THE FACE

New Advances in
Facelifting Techniques

Understanding the modified deep-plane facelift

he jowl, formed by the descended
malar fat pad, is lified in the deep
plane ﬁﬁi below and repositioned
into its jruulhiu] home in the hol-
lowed area below the cheekbone.
TEchni@mudmmtmns from the
originally' described deep-plane
I'a'l:clﬂt-w& aimed at preserving the
patients ﬁm‘ml hairline, elimina-
ing the skin-pulling or puckering
sometimes seen with sutures placed
more: m lly in SMAS-type
lifts, and with special attention to
reducing the recovery time.

To accomplish this, shorer ingi-
sions are placed a few millimeters
inside of the temporal hair wift and
postauricular hairline (Figure 1),
thus preserving these hair bearing
regions yet also hiding the scars
nicely.
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| Figure 1. Deep-piane dissection begins from an imoginary verlical ine
from zygomatic arch fo angle of mondibie,

One must always find a balance
between concealing incisions efficiently
and avoiding any pull or alteration of the
hairline. | generally prefer 1o place the
incision just inside the hairline. Higher-
incision placements would inevitably pull
back the hairline in the sideburn and
temporal region. However, some patients
have a much lower sideburn, and in these
cases a higher incision may be acceptable.

With this incision-position modifica-
tion, women can put their hair up with-
out being concerned about scar visibility
while at the same time avoiding the
“pulled” look and other undesirable, tell-
tale signs of facelift surgery.

Other modifications include the incor-
poration of fibrin glue, the avoidance of
postoperative surgical drains, and the use
of a modified Endotine Ribbon in the
deep plane of the face only,

The Endotine Ribbon is a bioab-
sorbable fixation device that offers
unique versatility and ease of use. This
deeper placement of the ribbon distrib-
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utes tension in deeper tissue heiter than
single stitches, thereby eliminating any
tension on skin incisions. 1 also like o
add a layer ol interrupted buried sutures
in temporal and posterior hairline to
eliminate all tension on my skin closure,
which 1 believe is the key to an invisible
SCAar,

Traditionally, deep-plane facelifts have
received some criticism and have been
labeled as o invasive and involve a pro-
longed recovery period. With these mod-
ifications, 1 did not find that to be true. In
fact, this modified deep-plane lilt heals
faster than former SMAS lifts that 1 have
performed.

Plastic surgeons must remain cautious
of the surge of many minimally invasive
and minimally effective procedures that
promise much more than they can deliv-
er. These include, in particular, barbed
suture liftis and nonsurgical tightening
modalities, which are touted in the media
as a replacement for facelifts. These
approaches can often result in significant

— TreEre——

patient disappointment. My fore-

most goals are a natural and long-

lasting result and a rapid recovery.
To my knowledge, this is the [irst
documented use of the Endotine

. Ribbon in the deep-plane facelift.

" Overthe years, | have incorporat-
ed fibrin glue (Tissel), which has
resulted in a more rapid recovery
and  decreased  postoperative
hematoma and bruising. However,
the most important factor to
decrease hematoma and seroma
rates is meticulous hemostasis.
Fibrin glue can complement but not
replace meticulous hemostasis, and
it may also help eliminate the neces-
sity of surgical drains after facelift
procedures.

By closing and sealing the dead
space, fibrin glue has been shown to

dt:vr:rtase postoperative drain output.
Drains can malfunction, introduce infec-
tion into the wound, leak, become mis-
placed, and entail extra incisions and
scarring. They create tracts at the site of
removal, necessitate painful extraction,
and risk injury to vessels on removal. In
the past, the use of drains was routinely
advised, However, more recently, many
surgeons have moved away from using
drains in facelilt surgery, unless specifi-
cally indicated.

HIGH-DEFINITION FACELIFTING
The newest adjunct to my facelift tech-
nique is the use of high-definition

i

endoscopy. I have been using high-defini- §

tion endoscopic visualization from

Dyonics.

Lo

This technology lets me beuer visual- o

ize face and neck structures in the deep
plane through 50% smaller incisions in
temporal hairline and posterior hairline
regions.

Previously, endoscopic technology has
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been used primarily in browlilis and sub-
periosteal midlace lifis, rather than
through wraditional facelift incisions. The
smaller incisions enable a more rapid
recovery and decrease postoperative
swelling,

My practice is located in the New York
metro region, in which patients tend to be
very sophisticated about the nuances of
techniques, the ability to deliver out-
comes that are identical and—in many
cases—superior, through shorter, well-
hidden incisions that offer significamt
benelit 1o patients

Finally when the bioabsorbable
Endotine Ribbon (Figures 2 and 3) is
used in the deep plane to lift the sagging
SMAS and malar fat pad from below
(Figure 4, page 22}, tension is distributed
Over its many “tines.”

Contrast this approach to the tradi-
tional use of stitches to cawch pieces o
deep-plane tissue and 1o place tension on
single points, sometimes resulting in tear-
ing of the tissue at these points.

This idea occurred to me after 1 used
the Endotine brow sysiem, which
employs the same concept of using mul-
tiple tines 1o distribute tension over many
points, After the tension is distrib-
uted below the skin, there is no
pulling on the skin and the lift
looks very natural.

DEMYSTIFYING THE DEEP
PLANE

Over the past decade, our
understanding ol lacial aging has
'L'hi.l.l'l.}:t:tl. Al [1Ti.'.l_-i£_‘[1|;. WE 'ﬂ_'l:l_:li_r'ni:f
that multiple factors contribute to

layer. The SMAS layer in "SMAS-type”
lifis eventually thins out as we age and
becomes a weak layer to lift. In addition,
it lacks enough volume to enable it to
reposition into hollowed areas.

SMAS  resection techniques, or
“SMASectomies,” have a tendency 1o
“skeletonize” the face and cheeks, creat-
ing a gaunt, pulled look—especially in a
thin face.

Early in my practice, | struggled with
many SMAS-type lifis in order to achieve
the jaw line and cheek definition seen
with the deep-plane lift, only to lind them
to be somewhat suboptimal in patients
who presented with a significant jowl.

Though SMAS lilts provided a notable
improvement and patients were initially
satislied, | found that 1 had 1o pull tighter
at the SMAS and skin level to get a better
result. | preferred not 1o do so because of
the risks of comprising a natural-looking
appearance, which is paramount in my
practice in Manhattan. My personal dis-
appointment with SMAS liltis was also
due to the lack of volume repositioning |
was able to achieve with the deep plane,
as the SMAS layer alone did not provide
enough volume to reposition.

Figure 2. The Endoline Ribbon is o bloobsorbabile fixation device
fhat offers unique versalility and eose of use

a youthlul look.

For example, a “tight” face is not nec-
essarily a youthful look, and it is not rep-
resentative of what modern [acelilt
patients desire. It is not just the sagging
tissues of the face and neck that cause an
aging appearance, but also volume defla-
tion and redistribution in certain key
tacial regions. The full malar fa pad over
the cheek descends 1o become a jowl
around the mouth and the area under the
cheek becomes hollow. Sagging neck skin
and platysma, along with f[at deposition
in the submental region and jowl forma-
tion at the anterior mandible, all work
together w blunt youthful definition

[he deep-plane facelilt eliminates the
jowl by going under this descended malar
fat pad, lifting it, and repositioning it to
its youthlul home right under the cheek
bones.

This deep layer (Figure 4) is thicker
and stronger than the waditional SMAS
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Furthermore, the
necessity ol separating
the skin from the
SMAS layer in SMAS-
type lifts would some-
times result in a thin-
ning of the skin and
appearance ol telang-
iectasias in the skin,

SMAS  lifts  can
sometimes violate the
subdermal plexus with
cautery, which is not
ideal in patients with a
history ol nicotine use.
This does not occur
with the deep-plane
lacelift, as separation ol
the skin from deeper
tissue is not done ante-
rior to a vertical imagi-
nary line from zygo-
matic arch w angle of

mandible {Figure 1).

Finally, the repositioning of the deeper
SMAS and malar fat pad (Figure 4—yel-
low arrow) in the deep-plane faceliit
more thoroughly addresses the sagging
tissue and allows for more volume distri-
bution.

By keeping the tension in the deeper
tissue, less tension can be placed on the
skin, enabling the scars to heal better.

EVOLUTION AND MODIFICATION OF
THE DEEP-PLANE FACELIFT

1) Incisions are shorter both in the
temporal and posterior hairline incisions.
The shorter incisions are [easible with
placement ol high-delinition endoscopes
to visualize structures in the face and
ﬂk_"fk.

Traditionally, a longer incision would
allow better visualization, which is
important to safely identify blood vessels,
nerves, and other important structures.

rer, the high-definition endoscope
system provides unparalleled images and
clarity through the smaller incisions,
especially as the endoscopes are placed
and maneuvered easily from the peri-
auricular region.

2) Dissection and fixation—Deep-
plane dissection begins from an imagi-
nary vertical line from zygomatic arch 10
angle of mandible (Figure l—point A 10
B). Dissection proceeds anteriorly under
the malar fat pad and above the masse-
teric fascia towards the jowl. Superiorly,
diﬂcﬁﬂn | ] L'I[]dl."l' 1!'“: 'I'I'I.il]ill' I.-H.l. |:|':'I.d H.”d
over the zygomaticus muscles (Figure
d—vellow arrow).

Prior to modifying my technigque with
the use of the Endotine
Ribbon, 1 would raise the
deep plane ledge in the
face and awach it to the
preauricular region with
multiple horizonal mat-
tress 3-0 PD5 sutures.

In the negk, | still per-
form a subcutaneous dis-
section toward the mid-
line, identify the posterior
border of platysma, and
dissect a small subplatys-
mal flap and fix it 1o mas-
toid periosteum with mul-
tiple horizontal mattress
3-0 PDS sutures. The skin
flaps would then bhe
redraped and trimmed as
needed 1o avoid tension.

3) When | lirst started
using Coapt’s Endotine
products, it was as part of a
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Fugure 4. The repositioning of the deeper SMAS and malor fot pad in the deep-plane |
Tacelift more thormughly oddresses the sogging tissue ond allows for more volume In the neck, 1

distribution

browlift procedure. Rather than using a
single stitch, the Endotine brow-fixation
system uses five tines (or small hooks)
that hold the brow and fix it. This system
is lar superior to other brow-fixation
methods | used in the past, such as stitch-
es into screws and stitches into bone wun-
nels, in which fixation depends on single
points.

The Endotine Ribbon had the same
concept as the brow device and offers
similar advantages of tension distribution
along multiple tines. However, 1 did not
dissect in the superficial subcutaneous
tissue in the face where the ribbons were
traditionally being placed with tines fac-
ing down on the SMAS. | did not see the
usefulness in the deep plane -untl it
occurred o me o [lip the ribbon in the
deep plane, with the tines grasping the
jowl Irom beneath it (Figure 1),

The tine end of the ribbon and the
other perforated end of the ribbon were
oo long, Originally, the length of the rib-
bon was based on placement and fixation
from a temporal incision where length
was needed, but 1 was trying 1o fix the
deep plane a shorter distance w the
preauricular region, which is a much
shorter distance w0 pull. Trimming on
both sides left about five or six tines on
the ribbon, which worked wery well.
Furthermore, the ribbon was not palpable
as the deep plane covered all the tines
(2.5 mm thick).

The tines of the ribbon engaged the
jowl and deep plane from underneath,
hooking onto a large surface area of the
deep plane and not just at the edge. The
lilt looked much smoother, and there was
no puckering or pulling at the skin sur-
tace. | secured the perforated preauricular
portion of the ribbon with 3-0 PDS
sutures.
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To test  “the
strength of the lift, |
counterpulled in
order to try o pull
the cheek down-
ward. However, the
lift was very strong
in the deeper tis-
sue, and the skin
did not manilest
any signs of ten-
sion. The tines
WEre Very secure
because of the deep
plane pushing
down onto them.

still use the sutures

because ol the pal-
pability of the Endotine Ribbon. Possible
visibility in the subecutaneous plane,
though temporary (3 months), was unac-
ceptable to my patients and mysell.

The advantage of the Endotine Ribbon
in tension distribution over a large sur-
face area in the deeper tissue is significant
compared with the use of individual
stitches in the face.

Internal studies show that the bioab-
sorbability of the Endotine Ribbon, with
in-growth of the tissue over a 12-week
period, is similar 1o some stitches. The
lissue in-growth occurs in the holes in
the ribbon device, which [urther
strengthens it

In around 8 weeks, the tissue biologi-
cally reattaches and stabilizes to a new
position—the ribbon provides an addi-
tional salety of 4 weeks of fixation before
it dissolves.

The ribbon was FDA approved in 2006
and consists of biocabsorbable B2%
L-Lactide and 18% glycolide. 1 trimmed it
[rom an original length of 16 mm down
to about 8 mm, which is ideal lor use in
the deep plane. The tines that grasp the
deep plane are 2.5 mm high. As they
engage the deep plane, they become non-
palpable.

4) Submentalplasty—Early on in my
practice | would perform a submen-
talplasty by removing a small strip of
midline fat and platysmal bands, and then
reattaching the platysma in the midline
down 10 the level of hyoid bone with
multiple 3-0 PDS sutures. Then, 1 would
transect it a few millimeters in order 1o
take the tension off the cord in the mid-
line.

This approach produced a pleasant
cervicomental :.mg]{' :.1|ung with the later-
al lift in most patients. However, after lol-
lowing these patients over a long period

-

ol time, I believed ts procedure “skele-
onized" the negk too much and pro-
duced oo many muscular fasciculations,
which 1 had w repetitively treat with
Botox.

Currently, 1 reserve doing submen-
talplasties with the lacelili procedure 10
female patients with extremely heavy
necks and for male facelilt patients.

5) Fibrin glue—The circulating nurse
prepares the Tissel fibrin glue (Baxter) in
the operating room. Fibrin glue is
sprayed from a dual sprayer after the deep
work is completed and after 1 have
redraped and fixed the skin in its final
position. Approximately 1 cc is sprayed
from the open incisions in preauricular
and postauricular areas. Pressure is held
with wet gauze lor 3 minutes on each
side.

The use of fibrin glue demonstrates a
significant decrease in the rate ol
hematoma formation. Surgical drains are
‘mptused, but patients wear a pressure
dresting lor 24 hours. However, many
surgeons are uncomfortable with the
omission of drains and seek an additional
source of protection against hematoma
formation. Fibrin glue can give this added
protection.

Using the techniques described above,
| have obtained consistently superior and
reproducible results with a rapid recov-
ery. After my signilicant experience with
parotid surgery and facial nerve dissec-
tion, 1 feel comfortable in the deep plane
and have had no incidence of facial nerve
injury. However, it is widely accepted that
experience and comfort level in this plane
varies among surgeons, [l

Samich 5. Rizk, MD, FACS, is a double
board-certified facial plastic surgeon and
director of Manhattan Facial Plastic
Surgery in New York City. He can be
reached at (212) 452-3362. Rizk has no
financial association with any of the com-
panies or products mentioned iw this article.
All photographs shown are actual patient
pictures taken before and after surgery.

A recommended reading list accompany-
ing this article can be found by visiting
www plasticsurgerypractice.com.
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