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The Art

Zusammenfassung
Die Faceliftchintrgie stellt eine
große Herausforderung an den
As thetisch - Plastischen Ch irurgen
dar, nicht zuletzt, da es kein
Standard- Verfahren mit einer
100-prozentigen Erfolgs-

garantie gibt. Gerade jür den
unerfahrenen mag die Vielfalt
der propagierten Techniken ver-
wirrend sein. Tatsächlich sind
es sehr viele Schritte bei dieser
Operation, die einen Einfluss
auf das Endergebnis haben
können und da diese einzelnen
Massnahmen unterschiedlich
miteinander kombiniert werden
können, ist die Anzahl der

möglichen Techniken fast so
groß wie die der sie anwenden-
den Chirurgen. So unterschied-
lich all diese Vorgehensweisen
aber sein mögen, so einfach ist
letztlich ihre Bewertung. Die
Ergebnisse sind das beste Kri-
terium für die Effizienz einer
Technik, wobei allerdings auch
der damit verbundene Aufwand
und eventuelle Risiken berück-
sichtigt werden müssen. Im

folgenden werden alle Schritte
eines Faceliftings ausführlich
beschrieben.



of Facelifting

[ntroduction
Traditional facelift techniques have relied upon thin flaps of
aging skin to elevate and support ptotic, deeper facial tissue.
Although initial rcsults were sometimes good, early recurrence
of the original deformity was common and poor scars and mar-
ginal flap slough frequently were seen due to unavoidable skin
flap tension and obligatory wide flap undermining.
As surgeons have pursued an improved outcome our under-
standing of the aging proccss has grown and new facelift techniques
have evolved. Experience has since confirmed that a superior
result is not possible without some modification of the SMAS
and platysma and other deep facial structures.
Although techniques vary and a consensus of opinion is un-
likely to emerge, any surgeon able to identify the anatomic basis
of his or her patient's problems can, through the application of
logic and careful planning, select appropriate methods that are
save, effective and rational.



Recognizing the aging deformitiy

Recognizing the elements of the aging deformity and apprecia-
ting the underlying anatomic abnormalities are fundamental to
planning any surgical repair. Careful analysis will reveal many, if
not most, of these changes that represent primarily "deep layer" pro-
blems that will be corrected inadequately with traditional tech-
niques.
Surgeons unfamiliar with deep layer tcchniques often resort to
ancillary procedures to overcome the shortcomings of traditio-
nal methods.These include facial liposuction, malarplasty, sub-
malarplasty, geniomandibular grove augmentation ("pre-jowl
iniplant") and facial fat injections. Although sometimes indica-
ted, these will be unnecessary in the majority of cases if deep
layer rejuvination is performed. It also must be remembered
that skin is intended to serve a covering function, not a suppor-
ting one, Techniques that ignore this fact are flawed by design
and are destinated to produce unnatural appearances.

Preoperative Planning
It is not possible to design or use a "universal" facelift techn-
que. Each patient will present with a unique set of problems
that requires precise anatomic diagnosis and an appropriately
planned and individualized surgical repair. Committed study
and careful planning will maximize improvement, limit compli-
cations, and minimize secondary deformities.

Planning the Temple Incision
The temporal portion ot the facelift incision traditionally has
been placed arbitrarily within the temporal scalp in a well-
intended but often counterproductive attempt to hide the resul-
ting scar.When temporal skin shifts are small and abundant
temple and sideburn hair is present, this plan can work well.
Patients falling into this category are usually young and troubled
by mild cheek deformity only. In many other cases, however,
largcr skin shifts or the presence of sparse temple hair can result
in unnatural and tell-tale displacement of thc temporal hairline
and sideburn.Typically, patients disfigured in this way are advi-
sed to restyle their hair to hide this deformity as can be seen
in many published photographs of facelift patients.This recom- ,
mendation is, unfortunately, of little practical value to those
who wear their hair short, up, or back and those who lead acti-
ve lives in which wind, water, sport and outdoor activity can
displace camouflaging wisps of remaining hair. Proper analysis,
careful planning, and the use of an incision along the hairline,
when indicated, can avert this problem without compromising
the procedure. For aesthetic reasons, whenever the temporal
hairline will be moved rnore than 4 cm away from the lateral
orbit or the sideburn hair shifted above the junction of the ear
with the scalp, consideration shonld be given to placing the
incision along the hairline rather than within the temporal
scalp. If it is made with care and sutured under no tension the
resulting scar is usually unonspicuous and less objectionable
than a displaced hairline.

Planning the Preauricular Incision

Open to scrutinit>', the preauricular region exists as a frequent
point of rcfcrencc for those seeking to identify a facelift patient.

Traditionally, incisions here are made well anterior to the crus
of the helix and continued inferiorly, anterior to the tragus.This
design however, works well only for the unusual patient with
cheek and tragal skin of similar characteristics. For these reasons,
and in all but the unusual case, the preauricular portion of the
facelift incision should be placed precisely along the posterior
margin of the tragus, rather than in the pretragal sulcus.

Figure 1

When the preauricular incision (dot-

ted line) is placed along anatomic

interfaces, differences in colour and

texture are less obvious, and the

scar will appear as a reflected high-

light. Placing the incision along the

posterior margin of the tragus (and

not on its inner surface does not

produce tragal retraction or other

irregularity if the tragal flap is

suspended and trimmed appro-

priately. A small step in the incision

at the inferior tragus is necessary

to preserve a distinct inferior tragal

border.

Planning the Postauricular Incision

Appropriate planning of tbe postauricular incision requires that
consideration be given to thc proper vector along which the
postauricular flap should be shifted to procluce maximum
improvement on the neck, and how the incision location will
influence this shift. Contrary to what is usually practiced both
careful consideration and direct observation will reveal the pro-
per direction of postauricular flap shift to be in a mostly poste-
rior, slightly superior direction that roughly parallels the mandi-
bular border if optimal result is to be achievcd at both thc neck
and submental areas. As the flap is shifted along a more superi-
orly directed vector, tension will rise across the cervicomental
angle, but a diminished effect will be seen over the anterior
neck and submental regions. Keeping these facts in mind, the
effect of thc plan of the postauricular incision on the direction
of flap shift is evident. If the incision is placed on the posterior
surface of the concha or forced too high onto the mastoid in an
attempt to conceal the scar there, a more superior component
of flap shift must be added to close the resulting defect.This
will compromise improvement over the anterior neck and sub-
mental areas as outlined previously and will result in incorrect
excision of skin over the apex of the occipitomastoid incision.
This inappropriate shortening of the postauricular flap along
thc long axis of thc sternocleidomastoid muscle is the most
common cause of a wide postauricular scar. The postauricular
portion of the facelift incision should be marked directly in the
existing auriculomastoid groove and the mark turned posterior-
ly at the level of the superior aspect of the auditory canal. Marking
must be made with the ear resting it its natural position. If the
ear is pulled forward while markings are made, mastoid skin will
be pulled anteriorly over the posterior surface of the concha



and the incision will end up posterior to its intended location
in the auriculomastoid groove.This is the most common cause
of a misplaced postauricular scar.

Planning the Occipital Incision
Planning the location for the occipital portion of the facelift
incision is conceptually similar to that of the temple region.
Traditionally, this incision is placed arbitrarily transversely, high
on the occipital scalp, in an well-intended but usually counterpro-
ductive attempt to hide the resultant scar. In patients in whom
neck skin redundancy is small and occipital scalp shift will be
minimal, such a plan can be used. Patients falling into this cate-
gory are usually young and troubled by mild neck deformity
only. In most patients however, larger skin shifts will result in
the advancement of neck skin into the occipital scalp and "not-
ching" of the occipital hairline. Although not all patients will
recognize this deformity for what it is, most are understandably
self-conscious of it, especially those who wear their hair up or
back or who lead active lives outdoors. Proper analysis, careful
planning and the use of an incision along the hairline, when
indicated, can avert this problem without compromising the
procedure.

Figure 2

a, When planning the location of

the occipital incision, it is important

to estimate the skin redundancy on

the neck in the predicted posterior-

superior direction of flap shift

This is accomplished by pinching up

redundant tissue and measuring it.

b, If less than 2 cm of excess skin is

present over the upper lateral neck,

a "traditional" incision extending

posteriorly into the occipital scalp at

the level of the middle ear in most

cases does not result in objectionable

displacement and notching of the

occipital hairline.

c, if 2 cm or more of redundant skin

is present over the upper lateral

neck, consideration should be given

to placing the occipital portion of the

facelift incision along the occipital

hairline in such a manner that no

scar is present within the fine hair

on the nape of the neck.

Planning Modification of the SMAS and Piatysma
Almost all patients undergoing a primary facelift benefit from a
posterosuperior advancement of the cheek SMAS.This maneu-
ver serves as the fundamental step upon which all others are
based. SMAS advancement provides a natural appearing, long-

lasting correction of laxity in cheek and jowl and will con-
solidate the lower face.The cervico-sub mental region of each
patient must be examined carefully both at rest and during
platysma activation if complete assessment of platysma defor-
mity is to be made. Patients with distinct platysma bands gene-
rally require transverse myotomy as part of their treatment.The
result is immediate, dramatic, long-lasting, and superior to any
suture, suture suspension, or "plication" technique.The length
of transetion will vary, depending on the deformities present
and thus will differ from patient to patient. Complete transec-
tion of the platysma is not performed in all patients, and in many
necks a subtotal myotomy only is needed.
If submental support is poor or maximum improvement in the
anterior neck is desired, anterior platysmaplasty is planned.
Anterior platysmaplasty should always be performed after ele-
vation of the check SMAS to prevent compromised improve-
ment on the mid-face and jowl. When mild horizontal muscle
redundancy is present in the neck, lateral platysmapexy is plan-
ned. This is usually effective only over the upper one fourth of
the sternocleidomastoid muscle where its fascia is immobile. In
thin necks the cut muscle edges can be imbricated (overlapped
and sutured "vest over pants"). In fuller necks they usually are
trimmed and sutured edge to edge. Suturing over the lowcr
portion of the sternocleidmastoid muscle is unproductive and
may lead to distortion and irregular contours.

Figure 3

Full-width platysma myotomy

a, plan For platysma myotomy when

poor definition is present along the

mandlbular border or at the mandi-

bular angle.

b, view after advancement and

suture suspension of cheek SMAS

and full-width platysma myotomy

Planning Rejuvination of the Perioral Region
For many patients facial rejuvination would not be complete
without rejuvination of the perioral region. Although advanced
perioral aging generally is appreciated by most of those so
afflicted, more subtle deformities may go unnoticed hy others
when viewed against a background of advanced aging defor-
mity on other areas of the face. These patients must be counsel-



led carefully, as the facelift itself will produce littlc if any, impro-
vement in these areas. In addition, surgery tcnds to unmask
perioral defomities and to draw attention to them.
Dermabrasion is very effective in treating perioral wrinkling. It
remains the preferred treatment of perioral rhytids at this time
and consistently produces a superior result to that which we
have been able to obtain with lascr rcsurfacing.

Figure 4

Patient before and three weeks after

Facelift and perioral dermabrasio

Pan-Facial Rejuvination
Rarely does isolated aging occur only in the lower face and neck
and nearly all our paticnts requesting facelift surgery undergo
forehead and eyclid surgery as well. Many are confused, howe-
ver, by the term "facelift" and take it to imply correction will
be made in these areas.These patients must be counselled care-
fully as the facelift itself will produce little if any improvement
in upper facial deformitics and tends to unmask and draw
attention to them. Many patients are oblivious to the changes
that occur in their foreheads as they age and most are unaware
that a procedure exists to correct them. A surgeon seeking the
best result must help patients recognize these changes and ex-
plain their significance to them. Only then can they appreciate
the importance of the procedure.

Preoperative Preparations
All patients undergo a preoperative physical evaluation and any
patient with significant medical probleins must be cleared by
liis or her internist or personal physician before surgery. Each
patient is asked to avoid agents known to cause platelet dys-
function for 2 weeks prior to surgery, including vitamin E.
All patients who smoke are asked to quit and are informed that
their risk of serious complications, including flap necrosis and
skin slough, is significantly higher than in nonsmokers. It gene-
raliy should be assumed, however, that most will not, and extra
care should be taken to be sure the informed consent is complete
in this regard. Fortunately, flap necrosis is dependent upon a
variety of factors other than smoking that are under the sur-
geon's control or are minimized by deep layer design.These
include tissue trauma and skin tension. Because deep layer tech-
niques limit skin undermining, preserve important cheek perfo-
rators, and avoid excessive tension on delicate cervicofacial skin
flaps, a careful surgeon can operatc safcly on smokers. Indeed,
some surgeons allow patients who smoke to do so in the peri-
operative period and have observed no increase in complications.

Anesthesia
Facelifts can bc safely performed in analgosedation or general
anesthesia. Both techniques differ nowadays only in the depth
of the desired sedation. Local anesthesia is equally administered
to eliminate pain and prevent the transfer of pain stimulation to
higher central nervous regions. For shorter surgical procedures
the analgosedation is well suited. The sedation is realized with
intravenous application of Midazolam (DORM1CUM, i.v.
bolus) or Propofol (DISOPRIVAN, i.v. perfusor). Analgesia can
be achieved with Piritramid DIPIDOLOR, i.v. bolus) or low
concenrrations of Fentanyl/Remifentanyl.While spontaneous
breathing will be preserved a low flow of oxygen through a
nasal catheter will further improve oxygen saturation.
Long surgical procedures benefit from an intubation, excluding
annoying coughing and airway obstruction by secretion or col-
lapsc ot epipharyngeal structures.
The Total Intra-Venous Anesthesia (TIVA) is the preferred
technique. After oral or nasal intubation the depth of narcosis is
individually controlled by perfusor-administered Propofol and
an analgetic agent (Alfentanil, Fentanil or Remifentanil). Due to
the local anesthesia a very light sedation is possible and spontan-
eous ventilation is preserved.
The administration of local anesthesia should be the same in
both ways. Each side of the face is infiltrated with 30 to 50 ml
of an anesthetic solution containing 0,2 % Lidocaine and Adre-
naline (1 : 800 000).
The total dose of lidocaine should not exceed 7 mg/kg. Main-
tenance of the local block is achieved by systematically re-infil-
trating the key areas (pre- and postauricular regions) and re-
administering nerve blocks before the local anesthetic effect
wears off.

Surgical Technique - Skin Flap Elevation

Figure 5, 6, 7

Skin dissection performed in the "clo-

sed" technique with indirect vision

provides even skin-flaps, less com-

promised flap-vascularization and a

comfortable working position for the

surgeon


