
pp. 877–889, 2002.

[25] D. C. Tu, M. L. Batten, K. Palczewski, and R. N. Van Gelder,
“Nonvisual photoreception in the chick iris,” Science,
vol. 196, no. \, pp. 129–131, 2004.

[26] F. C. Macgregor, “Ear deformities: social and psychological
implications,” Clinics in Plastic Surgery, vol. 5, no. 3, article
347350, 1978.

[27] N. M. Sperling and N. Patel, “A patient-benefit evaluation of
unilateral congenital conductive hearing loss presenting in
adulthood: should it be repaired?,” Laryngoscope, vol. 109,
no. 9, pp. 1386–1391, 1999.

[28] B. Brent, “The team approach to treating the microtia atresia
patient,” Otolaryngologic Clinics of North America, vol. 33,
no. 6, pp. 1353–1365, 2000.

[29] S. A. Wolchik, C. E. Schenck, and I. N. Sandier, “Promoting
resilience in youth from divorced families: lessons learned
from experimental trials of the new beginnings program,”
Journal of Personality, vol. 77, no. 6, pp. 1833–1868, 2009.

[30] S. Turan Kavradim and Ö. Z. Canli, “The effect of education
and telephone follow-up intervention based on the Roy adap-
tation model after myocardial infarction: randomised con-
trolled trial,” Scandinavian Journal of Caring Sciences,
vol. 34, no. 1, pp. 247–260, 2020.

[31] B. S. Buckner and E. B. Buckner, “Post-revolution Egypt: the
Roy adaptation model in community,” Nursing Science Quar-
terly, vol. 28, no. 4, pp. 300–307, 2015.

[32] V. T. Armenti, J. A. Daller, S. Constantinescu et al., “Report
from the National Transplantation Pregnancy Registry: out-
comes of pregnancy after transplantation,” Clinical Trans-
plants, pp. 57–70, 2006.

[33] S. Azarmi and Z. Farsi, “Roy’s adaptation model-guided edu-
cation and promoting the adaptation of veterans with lower
extremities amputation,” Iranian Red Crescent Medical Jour-
nal, vol. 17, no. 10, article e25810, 2015.

[34] M. Ichikawa, “Protection of the surgical wound following plas-
tic surgery and nursing care to maintain cleanliness of the
regions–protection and preservation of the surgical wound fol-
lowing plastic surgery of cleft lip and palate and microtia,”
[Kango Gijutsu]: [Nursing Technique], vol. 31, no. 9,
pp. 1176–1182, 1985.

[35] F. E. Ursavaş, Ö. Karayurt, and Ö. İşeri, “Nursing approach
based on Roy adaptation model in a patient undergoing breast
conserving surgery for breast cancer,” The Journal of Breast
Health, vol. 10, no. 3, pp. 134–140, 2014.

[36] Y. Lv, G. Ren, X. Ren, and X. Ren, “Changes of intestinal flora
and lymphocyte subsets in patients with chronic renal failure,”

Evidence-Based Complementary and Alternative Medicine,
vol. 2021, Article ID 4288739, 2021.

[37] F. Erol Ursavaş and Ö. Karayurt, “Effects of a Roy’s adaptation
model-guided support group intervention on sexual adjust-
ment, body image, and perceived social support in women
with breast cancer,” Cancer Nursing, vol. 44, no. 6, pp. E382–
E394, 2021.

[38] Y. Chen, L. J. Ren, N. Gao et al., “Long-term hearing perfor-
mance and soft tissue outcomes of the Baha® Attract system
in patients with bilateral congenital microtia in a single cen-
tre,” Clinical Otolaryngology: Official Journal of ENT-UK; Offi-
cial Journal of Netherlands Society for Oto-rhino-laryngology &
Cervico-facial Surgery, vol. 47, no. 2, pp. 357–363, 2022.

8 Computational and Mathematical Methods in Medicine


	Effect of Multimedia Health Education on Psychological Burden, Quality of Life Ability, and Self-Efficacy of Congenital Microtia
	1. Introduction
	2. Methods
	2.1. Research Object
	2.2. Inclusion and Exclusion Criteria
	2.3. Routine Health Education and Discharge Instructions
	2.4. Multimedia Health Education Care
	2.5. Observation Index
	2.6. Statistical Analysis

	3. Results
	3.1. Comparison of General Information
	3.2. Self-Efficacy Comparison
	3.3. Quality of Life Score Comparison
	3.4. Anxiety and Depression Score Comparison

	4. Discussion
	5. Conclusion
	Data Availability
	Conflicts of Interest

