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ABSTRACT

Background: The purpose of a facelift is to eliminate the
appearance of facial aging by removing lax redundancy of
facial and neck skin.”The outcomes of Limited dissection of
superficial musculoaponeurotic system plication, imbrication,
and deep-plane rhytidectomy techniques. A conventional
superficial musculoaponeurotic system (SMAS) face-lift is
well established because it allows the skin envelope to be
rotated in a bit more lateral direction than the cephalad
redirection of the SMAS flap. This ensures an individualization
of the treatment plan according to the needs of the patient
and avoids a postoperative stretched look. However, this
technique has some limitations with respect to its long-term
effects on the sagging tissue, inadequate lifting of the malar
fat pad, and flattening of the nasolabial fold.

Methods: The procedure of a modified approach to con-
ventional SMAS flap dissection for Thirty-two patients'
females to males 5:1 between May 2006 and May 2014, who
have undergone a modified SMAS face-lift, with facial aging
signs undergoing a face-lift.A pointing tongue-shaped flap of
zygomaticotemporal fascia was dissected and preserved in
the posterior half of the upper edge of the SMAS flap and
anchored to the deep temporal fascia, enhancing the vertical
support of the facial soft tissues. Outcomes were determined
by clinical review.

Results: The study of Thirty-two consecutive modified
SMAS face-lifting procedures. Few complications were ob-
served and follow up patients two years up to eight years.

Conclusions: The technique of Modified SMAS typing
for face lifting has several beneficial attributes. High vertical
elevation of the SMAS flap delivers a long-lasting benefit
and addresses the problem of neck laxity and platysma redun-
dancy, leading to a correction of the neck contouring and
jowls. Nasolabial folds appear to be smoothed, and malar
flattening is restored by imbrications of the SMAS flap over
the cut edge in the malar prominence. This investigation
demonstrates that the rhytidectomy technique is safe and
produces highly predictable results.
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INTRODUCTION

Facelift techniques, such as the skin, submus-
cular aponeurotic system (SMAS), and deep plane
lifts. Eventually found that amodified SMAS lift
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effectively repositions ptotic jowl and cervical soft
tissue with an excellent safety profile. In 1968,
Skoog [1] was the first to include the platysma of
the lower face as facial anatomy to be moved in
facial rejuvenative surgery. This deep-layer method
together with the description of the superficial
muscul oaponeurotic system (SMAS) by Mitz and
Peyronie [2] in 1976 changed the way many sur-
geons viewed the surgical face-lift. Since then, the
use of rhytidectomy techniques involving the
SMAS to rejuvenate sagging facial tissues has
withstood the test of time to become a reliable
technique for the restoration of facial youth. This
evolution has been related directly to the scientific
investigation of facial soft tissue anatomy, resulting
in a better understanding of the anatomic changes
in the soft tissues of the face that occur with the
aging process. Although many technical approaches
to rhytidectomy exist to date, the question about
which face lift procedure is best still is under
debate. A commonly used technique is the conven-
tional SMAS face-lift because of its safety and
aesthetic versatility [6,7]. Conventional SMAS
dissection is effective for minimizing the jowls
and highlighting the mandibular angle. Through
two-vector aesthetic control, an individualization
of the treatment plan according to the needs of the
patient is ensured. Additionally, atightening of the
deep facial structures with no tension on the facial
skin is provided, avoiding any postoperative
stretched look. Despite its popularity, this procedure
is criticized because it does not adequately lift the
malar fat pad and flatten the nasolabial fold (NLF).
Furthermore, the long-term outcomes seem to be
poor [3-5,7].

Aim of the work:

To achieve limited invasive operation with
limited dissection of SMAS and decreased the
complication of conventional SMAS face lifting
technique with Multiple plications by non absorb-
able suture.
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PATIENTSAND METHODS

Thirty-two patients females to males 5:1 who
have undergone a modified SMAS face-lift, be-
tween May 2006 and May 2014, with facial aging
signs undergoing a face-lift. A pointing tongue-
shaped flap of zygomaticotemporal fascia was
dissected and preserved in the posterior half of the
upper edge of the SMAS flap and anchored to the
deep temporal fascia, enhancing the vertical support
of the facial soft tissues (outcomes and complica-
tions) with acceptable results. The follow-up period
2 years up to 8 years.

Preoper ative assessment:

A- Obtains acomplete medical history and address-
es the specific complaints of the patient. Under-
stands the patient's motivation and expectations
for surgery.

B- Assesses skin characteristics and type.

C- Describes the goals that can be obtained with
facelift surgery, and its limitations.

D- Assesses the patient's need for adjunctive pro-
cedures.

E- Describes the risks of surgery (e.g. hematoma,
scarring, hair loss, injury to nerves, asymmetry,
risks of implants and of ancillary procedures).

F- Assessment of the skin type and psychology of
the patient.

Methods of Treatment General anesthesia was
used in the majority of cases, with 5 patients re-
ceiving local anesthesia sedation. In all cases, the
face was infiltrated subcutaneously with a solution
containing saline, 1:200,000 adrenaline, and
lidocaine. A vertical incision approximately 5cm
long was out-lined just above the upper pole of the
ear in the temporal region, inside the scalp (3-5cm
posterior to the hairline) or around the sideburn
when it was too high. The drawing then was made
downward, curving in front of the ear and passing
in back of the tragus and in front of the ear lobe.
Finally, the marking was continued behind the ear
ending upward and posterior as a classic retroau-
ricular face-lift incision. The skin flap was elevated,
with care taken to leave some fat intact along the
superficial surface of the SMAS, especially in the
regions wherein the SMAS was to be elevated
because the more substantial the SMAS flap, the
better the long-term results that can be obtained in
terms of facial contouring. The extent of dissection
proceeded up to 1cm lateral to the lateral orbital
rim, acrossthe malar region over the superior border
of the zygoma, and along the nasolabial fold to a
point 2cm lateral to the oral commissure. In the
temple, the authors used a two- plane technique
and preserved the superficial temporal vessels when

possible. The zygomatic arch then was identified,
and atransverse incision 2-3cm long was made in
the SMAS just 1cm inferiorly (to ensure facial
nerve branch preservation in this area) and parallel
to it. The incision then was angled superiorly and
backward toward the temple, intersecting the preau-
ricular SMAS incision to raise.

A pointing tongue- shaped flap (Fig. 1) in the
posterior half of the SMAS flap's upper portion as
an extension of the same flap to be fixed to the
deep temporal fascia as afirm anchor point. Care
was taken to avoid injury to the frontal branch of
the facial nerve.

During the sub-SMAS dissection, the deep
facial fasciawas not violated, thuslikely preventing
facial nerve injury. The dissection then was per-
formed over the parotid (with the end point of the
sub-SMAS dissection just beyond the anterior
border of the parotid gland).

A deep plane over the sternocleidomastoid
(SCM) muscle fascia was entered to elevate the
platysmaflap off the SCM muscle. Thus, the greater
auricular nerve that lies deep to the superficial
layer of the investing deep fascia as it ascends
vertically over the SCM muscle was preserved,
and the sensory innervation for the skin over both
surfaces of the outer ear was respected. Adequate
mobilization of the flap could be determined by
observing the effect of facial contouring when
traction on the SMAS was applied. The SMAS
was raised off the parotid fascia, elevated for some
centimeters vertically and securely fixed to the
deep temporal fasciawith 2/0 nonresorbable suture.

The knots were buried in the soft tissue to
prevent them from being visible or palpable through
the skin. In the neck, the platysmal bands were
divided through the facelift incision, obtaining
good results for most patients without creation of
a separate submental incision. For severe platysmal
bands, a submental incision and midline plication
could be necessary.

Using the redundant edge of the SMAS as an
extension, the SMAS-platysma flap was fixed
posteriorly to the mastoid fascia under maximum
tension working as a bowstring and exerting lateral
pull through which the neck contour was rebuilt.
Provided that the flap was transposed under the
angle of the mandible, no bulk was noted, and the
angle shape was enhanced. High vertical suspension
enabled the SMAS flap to be imbricated over the
cut edge in the malar prominence to restore the
volumetric loss of the malar eminence. Further-
more, rarely, a varied degree of SMAS plication
on an oblique line between the angle of the man-
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dible and lateral canthus parallel to NLF was
combined with our technique to achieve further
smoothing of the NLF when SMAS was observed
to be too thin and tenous.

The skin was carefully redraped without tension
in aline directed slightly more posteriorly and
obliquely than the vertically directed SMAS sus-
pension. The temple skin was first trimmed and
inset without tension, followed by the occipital
skin over the mastoid. Then the skin was fixed
above and behind the ear without tension. The
pretragal skin was adjusted and inset in aretrotragal
position without tension. The skin incisions were
closed over a closed suction drain (size, 10 Fr),
which was removed the next day while the face-
lift dressings were changed satisfaction and long-
term response to the face-lift procedure. On ascale
of O (disappointed) to 10 (very satisfied).

RESULTS

In our study, 32 patients (1 men and 5 women)
underwent afacial rejuvenation procedure consist-
ing of amodified face-lift technique method (Figs.
2-4) with or without a simultaneous upper and/or

Fig. (1:A-C): Schematic drawing showing
the modified design of the incisions for treat-
ment of the superficial muscul oaponeurotic
system (SMAS) during the face-lift.
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lower blepharoplasty, submental liposuction, and
lipofilling. Of the 32 patients, 15 underwent only
rhytidoplasty, 13 had blepharoplast.

The complications observed were few, only
two patients with small hematomas. All underwent
evacuation without noticeable effect on the final
cosmetic outcome. During the first postoperative
days, some patients experienced a bearable pain
in the temporal region, which was limited to mod-
erate tension during mouth opening due to the
traction on the temporal fascia. Temporary weak-
ness in the frontal branch of the facial nerve expe-
rienced by one patient resolved completely within
4 months, whereas a similar condition affecting
the buccal branches in another patient was restored
in 6 months. One patient presented with dehiscence
in asmall portion of the scar. One patient reported
that the knot in the temporal region was pal pable
through the skin. Three mild hypertrophic scar
responding to local ointment and steroid injection
over the mastoid area was observed in the entire
series. The overall complication rate was very low
(Table 1). Results of patient satisfaction survey,
high levels of satisfaction were achieved 24 pa-
tients, moderate level 6 low level 2 patients.




