
SECTION I Aesthetic Surgery of the Face

11.2 

Facelift: Introduction to deep tissue techniques

Richard J. Warren

described. In this chapter the standard methods available to 
elevate and rearrange the deep soft tissues of the face are 
outlined; in the coming chapters, they will be described in 
detail by authors who developed these techniques, or by 
authors who use them routinely. The subcutaneous facelift  
is included here for comparison purposes, although in its 
classic form, there is no attempt to address the deeper tissues 
of the face.

Subcutaneous facelift
The “skin-only” facelift (Fig. 11.2.1) is used to tighten loose 
facial skin by advancing a random pattern skin flap and 
removing the excess. By definition, there is nothing done to 
the deep facial tissues. A tried and true technique, this method 
can be effective when the only significant problem is loose 
skin. For example, some patients with very thin faces and little 
or no subcutaneous fat may present with loose skin only. It is 
also useful in secondary or tertiary situations where deep 
tissues have previously been repositioned and the presenting 
problem is a recurrence of skin laxity. In that setting, a short 
scar approach will often suffice. Advantages of the skin-only 
facelift include its simplicity, a rapid postoperative recovery, 
and the use of a dissection plane which does not risk damage 
to the facial nerve or other deep structures. Disadvantages 
include: a minimal effect on underlying facial shape and the 
inherent disadvantage that skin is an elastic structure which 
will stretch when tension is applied. Therefore, the longevity 
of effect is in question, especially when the skin is used to 
reposition heavy facial tissues. Unfortunately, if the surgeon 
increases skin tension in a misguided attempt to reposition 
ptotic deep tissue, the shape of the face can be distorted. Skin 
tension will flatten facial shape, negating the rounded con-
tours of youth. Also patients in the facelift age group have 
usually lost elasticity in their skin and therefore, with tension, 
are prone to a stretched look with wrinkles re-oriented in 
abnormal directions. Lastly, excess skin tension at the incision 

S Y N O P S I S

	 In its pure form, the subcutaneous, skin-only facelift has a limited 
effect on the position of heavier deep tissue.

	 In SMAS plication, a skin flap is created with suture manipulation 
of the superficial fat and the underlying SMAS/platysma.

	 In loop suture techniques (MACS lift), a skin flap is created with 
long suture loops taking multiple bites of superficial fat and 
platysma – fixed to a single point on the deep temporal fascia.

	 The supraplatysma plane creates a single flap of skin and 
superficial fat mobilized and advanced along the same vector.

	 SMASectomy involves a skin flap plus excision of superficial fat 
and SMAS from the angle of the mandible to the malar 
prominence, with direct suture closure of the resulting defect.

	 A SMAS flap raised with skin attached (deep plane) creates a flap 
of SMAS/platysma, superficial fat and skin, all mobilized and 
advanced along the same vector.

	 A separate SMAS flap (dual plane) creates two flaps, the skin flap 
and the superficial fat/SMAS/platysma, which are advanced along 
two different vectors.

	 The subperiosteal lift involves dissection against bone, with 
mobilization and advancement of all soft tissue elements.

Introduction
In the previous chapter, the generic subcutaneous “skin-only” 
facelift was described. However, as reviewed in Chapter 6, the 
anatomy of facial aging is a complex process involving all 
layers of the face from the skin through to the bone. Logically, 
surgical rejuvenation of the aging face should address all or 
most of these tissue layers. To this end, rejuvenation of the 
skin is reviewed in Chapter 5. Within the soft tissue of the 
face, the two principle age-related changes are loss of midface 
volume and soft tissue descent. (Surgical methods to add 
volume are described in Chapters 14 and 15.) With regard to 
soft tissue descent, a host of surgical approaches have been 
©2013, Elsevier Inc. All rights reserved.
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line can cause malposition of the hairline, alopecia, distorted 
earlobes, widened scars, and the potential for skin flap 
necrosis.

SMAS plication
After surgeons learned to raise a large random pattern skin 
flap, it became apparent that facial shape could be changed 
by using sutures to manipulate the underlying soft tissue.1

Suture plication creates an infolding of the superficial fat, 
drawing fat from the lower in the face up to the point  
where the sutures are placed. Areas of fixed tissue, such as the 
fixed SMAS (Fig. 11.2.2) over the parotid gland are less 
movable, and can act as an anchoring point; anterior to the 
parotid, mobile tissues can be easily manipulated.2 Multiple 
sutures with customized vectors can be used allowing reshap-
ing of the superficial facial fat. The technique is relatively easy 
to master; it can be customized for the individual case, and 
can be modified intraoperatively by removing and replacing 
sutures as necessary. The superficial fat can be shifted in a 
different direction than the skin. When plication sutures are 
placed properly, there is little or no risk to branches of the 
facial nerve. Proponents of plication claim long-lasting results 
without the need for invasive and potentially dangerous dis-
sections.3 The primary concern with plication is the potential 
loss of effect if sutures cut through the soft tissue (the “cheese 
wire” effect). Another concern is that the degree of improve-
ment may be limited by the tethering effect of the retaining 

ligaments which in this technique are not released. When the 
subcutaneous fat is fragile, suture fixation may fail, and plica-
tion may have a limited effect in patients with heavy jowls 
and ptotic tissues in the neck.

Loop sutures (MACS lift)
A variation of suture plication is the loop suture method  
(Fig. 11.2.3), for which the main variant is the MACS 
lift (minimal access cranial suspension). This procedure, 
which itself was derived from the “S-lift”, relies on long  
suture loops which take multiple small bites of soft tissue.4,5 
Some of these bites are strategically placed into the SMAS  
and platysma. The loop sutures are fixated to the deep  
temporal fascia at a point just superior to the zygomatic  
arch and anterior to the ear. The theoretical explanation  
for the efficacy of this technique relates to the use of multiple 
bites of tissue which the developers of the technique  
feel creates “microimbrications” of the superficial fat and 
SMAS.5 Anteriorly, a third suture can be placed to advance 
the malar fat pad, although the fat pad is not surgically 
released and its repositioning depends on its own intrinsic 
mobility. Treatment of the neck usually involves closed  
liposuction. Proponents of this technique recommend a nearly 
vertical vector for the skin flap, with a short scar incision.  
The advantages with this technique are similar to those of 
plication, although proponents point to the added benefit of 
using a more firm point of fixation (deep fascia) and the 

Fig. 11.2.1  Subcutaneous facelift. 
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released, and it produces a thick very robust flap. Also, with 
no surgical penetration of the underlying SMAS, there is theo-
retically no risk to branches of the facial nerve. Concerns 
about this method are that the flap is unidirectional (the skin 
and fat move en bloc), and the fact that repositioning the 
weight of this flap depends primarily on skin tension at the 
suture line.

Subcutaneous facelift with SMAS  
removal (SMASectomy)
In the SMASectomy procedure (Fig. 11.2.5), a strip of SMAS 
and overlying fat is removed with direct suture closure of the 
resulting defect.7 The excised strip angles obliquely across the 
cheek from the angle of the mandible to the lateral malar 
eminence at the edge of the malar fat pad. The procedure has 
been described after using either a conventional facelift inci-
sion or a short scar approach. Advantages include the fact that 
the location of traction is close to the ptotic lower facial tissues, 
and therefore potentially more effective than a SMAS flap 
raised at a higher level. The technique allows for skin and 
SMAS to be moved along different vectors. By suturing two 
opposing freshly cut edges, fixation is potentially more secure 
than plication alone. The cut edges being sutured have not 
been undermined, potentially making them more viable, and 
the resulting fixation more secure than undermined flaps. 

improved effect of micro-imbrications. Disadvantages are the 
same as SMAS plication: potential loss of effect if the sutures 
pull through, the lack of ligamentous release and concerns 
about the effectiveness of sutures holding heavy jowls and 
ptotic neck tissues against gravity. Lastly, surgeons must 
address the tendency for loop sutures to cause fat to bunch 
up, potentially leaving bulges which can be visible through 
the skin.

Supra-platysmal plane facelift
The supra-platysmal plane facelift (Fig. 11.2.4) involves a deep 
subcutaneous dissection carried out immediately superficial 
to the SMAS and platysma. Originally described as the 
extended supra-platysmal (ESP) dissection plane, this proce-
dure raises the superficial fat and skin as a single layer, leaving 
the SMAS layer untouched. The zygomatic ligaments are 
released as dissection of the superficial facial fat extends over 
the malar prominence as far forward as the nasolabial folds. 
The theory behind this technique is the belief that the super-
ficial fat is a ptotic structure, but the underlying SMAS and 
platysma are not.6 After the flap has been raised, the fat on 
the underside of the flap can by contoured and sutures can 
also be placed from this fat to underlying fixation points. This 
technique provides good mobilization because ligaments are 

Fig. 11.2.2  Subcutaneous flap with SMAS plication. Fig. 11.2.3  Subcutaneous flap with loop sutures (MACS lift). 
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Compared with a SMAS flap, the procedure is more rapid, 
with less theoretical risk to the facial nerve because there is 
no deep plane dissection. Proponents feel that fixation is effec-
tive because the location of the SMASectomy resection is 
roughly at the junction of the mobile SMAS, which allows 
mobile tissue to be sutured to the fixed SMAS. Disadvantages 
include the possibility of injuring a facial nerve branch (if the 
SMAS removal is done too deeply) and the lack of any liga-
mentous release, which may limit the movement of certain 
tissues such as the malar fat pad.

SMAS flap with skin attached  
(deep plane facelift)
Tord Skoog, in 1974, published his method of raising skin, 
subcutaneous fat, and the SMAS as a single layer which 
created a thick robust flap with excellent blood supply. It also 
contained a stretch-resistant structure (the SMAS), with the 
promise of a long-lasting result.8 Originally, there was limited 
improvement in the anterior face with little or no change to 
the nasolabial fold. This lack of anterior movement was  
later found to be due to tethering of the SMAS to the lip eleva-
tors: zygomaticus major and minor, and levator labii superi-
oris.9 In order to overcome some of these shortcomings, 
multiple variations have been developed (Barton: high SMAS; 
Hamra: deep plane) (Fig. 11.2.6).10–13 The skin is normally 
raised for only 2–3 cm anterior to the tragus, the SMAS is then 

incised, and the rest of the dissection is done deep to the 
SMAS as far as the zygomaticus major muscle from which the 
SMAS is released. The skin and subcutaneous fat are left 
attached to the SMAS and the entire flap is then advanced and 
fixated as the surgeon desires. Advantages of this technique 
are the robustness and physical strength of the flap, and the 
requirement for only one plane of dissection. Ligaments are 
also thoroughly released. Certain variations of the technique 
also allow for repositioning of the malar fat pad.10,13 
Disadvantages include the inherent risk of dissecting under 
the SMAS with the potential for damage to the facial nerve. 
Also, these procedures are “monobloc” techniques where the 
skin, subcutaneous fat and SMAS are generally moved in one 
direction.

Subcutaneous facelift with separate SMAS 
flap (dual plane facelift)
Surgeons wishing to move the SMAS and subcutaneous fat in 
a different direction than the skin arrived at the concept of 
two separate flaps: the random pattern facelift skin flap and 
an SMAS flap carrying the superficial fat (Fig. 11.2.7). Multiple 
variations of this popular concept have been developed with 
terminology introduced by different authors (extended SMAS: 
Stuzin; high SMAS: Connell and Marten; FAME: Aston).14–22 
As in plication, MACS and SMASectomy, proponents of this 
method feel that that moving the skin and subcutaneous soft 

Fig. 11.2.4  Supra-platysmal plane (ESP lift). 
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Lateral SMASectomy
extends from tail of

parotid to lateral
canthus

Resection is at interface of
fixed and mobile SMAS.

Width of  resection
determined by SMAS laxity

and desired de-bulking

Undermining posterior border
of  platysma for advancement

to mastoid

Fig. 11.2.5  Subcutaneous flap with SMAS excision (SMASectomy). 

tissues along different vectors will result in a more accurate 
reversal of the aging process. Typically, the deep tissue flap is 
shifted more vertically than the skin flap. A second advantage 
is the ability to reposition deep facial tissues by mobilizing 
and fixating the SMAS flap internally without the need to rely 
on skin tension for support. Theoretically, the disadvantages 
of excess skin tension are therefore avoided. Also, as in the 
deep plane technique, ligaments are surgically released, 
resulting in excellent mobilization and advancement for the 
SMAS and overlying fat. Disadvantages relate to a more time-
consuming procedure because two different surgical planes 
are developed. In addition, these two planes introduce the 
inherent problems of each: potential damage to deep structure 
when doing the SMAS flap dissection, and potential problems 
with the skin flap if it is too thinly dissected or if it is placed 
on too much tension. In a thin patient, both layers can be quite 
thin, which increases the technical demands placed on the 
surgeon.

Subperiosteal facelift
Paul Tessier, in 1979, first presented his concept for a subpe-
riosteal approach using craniofacial principles to elevate facial 
tissue.23,24 Variations were developed,25,26 but it was not until 
the introduction of the endoscope that surgeons widely 
adopted this concept (Fig. 11.2.8).

Approaching from the temple, the midface can be dissected 
in either the subperiosteal27,28 or supra-periosteal plane.29,30 
Added exposure can be achieved with a lower eyelid or an 
intra-oral incision. The advantages are a dissection which is 
deep to all vital structures, a relatively short incision, and 
harmonious lifting of the midface and lateral brow. There is 
little or no tension on the skin thus eliminating problems from 
excess tension on the skin. Some surgeons feel this technique 
is uniquely advantageous for the patient requiring improve-
ment in the infraorbital midface in conjunction with lateral 
browlifting. The younger patient who requires midface 
improvement without skin tightening has been proposed as a 
good candidate for this technique. Disadvantages of subperio-
steal lifting include the additional technology and equipment 
involved, a limited effect in the lower face/neck region and 
limited effect on superficial structures, particularly loose skin. 
Furthermore, the early aging midface which seems suited to 
this technique may in fact be due to volume loss, a problem 
which can be correctable with less invasive procedures such 
as fat grafting.

Summary
Multiple techniques have been devised to elevate and reposi-
tion tissues in the aging face. In the following chapters, leading 
surgeons will address two issues: first, they describe how they 
handle the deep tissues of the face, and second, they explain 
the logic behind their own particular technique. This is a field 
where personal opinions are strong, and at the time of this 
writing, the greatest difference of opinion among facelift sur-
geons relates to the various methods used to manipulate deep 
facial tissue. All surgeons have been striving for the same 
objective: a procedure which will be effective, have a rela-
tively a long-lasting result, and a high margin of safety. Over 
the years, a number of studies have been done to compare 
different facelift techniques.31–40 In order to assess the available 
data, a systematic review of the world literature over a 60-year 
period was made in an attempt to locate reliable studies which 
could attest to the efficacy and safety of one method over 
another.41 Despite this exhaustive review, no clear indication 
could be found that any one facelift technique was superior 
to the others. Therefore, surgeons must continue to use their 
own judgment for technique selection based on their patient’s 
needs, balanced against their personal convictions about 
quality, longevity and safety.
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Fig. 11.2.6  SMAS flap with skin attached (deep plane facelift). 
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Fronto-temporal approach

Intraoral approach

Submental approach

Fig. 11.2.8  Subperiosteal facelift. 
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Fig. 11.2.7  Subcutaneous facelift with separate SMAS flap (dual plane facelift). 



215Summary

http://www.expertconsult.comAccess the complete references list online at  

3.	 Berry MG, Davies D. Platysma-SMAS plication Facelift. 
J Plast Reconstr Aesthetic Surg. 2010;63(5):793–800.
The authors describe their logic for using soft tissue plication 
and describe their particular method, called the PSP lift 
(platysma SMAS plication). A series of 117 consecutive 
patients is reported, all of whom were followed objectively 
with a 5-point scale. There was excellent improvement with a 
low complication rate: 3.4% hematoma and 3.4% transient 
facial nerve palsies.

5.	 Tonnard P, Verpaele A, Monstrey S, et al. Minimal 
access cranial suspension lift: a modified S-Lift. Plast 
Reconstr Surg. 2002;109:2074.

The authors report that in 1999, they modified the previously 
described S-lift to include improved suture fixation and soft 
tissue elevation, which they named the MACS lift, an 
acronym for minimal access cranial suspension. Two long 
loop sutures are used to elevate facial soft tissue with fixation 
to the deep temporal fascia above the zygomatic arch and a 
third suture is used for the malar fat pad in the extended 
version of the procedure. A total of 88 patients over 20 
months were presented with a low complication rate. The 
operative technique is described in detail.

6.	 Hoefflin SM. The extended supraplatysmal plane (ESP) 
face lift. Plast Reconstr Surg. 1998;101:494.
The author presents his logic behind using a facelift flap, 
which contains skin and all the subcutaneous fat down to, 
but not including the SMAS. The technique is described  
in detail and the results with a series of 300 patients are 
presented. There was high patient satisfaction reported, no 
nerve injuries and relatively rapid recovery.

7.	 Baker D. Lateral SMASectomy. Plast Reconstr Surg. 
1997;100(2):509.
The author presents his personal evolution in arriving at the 
SMASectomy technique, describing his logic in doing so,  
and reports a series of 1500 cases over 5-year period. One 
transient buccal branch injury was encountered. The author 
feels this technique affords a safe, effective technique, but 
acknowledges that other techniques also produce excellent 
results.

8.	 Skoog T. Plastic surgery. Philadelphia: WB Saunders; 
1974.
In this classic text, the author describes the first technique to 
utilize the sub-SMAS plane to elevate ptotic facial tissue. 
Illustrations effectively convey the basics of this new 
technique.

13.	 Barton FE Jr, Hunt J. The high-superficial aponeurotic 
system technique in facial rejuvenation: an update. Plast 
Reconstr Surg. 2003;112:1910.
This is a follow-up of a previous publication by Barton, which 
described his variation for a SMAS-based facelift technique 
called the high SMAS technique. In this paper, 267 patient 

records were reviewed using the nasolabial fold as an 
indicator of surgical result 6 months after surgery. Using this 
hard endpoint, improvement was almost universally achieved 
with a low complication rate. Recommendations are made as 
to the extent of dissection required based on depth of the 
nasolabial fold.

17.	 Stuzin JM, Baker TJ, Gordon HL, et al. Extended SMAS 
dissection as an approach to midface rejuvenation. Clin 
Plast Surg. 1995;22(2):295.
This review article outlines the authors’ understanding  
of facial anatomy as it pertains to facelift surgery, their 
understanding of facial aging, and it describes their surgical 
procedure in detail. The procedure is called the extended 
SMAS dissection because it involves raising the malar fat 
pad in conjunction with the SMAS flap. The authors 
emphasize the importance of flap fixation in order to create  
a long lasting result.

18.	 Marten TJ. High SMAS facelift: combined single flap 
lifting of the jawline, cheek, and midface. Clin Plast 
Surg. 2008;35(4):569–603.
The review article outlines the author’s logic in utilizing  
a two layer facelift, emphasizing that skin has a covering 
function, and that deep tissue manipulation is necessary for 
facial reshaping. The high SMAS facelift is described in 
detail, with emphasis on skin incisions, and the proper 
selection of vectors.

28.	 Ramirez OM, Maillard GF, Musolas A. The extended 
subperiosteal face lift: A definitive soft-tissue 
remodeling for facial rejuvenation. Plast Reconstr Surg. 
1991;88:227.

The authors’ experience with subperiosteal facelift techniques 
is reviewed. Pertinent points include: (1) using an 
interconnected subperiosteal approach which involve the 
entire zygomatic arch; (2) utilizing upward pull of the 
muscles of facial expression to elevate the mouth; (3) keeping 
the dissection deep in the temple to protect the temporal 
branch, and (4) utilizing the temporal fascia as a lifter and 
anchoring point.

41.	 Chang S, Pusic A, Rohrich RJ. A systematic review of 
comparison of efficacy and complications rates among 
face-lift techniques. Plast Reconstr Surg. 2011;127(1):
423–433.

This paper presents the results of a systematic review  
that assessed all studies in the English language literature 
from 1950 until 2009 in which there was a comparison  
of facelift techniques. There were 57 studies identified;  
only 10 of these directly compared the efficacy of different 
facelift techniques. The study found there to be a lack of 
quality data regarding the efficacy and safety of facelift 
techniques and concluded that there was no evidence  
to support the use of any one facelift technique over  
another.

http://www.expertconsult.com


9.	 Barton FE Jr. The SMAS and the nasolabial fold. Plast 
Reconstr Surg. 1992;89:1054.

10.	 Hamra ST. Composite rhytidectomy. Plast Reconstr Surg. 
1992;90:1.

11.	 Hamra ST. The zygorbicular dissection in composite 
rhytidectomy: an ideal midface plane. Plast Reconstr 
Surg. 1998;102:1646.

12.	 Barton FE Jr. Rhytidectomy and the nasolabial fold. 
Plast Reconstr Surg. 1992;90:601.

13.	 Barton FE Jr, Hunt J. The high-superficial aponeurotic 
system technique in facial rejuvenation: an update.  
Plast Reconstr Surg. 2003;112:1910.
This is a follow-up of a previous publication by Barton, which 
described his variation for a SMAS-based facelift technique 
called the high SMAS technique. In this paper, 267 patient 
records were reviewed using the nasolabial fold as an 
indicator of surgical result 6 months after surgery. Using this 
hard endpoint, improvement was almost universally achieved 
with a low complication rate. Recommendations are made  
as to the extent of dissection required based on depth of the 
nasolabial fold.

14.	 Owsley JQ. Platysma-fascial rhytidectomy. Plast Reconstr 
Surg. 1977;60:843.

15.	 Connell BF. Eyebrow, face, and neck lifts for males.  
Clin Plast Surg. 1978;5(1):15–28.

16.	 Connell BF, Marten TJ. The trifurcated SMAS flap: 
three-part segmentation of the conventional flap for 
improved results in the midface, cheek, and neck. 
Aesthetic Plast Surg. 1995;19(5):415–420.

17.	 Stuzin JM, Baker TJ, Gordon HL, et al. Extended SMAS 
dissection as an approach to midface rejuvenation. Clin 
Plast Surg. 1995;22(2):295.
This review article outlines the authors’ understanding  
of facial anatomy as it pertains to facelift surgery, their 
understanding of facial aging, and it describes their surgical 
procedure in detail. The procedure is called the extended 
SMAS dissection because it involves raising the malar  
fat pad in conjunction with the SMAS flap. The authors 
emphasize the importance of flap fixation in order to create  
a long lasting result.

18.	 Marten TJ. High SMAS facelift: combined single flap 
lifting of the jawline, cheek, and midface. Clin Plast 
Surg. 2008;35(4):569–603.
The review article outlines the author’s logic in utilizing  
a two layer facelift, emphasizing that skin has a covering 
function, and that deep tissue manipulation is necessary for 
facial reshaping. The high SMAS facelift is described in 
detail, with emphasis on skin incisions, and the proper 
selection of vectors.

19.	 Mendelson BC. Correction of the nasolabial fold 
extended SMAS dissection with periosteal fixation. Plast 
Reconstr Surg. 1992;89:822.

20.	 Aston SJ. The FAME Technique. Presented at the Aging 
Face Symposium. Waldorf Astoria Hotel, New York, NY, 
1993.

21.	 Aston SJ, Walden J. Facelift with SMAS technique and 
FAME. In: Aston SJ, Steinbrech DS, Walden JL, eds. 
Philadelphia: Saunders Elsevier; 2009.

References
1.	 Aufricht G. Surgery for excess skin of the face. In: 

Transactions of the Second International Congress of Plastic 
and Reconstructive Surgery. Edinburgh: E& S Livingstone; 
1960.

2.	 Robbins LB, Brothers DB, Marshall DM. Anterior SMAS 
plication for the treatment of prominent 
nasomandibular folds and restoration of normal cheek 
contour. Plast Reconstr Surg. 1995;96(6):1279–1287.

3.	 Berry MG, Davies D. Platysma-SMAS plication Facelift. 
J Plast Reconstr Aesthetic Surg. 2010;63(5):793–800.
The authors describe their logic for using soft tissue plication 
and describe their particular method, called the PSP lift 
(platysma SMAS plication). A series of 117 consecutive 
patients is reported, all of whom were followed objectively 
with a 5-point scale. There was excellent improvement with  
a low complication rate: 3.4% hematoma and 3.4% transient 
facial nerve palsies.

4.	 Saylan Z. The S-lift: less is more. Aesthetic Surg J. 
1999;19:406.

5.	 Tonnard P, Verpaele A, Monstrey S, et al. Minimal 
access cranial suspension lift: a modified S-Lift. Plast 
Reconstr Surg. 2002;109:2074.
The authors report that in 1999, they modified the previously 
described S-lift to include improved suture fixation and soft 
tissue elevation, which they named the MACS lift, an 
acronym for minimal access cranial suspension. Two long 
loop sutures are used to elevate facial soft tissue with fixation 
to the deep temporal fascia above the zygomatic arch and a 
third suture is used for the malar fat pad in the extended 
version of the procedure. A total of 88 patients over 20 
months were presented with a low complication rate. The 
operative technique is described in detail.

6.	 Hoefflin SM. The extended supraplatysmal plane (ESP) 
face lift. Plast Reconstr Surg. 1998;101:494.
The author presents his logic behind using a facelift flap, 
which contains skin and all the subcutaneous fat down to, 
but not including the SMAS. The technique is described  
in detail and the results with a series of 300 patients are 
presented. There was high patient satisfaction reported, no 
nerve injuries and relatively rapid recovery.

7.	 Baker D. Lateral SMASectomy. Plast Reconstr Surg. 
1997;100(2):509.
The author presents his personal evolution in arriving at the 
SMASectomy technique, describing his logic in doing so,  
and reports a series of 1500 cases over 5-year period. One 
transient buccal branch injury was encountered. The author 
feels this technique affords a safe, effective technique, but 
acknowledges that other techniques also produce excellent 
results.

8.	 Skoog T. Plastic surgery. Philadelphia: WB Saunders; 
1974.
In this classic text, the author describes the first technique  
to utilize the sub-SMAS plane to elevate ptotic facial tissue. 
Illustrations effectively convey the basics of this new 
technique.

215.e1References



fixation in face lifts. Plast Reconstr Surg. 1977;60:
851–859.

33.	 Webster RC, Smith RC, Papsidero MJ, et al. Comparison 
of SMAS plication with SMAS imbrication in face 
lifting. Laryngoscope. 1982;92:901–912.

34.	 Ivy EJ, Lorenc ZP, Aston SJ. Is there a difference?  
A prospective study comparing lateral and standard 
SMAS face lifts with extended SMAS and composite 
rhytidectomies. Plast Reconstr Surg. 1996;98:1135–1147.

35.	 Kamer FM, Frankel AS. SMAS rhytidectomy versus 
deep plane rhytidectomy: An objective comparison. 
Plast Reconstr Surg. 1998;102:878–881.

36.	 Becker FF, Bassichis BA. Deep-plane face-lift vs 
superficial musculoaponeurotic system plication 
face-lift: A comparative study. Arch Facial Plast Surg. 
2004;6:8–13.

37.	 Zager WH, Dyer WK. Minimal incision facelift.  
Facial Plast Surg. 2005;21:21–27.

38.	 Prado A, Andrades P, Danilla S, et al. A clinical 
retrospective study comparing two short-scar face  
lifts: Minimal access cranial suspension versus  
lateral SMASectomy. Plast Reconstr Surg. 2006;117:
1413–1427.

39.	 Antell DE, Orseck MJ. A comparison of face lift 
techniques in eight consecutive sets of identical twins. 
Plast Reconstr Surg. 2007;120:1667–1673.

40.	 Alpert BS, Baker DC, Hamra ST, et al. Identical twin 
face lifts with differing techniques: A 10-year follow-up. 
Plast Reconstr Surg. 2009;123:1025–1036.

41.	 Chang S, Pusic A, Rohrich RJ. A systematic review of 
comparison of efficacy and complications rates among 
face-lift techniques. Plast Reconstr Surg. 2011;127(1):
423–433.
This paper presents the results of a systematic review that 
assessed all studies in the English language literature from 
1950 until 2009 in which there was a comparison of facelift 
techniques. There were 57 studies identified; only 10 of these 
directly compared the efficacy of different facelift techniques. 
The study found there to be a lack of quality data regarding 
the efficacy and safety of facelift techniques and concluded 
that there was no evidence to support the use of any one 
facelift technique over another.

22.	 Warren RJ. The oblique SMAS with malar fat pad 
elevation. Presented at the Canadian Society for 
Aesthetic Plastic Surgery 29th Annual Meeting, Toronto, 
Ontario, 2002.

23.	 Tessier P. Facial lifting and frontal rhytidectomy. In: 
Fonseca J, ed. Transactions of the VII International 
Congress of Plastic and Reconstructive Surgery. Rio de 
Janeiro: Cartgraf; 1979:393–396.

24.	 Tessier P. The subperiosteal facelift. Ann Chir Plast 
Esthet. 1989;34:193.

25.	 Psillakis JM, Rumley TO, Camargos A. Subperiosteal 
approach as an improved concept for correction of the 
aging face. Plast Reconstr Surg. 1988;82:383.

26.	 De la Plaza R, Valiente E, Arroyo JM. Supraperiosteal 
lifting of the upper two-thirds of the face. Br J Plast 
Surg. 1991;44:325.

27.	 Hinderer UT. The sub-SMAS and subperiosteal 
rhytidectomy of the forehead and middle third of the 
face: a new approach to the aging face. Facial Plast Surg. 
1992;8:18.

28.	 Ramirez OM, Maillard GF, Musolas A. The extended 
subperiosteal face lift: A definitive soft-tissue 
remodeling for facial rejuvenation. Plast Reconstr Surg. 
1991;88:227.
The authors’ experience with subperiosteal facelift techniques 
is reviewed. Pertinent points include: (1) using an 
interconnected subperiosteal approach which involve the 
entire zygomatic arch; (2) utilizing upward pull of the 
muscles of facial expression to elevate the mouth; (3) keeping 
the dissection deep in the temple to protect the temporal 
branch, and (4) utilizing the temporal fascia as a lifter and 
anchoring point.

29.	 Byrd HS, Andochick SE. The deep temporal lift: a 
multiplanar, lateral brow, temporal, and upper face lift. 
Plast Reconstr Surg. 1996;97:928.

30.	 Hunt JA, Byrd HS. The deep temporal lift: a multiplanar 
lateral brow, temporal, and upper face lift. Plast Reconstr 
Surg. 2002;110(7):1793.

31.	 Tipton JB. Should the subcutaneous tissue be plicated in 
a face lift? Plast Reconstr Surg. 1974;54:1–5.

32.	 Rees TD, Aston SJ. A clinical evaluation of the  
results of submusculoaponeurotic dissection and 

215.e2 SECTION II • • Facelift: Introduction to deep tissue techniques11.2


