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Recent developments in facelift surgery

arly facelifting procedures were
documented in the 1900s, where
skin undermining with excess skin
excision along the hairline was
performed. The 1970s witnessed a major
change with an upsurge in public interest
in facelift surgery, which led to innovative
changes [1]. The realisation that skin laxity
is not the only component in the ageing
process, but skeletal changes, deterioration
in skin quality and ptosis of the deeper
tissues all had a substantial impact fuelled
the need for further refinement in facelift
surgery [2]. Since then, techniques have
evolved with innovations to address the
various ageing changes. However, on the
backdrop of these numerous described
techniques involving a variety of skin
incisions, different planes of dissection,
and varying approaches of re-draping and
skin fixation, it is crucial to adhere to the
concept of an optimal facelift [1]. The
optimal facelift offers the highest patient
satisfaction, sustainable long-term results,
with minimal adverse events, along with the
lowest morbidity and fastest recovery [3].

Fixed SMAS

Figure 1: Subcutaneous facelift.

In the early 1970s, Skoog described Deep plane entry point

the subplatysmal plane elevation along
the subdermal flap [2]. During the

latter half of the decade, the superficial
musculoaponeurotic system (SMAS)
was defined [2,4]. Then, deep plane and
composite facelifts were introduced to
address the nasolabial and periorbital
areas [2,5]. To further lift the nasolabial
area, the malar fat pad suspension
was described [6], and subperiosteal
rhytidectomy improved results further
[7]. However, patients tend to favour less
invasive and less complex procedures,
therefore the focus has shifted to
minimally invasive procedures such as
endoscopic lifts, laser skin lifting, with
intraoperative adjunctive procedures
including the use of radiofrequency,
microneedling [8-10] and other heat
technology.

Figure 3: SMAS flap with skin attached (deep plane
facelift).

plane, with supero-lateral draping of skin
flap. All the tension is exerted on the skin
which results in re-stretching of skin.

This issue was overcome with the deep
subcutaneous facelift, as the dissection was
carried deeper just superficial to the SMAS
layer [11-14] (Figure 1).

SMAS plication facelift

As the above technique did not address
mobile SMAS, the concept of SMAS
plication was popularised, to relocate the
ptotic fat and mobile SMAS from the lower
face to higher level up to the point where
the sutures are anchored to the fixed SMAS
(SMAS overlying the parotid gland). This
suture plication generates infoldings of
the superficial fat as it is applied where
necessary [15,16]. The drawbacks of this
technique are the risk of short-term results
because of suture failure and the tethering
effect as the retaining ligaments are not
addressed in this approach.

Subcutaneous and deep subcutaneous
facelift

This is one of the first described
techniques, effective in minimal ptosis
with skin redundancy solely [11]. The
dissection is restricted to subcutaneous

Figure 2: Minimal access cranial suspension (MACS) facelift
with loop sutures.

Area of SMAS resection

Figure 4: Lateral SMASectomy.

Minimal access cranial suspension (MACS)
lift

MACS lift involves suture loops on the SMAS,
which are anchored to the deep temporal
fascia just superior to the zygomatic arch
and anterior to the ear [2,15,17,18] (Figure 2).
The skin is re-draped vertically. The skin
incision is short, and this is suitable for
individuals with little or no skin excess, with
minimal jowling and ptosis of facial tissues.
Variations in technique may be used to
extend its indications.

Deep plane facelift (DPFL)

DPFL is suited for individuals with significant
ageing of the midface and mento-labial
folds and lower face, in which reversal of the
ageing changes requires addressing deeper
soft tissue. Sub-SMAS is the predominant
dissection plane, with the release of facial
retaining ligaments (orbital, zygomatic,
masseteric, zygomaticus major muscle
ligamentous attachments to skin). The
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elevated flap in this technique consists of

skin and subcutaneous tissue, and the malar

fat pad is re-draped as necessary [2,19-21]
(Figure 3).

Extended SMAS facelift

The difference in this technique is that
elevation and re-draping of the skin flap
and SMAS are done independently of
each other. First, the skin is elevated in the
subcutaneous plane exposing the fixed

SMAS up to the anterior border of the parotid

gland. SMAS is incised along the line drawn
from the lateral canthus to the angle of
mandible and the dissection is continued in
the sub-SMAS plane. The dissection is often
extended into the neck in a subplatysmal
plane creating a SMAS-platysmal flap [2,22].
The deep tissues are then elevated and
secured using a combination of vertical and
posterior vectors, as necessary. The skin is
then re-draped without tension.

Lateral SMASectomy

This technique involves supra-SMAS
dissection, excision of loose and redundant
SMAS anterior to the parotid and anchorage
to the fixed SMAS posteriorly [19,23,24],
reducing redundancy and skin excision as
required (Figure 4).

Subperiosteal facelift

This approach is most suitable for

patients with significant ageing changes.
A temporal incision is used for the sub-
periosteal dissection, and the targeted
structures are then suspended and sutured
to the deep temporalis facia. It can also be
undertaken intra-orally and endoscopically.
This procedure is recommended for the
correction of the ageing changes of the
upper and mid-face with excellent results,
however it has fallen out of favour because
of prolonged oedema and slow recovery
[15,25,26].

Non-surgical skin rejuvenation and facelift
Combining surgery and non-surgical
measures of a varying degree of
invasiveness is becoming increasingly
popular [2,27]. However, appropriate

patient selection is highly recommended.
Radiofrequency (RF) can be used for a non-
surgical facelift or as an adjunct following
or during surgery. It helps achieve gradual
skin tightening by targeting the deep dermis
and subcutaneous tissues, by introducing
uniform volumetric heating [2,28]. Ablative
lasers (CO2 and Er Yag) are also effective
particularly for improving skin quality by
treating fine lines and other ageing changes
[2,29]. Newer devices provide a combination
of RF and laser treatments, performed

simultaneously, which are effective and easy

to use with high patient satisfaction. Other
non-surgical techniques which can work in

synergy with surgery include micro-needling,
injectable fillers, use of fat (milli-fat, micro-
fat, nano-fat), platelet rich plasma / fibrin
[2,30].

Surgical facelift techniques will continue

to evolve along with the increasing role of
minimally invasive techniques in improving
overall results. Innovative minimally invasive
approaches can help in the restoration of a
youthful face with natural results and less
downtime. It is important that every surgeon
involved in facelift surgery should have a
variety of techniques in their armamentarium
to optimise results for patients.
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