Anthony Erian

Melvin A. Shiffman
Editors

Advanced Surgical
Facial Rejwvenatioq

-

Art and Clinical Practice

N Springer




Editors

Anthony Erian, MD Melvin A. Shiffman, MD
Pear Tree Cottage 17501 Chatham Drive
Cambridge Road Tustin, California 92780-2302
Wimpole 43 USA

SG8 5QD Cambridge shiffmanmdjd @yahoo.com
United Kingdom

plasticsurgeon @anthonyerian.com

ISBN 978-3-642-17837-5 e-ISBN 978-3-642-17838-2
DOI 10.1007/978-3-642-17838-2
Springer Heidelberg Dordrecht London New York

Library of Congress Control Number: 2011937179
© Springer-Verlag Berlin Heidelberg 2012

This work is subject to copyright. All rights are reserved, whether the whole or part of the material is
concerned, specifically the rights of translation, reprinting, reuse of illustrations, recitation, broadcasting,
reproduction on microfilm or in any other way, and storage in data banks. Duplication of this publication
or parts thereof is permitted only under the provisions of the German Copyright Law of September 9, 1965,
in its current version, and permission for use must always be obtained from Springer. Violations are liable
to prosecution under the German Copyright Law.

The use of general descriptive names, registered names, trademarks, ete. in this publication does not imply,
even in the absence of a specific statement, that such names are exempt from the relevant protective laws
and regulations and therefore free for general use.

Product liability: The publishers cannot guarantee the accuracy of any information about dosage and appli-
cation contained in this book. In every individual case the user must check such information by consulting
the relevant literature.

Cover design: eStudioCalamar, Figueres/Berlin

Printed on acid-free paper

Springer is part of Springer Science+Business Media (www.springer.com)



Anthony Erian « Melvin A.Shiffman
(Editors)

Advanced Surgic'al
Facial Rejuvenation

Art and Clinical Practice

@ Springer



M

Foreword

The trend of this last century is undoubtedly to look young and youthful for the lon-
gest time possible. I believe this is due to many factors. Certainly progress in medi-
cine, precocious diagnosis of many diseases and new therapeutic protocols have
contributed in increasing longevity but most of all never like in these last decades has
the image of a person been so important. We have surely become a society of
appearances.

This book will certainly help the young cosmetic surgeon to choose the best tech-
niques in order to achieve excellent results. Another important aspect that comes out
of this well-described book is that invasive surgery is not necessary all the times as
we once used to believe. Today, traditional lifting is usually proposed in fewer patients
than before. It is possible to achieve ameliorations with other, less-invasive tech-
niques such as fat transfer and others. In this way the patient can have short postop-
erative recovery periods. We should learn to satisfy our patients with the less
aggressive techniques possible. Theses combined techniques is the answer that this
book can give to its readers. I think that we should really be grateful to Anthony
Erian, Melvin Shiffman, and to the other authors for lending us their knowledge.

I would like to add a simple thought of mine to the reader of this book. Besides the
technique chosen, the cosmetic surgeon should always keep in mind that he or she is
not infallible. In no way does he or she have divine power, so humbleness should be
his or her main character trait. Personal hypertrophic ego can lead to major mistakes!
We should make our patients happy and try to help them find a better way of living
with themselves. My advice is always not to promise your patients what they will not
receive.

I would like to quote a beautiful thought of the author of the book The Face by
Charles H. Willi, published in 1926: “The plastic surgeon is undoubtedly the greatest
of all contemporary artists, he paints on living canvas and sculpts on human flesh
contributing to the health and happiness and success of his patient.”

Rome, Italy Giorgio Fischer, M.D.



Preface

This book is the result of the hard work of many surgeons who wish to share with you
their passion of facial aesthetic surgery. They are experts in their field and have agreed
to share their knowledge and experience. The book covers comprehensive and “state-
of-the-art” techniques in facial aesthetic surgery, and specific accounts and special
techniques, both general and personal, are included.

The aim of this book is to give an up-to-date account of the latest in cosmetic
facial surgery, as the trends and techniques seems to change with the times. We sur-
geons spend our lives learning and improving our techniques, honing and refining
them. Both a beginner and an experienced surgeon will learn something from this text
book.

A new trend of nonsurgical solutions has been added, as now facial rejuvenation
encompasses both surgical and nonsurgical. It is acknowledged that anatomy is 90%
of surgery, hence the inclusion of a detailed account relevant to facial rejuvenation.

This book has also stressed pre- and postoperative preparation to reduce complica-
tions and avoid litigation which is essential to our society nowadays.

Also, assessments and concepts of beauty have been added as it is difficult to have
a basic parameter in this subjective industry.

I am very grateful to all the doctors who contributed with their time, knowledge,
and dedication to make this book a special one.

I would like to refer to a facelift as surgical facial rejuvenation, as I feel the word
“facelift” is confusing to both the patient and surgeon. It is also a misnomer. It is very
difficult to divide the face into zones as all the anatomy is interlinked and
interdependent.

In modern surgery today, one tends to combine more than one procedure, both
surgical and nonsurgical, so it is more appropriate to name it Surgical Facial
Rejuvenation.

I hope and believe that this book will be extremely useful to colleagues and stu-
dents who want to know more about Facial Rejuvenation.

Cambridge, UK Anthony Erian, M.D.
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Extent of SMAS Advancement
in Facelift with or without Zygomaticus

Major Muscle Release

Henry A. Mentz |l|

34.1 Introduction

There are many forms of face lifting techniques that
have evolved since the earliest skin excisions per-
formed more than a century ago. The most substantial
addition to the myriad of techniques has been incorpo-
ration of SMAS advancement and the lifting and
anchoring of midface soft tissue. While skin excisions
serve to tighten skin and reduce wrinkles, skin does
not function well as a supportive structure, Furthermore,
using skin to support midface soft tissues like heavy
jowls can result in stretch artifact. These unnatural
lines are represented by sweeping lines to the nose,
mouth, and chin, contrary to relaxed skin tension lines.
As a result, many surgeons advocate vertical lifting
and anchoring of midface soft tissue apart from the
skin lift portion. Separating the lift of skin from soft
tissue allows more substantial elevation of midface
cheek and jowl fat without elevation of the temporal
hairline. It also allows independent lift and tension for
each layer and therefore allowing the surgeon to cus-
tomize the lift. Patients who may have more soft tissue
descent and less skin laxity can be treated with more
SMAS lift than skin tightening and vice versa.

SMAS lifting began initially with deep layer under-
mining, advocated in 1974 by Skoog. More precise
anatomic descriptions began with Mitz and Peyronie
in 1976, who used cadaveric dissections to define this
midplane layer as the superficial musculoaponeurotic
system or SMAS. Many modifications either kept
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SMAS and skin together or divided the layers [ 19-24]
to allow separation of lifting directions or vectors.
Hamra introduced deep layer lifting in 1992 and many
adaptations and modifications followed. Hamra’s com-
posite lift had limited skin undermining, wide midface
SMAS elevation with orbicularis repositioning, but
required more substantial elevation of the temporal
hairline since the skin lift followed the SMAS lift.
Furnas and Stuzin provided valuable research by out-
lining the anatomy of the frontal branch of the facial
nerve and the SMAS retaining ligaments. With release
of the zygomatic and masseteric cutaneous retain-
ing ligaments the SMAS flap was far more mobile
and could be lifted more substantially. These relcases
allow for movement of the SMAS flap, thus enhanced
movement of the cheek and jowl midface soft tissue
mass. With an increase in SMAS elevation, most rec-
ommended dividing the layers of skin and SMAS to
reduce the lift of hairline. More medial elevation has
been advocated using malar fat pad suspension [25,
26]. Lateral elevation can be improved with release
of the temporoparietal mesentery [27] and the neck
platysma [20]. Liposuction or direct fat excision of the

 jowl can reduce fullness low in the cheek ([28-31]).

Direct excision is more the standard now.

When patients have more extensive jowling, then
maximal movement of the SMAS medially becomes
necessary for correction. SMAS flap release can define
the extent of movement medially and laterally. For
example, when the SMAS is dissected and retaining
ligaments released, the attached flap rotates on the
pivot point at or near the zygomaticus major muscle
(ZMM) resulting in substantial SMAS lift at the ear
and minimal lift at the attached pivot point near the
cheek. In order to achieve more substantial movement
of the SMAS flap medially, a release of the flap from
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the ZMM can allow more movement of the midface
SMAS. This converts the SMAS flap from a rotation
flap to an advancement flap resulting is more move-
ment at the cheek and jowl. Careful preoperative
examination and operative planning is necessary for
optimal results.

34.2 Strategy and Selection
of SMAS Flap

The surgeon begins with comprehensive patient assess-
ment (Figs. 34.1-34.6). Initially, interview of the indi-
vidual and specific needs and goals can provide
direction and focus for the rejuvenation. Examination
should include evaluation of the four specific types of
facial aging, skin quality, skin laxity, soft tissue laxity,
and soft tissue atrophy. A plan should be created to
address each entity. Skin quality concerns should be
addressed with topical agents, facials, microdermabra-
sions, lasers, and pulsed light. Skin laxity should be
evaluated for the correct.skin incision and direction of
lift to provide wrinkle reduction with minimal distor-
tion to the anatomy of the hairline, ear, and mouth.
Soft tissue atrophy should be assessed for each area

Zygomaticus
major muscle

and amount of fill. Fine needle fillers can be used for
fine lines and fat grafts and implants may be used for
volume restoration. Finally, soft tissue laxity or descent
should be evaluated and measured preoperatively for
SMAS lift planning. The extent of descent can be mea-
sured by gently lifting the cheek or jowl into the desired
position and determining the advancement.

The most substantial jowl descent is the midpoint
between the retaining ligaments at the anterior edge of
parotid gland and the retaining ligaments at the nares and
mentum. It is between these fixed points that the SMAS
is unattached and sags most. Minor looseness can be

" corrected with minimal techniques and more extensive

jowling will have the need for more substantial lifting
techniques. In evaluating the movement of jowl soft tis-
sue, less than 10 mm of movement to correct jowl laxity
can be corrected with skin tightening and SMAS plica-
tion. Ten to fifteen millimeters of laxity requires release
of the retaining ligaments and unfurling of the sagging
SMAS with a high or low SMAS elevation and fixation
(Fig. 34.2). When 15-20 mm of laxity is present, then a
retaining ligament release plus more medial ZMM
release of the SMAS is required to unfurl and elevate the
flap (Fig. 34.3). And finally, greater than 20 mm may
necessitate release of retaining ligaments, ZMM release,
and thinning of the jowls under direct vision.

Zygomaticus
major muscle

High
SMAS

Parotid
gland

Fig.34.1 (a) Technique of SMAS flap elevation. (b) Flap elevation to the zygomaticus major muscle
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flap
rotales

Fig. 34.2 Rotational advancement pivots around the ZMM
origin

34.3 SMAS Flap Study

The retaining ligaments of the face support facial
soft tissue in normal anatomic position [1]. However,
gravitational changes occur with age and fat descends
into the plane between the superficial and deep facial
fascia. Face lift procedures are designed to lift these
sagging tissues. The choice of flap design may have

SMAS
flap
advances

Fig. 34.3 SMAS vertical advancement after ZMM release

some impact on the direction and extent of the lift.
The nature of this lift was studied in 22 rhytidec-
tomy SMAS flaps and measurements of the vertical
advancement were compared using two different
SMAS patterns. Elevation and fixation of the SMAS
was accomplished under the same conditions, and
by the same surgeon. A high SMAS elevation was
performed after skin and retaining ligaments were
released. The ligaments at the lateral edge of the
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Fig.34.4 Final result after SMAS elevation and fixation

Fig. 34.5 Anatomical points to measure the advancement lift.
White arrow is the superior lateral edge of the SMAS flap

ZMM were also released. SMAS flap movement was
measured with precise and equal tension at two points
on the cheek SMAS flap, medially and laterally.
Then, a second measurement was obtained after

Fig. 34.6 White arrow is the medial edge of the flap at the
Zygomaticus major muscle

placing a back cut on the SMAS at the lateral edge
of the ZMM. The flap was again weighted with the
exact tension medially and laterally. The result was a
substantial additional flap shift after this simple and
quick maneuver. The most significant change was the
movement medially, or most specifically on the jowl.
The comparison of vertical SMAS flap advancement
is shown in Table 34.1. An improvement in lateral
flap shift with identical tension was demonstrated in
18 of 22 flaps with an average improvement in flap
shift gain of 3.5 mm. Most importantly, a significant
gain in flap shift was obtained with identical tension
on the medial portion of the flap. This was demon-
strated in 22 of 22 flaps with an average improve-
ment in medial flap shift gain of 14.04 mm. This
additional medial flap shift improved substantially
the shelving of the malar soft tissue onto the malar
eminence and lifted the jowl far more effectively.
There were no complications from these measure-
ments in a 16 month follow-up period. This dem-
onstrates and quantifies an increased medial SMAS
advancement shift with this maneuver and therefore
improves the cosmetic appearance of the jowls and
the midface.
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