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Predicting variables and preventing Suboptimal
results in face and neck surgical rejuvenation:
a systematic physical and ultrasound evaluation
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Abstract

Background and objective. The evolution of surgical techniques for facial and neck rejuvenation has been sig-
nificant over the last years. The choice of technique must be personalized according to the patient's anatomical details
and specificities to provide individual and personalized results.

This work aims to expose our systematic preoperative evaluation of the patients that will be submitted to a face
and neck surgical

Methods. We present our preoperative evaluation checklist (subdi—vided into 9 steps) to recognize the individual
anatomical variants and deformities.

Using the physical exam and ultrasound evaluation of the face and neck we predict some variables that can make
surgery more predictable and standardized. To do so we apply our 7 steps of pre-operative Decision Making Diagram
of Face and Neck Rejuvenation Surgery.

Results. Fifty-nine patients were submitted to face and neck lift between January 2019 and June 2021 using deep
plane cervico-facial techniques according to our decision-making diagram. We demonstrate 2 clinical cases.

Conclusions. In this paper, we explain why different surgical tech—niques should be offered to different patients
considering their individual needs. Using this checklist and decision-making diagram the surgeon will be able to
make individualized decisions before surgery, such as SMAS flap lift vector direction, the type of the platysma treat-
ment or the need for deep platysmal structures approach and treatment.

This work aims to reduce the likelihood of obtaining less satisfactory results by decreasing surgical errors and
making the surgery faster.
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Introduction

Skoog et al. were the first to describe platysma and
skin dissection as a single unit in 1974, and Mitz and
Peyronie described the SMAS in 1976.0? Since then,
increasing knowledge of the face anatomy allowed the
significant evolution of surgical techniques of facial re-
juvenation over the years.

Another important landmark to understand facial ag-
ing was the description of the facial fat compartments and
their individualized evolution with the aging process.®¥
Patients who ask for facelift surgery usually present
ptosis of the superficial layers of the skin, in addition
to deep fat face compartments atrophy and facial bone
resorption.>® Currently, performing face lipofilling si-
multaneously with facelifting is universally accepted as
the gold standard treatment for facial rejuvenation. Face
lipofilling improves skin quality and also allows refilling
of the atrophied deep fat face compartments.®+°-1D

It’s inappropriate to evaluate the aging face without
evaluating the aging neck because their development
occurs simultaneously. Different techniques can be used
to achieve outstanding results in face and neck rejuve-
nation. In our experience, deep plane techniques allow
the reposition of the different layers of the face that are
crucial to achieving long-lasting results, better scars due
to less tension on the skin, and more natural results. The
facelifting technique we use consists of dissection and
lifting of the mobile portion of the SMAS and is done ac-
cording to the deep plane technique described by Ham-
ra and posteriorly revisioned by Jacono.!*'” The neck
technique consists of the treatment of the neck structures
that are superficial and deep to the platysma muscle, and
also repositioning the plastyma muscle itself according
to several principles described by different authors.*-19

According to Mendelson et al., the SMAS is the third
layer of facial tissues of the face and continues in the
neck as the platysma muscle.!'” It’s crucial to understand
its implications during face and neck lifting procedures.
When a SMAS flap is created and then lifted during a
deep plane facelift, forces are created at the third layer
of the cervicofacial tissues that are opposite to the forc-
es created by the anterior platysmal plication during the
neck lift. Jacono et al demonstrate very well these phe-
nomena in cadavers.'®

Subplatysmal fat, digastric muscles, and submaxil-
lary glands can contribute to suboptimal neck definition.
With this being considered, their pre-op evaluation must
be performed to understand if they need to be treated,
more accurate as possible.(1419

Whenever a cervicofacial surgical rejuvenation is
performed, we are faced with intraoperative questions
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that are difficult to answer, such as “should a SMAS lift
be performed using an oblique or horizontal vector ori-
entation?” or “should a corset platysma muscle plication
be sacrificed when the patient needs a greater oblique
SMAS lift simultaneously?” or “Do the deep cervical
structures need treatment?”

Objective and systematic preoperative evaluations
are essential for the achievement and consolidation of
the best surgical results.!” The main aim of this work is
to explain our systematized preoperative evaluation for
cervicofacial surgery rejuvenation using the physical
and ultrasound examination, and its relevance to take
very important surgical decisions pre and intraopera-
tively.

Methods

Our systematic checklist of Preoperative Clinical
Evaluation of the Face and Neck aims to standardize our
clinical evaluation to recognize all individual anatomical
variants and deformities. Using this detailed evaluation
we can predict and control a greater number of variables
during surgery. Fifty-nine patients were submitted to face
and neck lift between January 2019 and June 2021 using
deep plane techniques. All the patients have been studied
preoperatively using The Preoperative Clinical Evalua-
tion of the Face and Neck. The surgeries have been done
by the same surgical team, namely by the senior author
and helped by the first author.

The Preoperative Clinical Evaluation of the Face and
Neck is subdivided into nine steps: 1) depth of nasolabi-
al sulcus; 2) deformity of the jowl fat compartment; 3)
face width; 4) chin position; 5) cervicomental angle; 6)
platysmal laxity; 7) platysmal band position and activity;
8) subcutaneous and deep cervical fat; 9) submaxillary
glands and/or digastric muscles hypertrophy (Fig. 1).
This evaluation is performed using physical and ultra-
sound examinations.

In the first two steps, we evaluate the nasolabial and
the jowl superficial fat compartments. The nasolabial
fold and jowl must be evaluated according to its depth
and deformation respectively as described in Fig. 2 and
3. The worsening of this characteristics translates into
more aged faces. It should be noted that dental arches
can negatively influence these aspects, which were not
adressed in this evaluation.

The third step is the evaluation of face width. The rel-
ative measurement of the width of the two lowers thirds
of the face provides information about facial aging,
which is essential to choosing the surgical technique.
The width of the lowers two-thirds of the face is defined
by the bizygomatic and bigonial distances, and then a
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Step (1)

Depth of the nasolabial sulcus

Step (2)

Deformity of the jowl fat compartment
Step

Face width

Step (4)

Chin position

Step (5)

Cervicomental angle

Step (5)

Platysma laxity

Step (7)

Platysma band position and activity

Step (3)

Subcutaneous and deep cervical fat

Step (9)

Submaxillary glands and/or digastric muscles
muscles hypertrophy

Figure 1. Preoperative Clinical Evaluation of Face and Neck (Nine Steps)

Figure 2 and 3. This clinical case shows a deep nasolabial fold with an
indication to perform facelift surgery. A moderate to a deep wrinkle in the
nasolabial fold indicates an aging face.

relative comparison should be made between these two
values (Fig. 4). Using these relative comparisons we
classify an aging face as round when the middle third of
the face is still wider than the inferior third, and squared
when the inferior third of the face has approximately the
same width as the middle third.

The fourth step is the chin position. We consider that
the ideal position of the chin in relation with the virtual
plane of the vertical nose-lip line, which is defined by a
vertical line that passes through the midpoint of the ideal
length of the nose and the anterior projection of the upper
and lower lips (figure 5). In this way, if the chin is re-
treated, normal, or protruded in relation with the vertical
nose-lip line, we must classify the chin as retrognathic,
normal, or prognathous, respectively.

The fifth step is the cervicomental angle. This angle
is defined between chin, hyoid, and thyroid cartilage
(Fig. 6). An angle with a value greater than 120° can be
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Figure 4. This clinical case shows a
squared face with an indication to
perform a facelift with an oblique
orientation of the SMAS flap. The
width of the lowers two-thirds of
the face is defined by the bizygo-
matic and bigonial distances, and
then a relative comparison shou-
Id be made between these two
values. Using these relative com-
parisons we classify an aging face
as round when the middle third of
the face is still wider than the in-
ferior third and squared when the
inferior third of the face has appro-
ximately the same width as the mi-
ddle third.

Figure 5. This clinical case shows Figure 6. This clinical case shows a
a normal chin position. The chin is cervicomental angle with more than
retreated, normal, or protruded ac- 120° with loss of definition and with
cording to its position in relation indication to perform a neck lift.
with the vertical nose-lip line plane, The cervicomental angle is defined
which is defined by a vertical line between chin, hyoid, and thyroid
that passes through the midpoint of cartilage.

the ideal length of the nose and the

anterior projection of the upper and

lower lips.

present in an aging neck with loss of definition, and in
turn, a value of less than 105° can be observed in the
skeletonized neck secondary to a prior neck lift surgery.
Thus, we must classify it as: <105° > 105° and <120
>120°.¢0

The sixth step is the platysmal laxity and anterior
platysma diastasis. Platysmal laxity can be evaluated
through a finger-assisted maneuver during the physical
examination and the anterior platysma muscle diastas-
is through ultrasound evaluation. The finger-assisted
maneuver is a test in which three fingers (second, third
and fourth fingers) are placed vertically along one line
that is defined between the jaw angle and the external
canthus bilaterally. Then the surgeon should make a
movement that mimics a vertical facelift vector by pull-
ing the skin, SMAS, and platysma muscle. If correction
of the platysmal submental laxity with this movement
is not verified with this maneuver, we classify it as a
severe platysma muscle laxity."® Using the ultrasound
evaluation (Toshiba Xario XQG) (camera positioned in the
midline and three centimeters below the chin) it is possi-
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| Dist A 38.6 mm I 3 ‘\

Figure 7. This clinical case shows a severe platysma muscle laxity with
the distance between the two anterior borders of the platysma muscle
bigger than 20 millimeters by ultrasound evaluation, and with indication to
perform a simple or a corset anterior platysma plication. We evaluate pla-
tysmal laxity through and the anterior platysma muscle diastasis through
ultrasound evaluation. Using the ultrasound evaluation (camera positioned
in the midline and three centimeters below the chin) it is possible to quanti-
fy the distance between the anterior borders of the platysma muscle.

Figure 8. This clinical case shows the presence of lateral and medial active
platysma bands with indication to perform medial and lateral platysmo-
tomies, or complete platysmotomies. During the physical exam, the eva-
luation of the platysma muscle must be done at rest and during muscle
activity, to evaluate the platysma bands presence, location, and activity.

[DistB 69 mm [ 7 |

Dist A 6.9 mm

Figure 9. This clinical case shows a deep cervical fat thickness and subcuta-
neous fat thickness bigger than 5 millimeters by ultrasound evaluation, and
with indication to perform an open lipectomy. We evaluate deep cervical fat
excess and subcutaneous fat excess through ultrasound evaluation. Using
the ultrasound evaluation (camera positioned in the midline and three centi-
meters below the chin) it is possible to quantify the thickness of these layers.
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Figures 10 and 11. This clinical case shows digastric muscles with its bi-
ggest diameters superior to 10 millimeters with indication to perform a
partial digastric miectomy, and also a distance between the two anterior
bellies of the digastric muscles bigger than 10 millimeters with indication
to perform its plication. Using the ultrasound evaluation (camera posi-
tioned in the midline and three centimeters below the chin) is possible to
quantify (in millimeters) the biggest diameter of the digastric muscle, and
to quantify (in millimeters) the distance between the two anterior bellies of
the digastric muscles.

Figura 12

Figure 12. This clinical case shows hypertrophy of the submaxillary gland
with its biggest diameters superior to 25 millimeters with an indication
to perform its partial excision. Using the ultrasound evaluation (camera
positioned three centimeters below the level of the body of the mandible
bilaterally) is possible to quantify (in millimeters) the biggest diameter of
the submaxillary gland.
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ble to quantify the distance between the anterior borders
of the platysma muscle (Fig. 7). The platysmal laxity is
classified as present or absence. The anterior platysma
diastasis is quantified in millimeters.

The seventh step is the evaluation of platysma bands
position and activity. This is done by inspection during
physical examination. The platysma muscle should be
evaluated at rest and during muscle activity, to deter-
mine the platysma bands presence, location, and activ-
ity (Fig. 8). We classify them as “present” or “absent”,
“medial” or “lateral” and as “active” or “inactive”, re-
spectively.

The eighth step is the subcutaneous and deep cervi-
cal fat evaluation, which should be assessed on physi-
cal examination by palpation and by ultrasound eval-
uation (Fig. 9). The physical evaluation is made using
the following maneuver described by Meija et al.: trap
the submental fat between the first and second fingers
of the hand and then ask the patient to stimulate the
platysma muscle. The fat that remains immobile be-
tween the fingers after platysma muscle movement is
subcutaneous fat, the remaining mobile fat is deep cer-
vical fat.?? Despite the subcutanecous and deep cervical
fat evaluation present a low sensitivity and specificity
to distinguish one from each other, this information is
useful to check the presence of the total fat volume.
When an excess of total cervical volume is present dur-
ing the physical examination, ultrasound evaluation
can be used to quantify the thickness (in millimeters)
of the subcutaneous fat that is located superficially to
the superficial cervical fascia and to quantify the deep
cervical fat (in millimeters) that is located deeply to the
superficial cervical fascia in between the two anterior
bellies of the digastric muscles.

The ninth step is the submaxillary glands and/or di-
gastric muscles evaluation. Submaxillary gland hyper-
trophy and digastric muscle hypertrophy examination
by inspection have very low sensitivity and for this rea-
son, we prefer to use ultrasound evaluation. This way
we can quantify (in millimeters) the distance between
the two anterior bellies of the digastric muscles, the
biggest diameter of each anterior belly of the digastric
muscle, and the biggest diameter of each submaxillary
gland (Fig. 10-12).

After a complete face and neck examination, face and
neck surgery planning takes place.

Using the measurements of the pre-operative eval-
uation the seven steps Decision Making Diagram will
guide the surgeon/our decision process (Fig. 13):

Step 1 - Does the patient need facelift surgery?

To answer this question we use the first two steps of
the pre-operative examination. The aging process increas-

@O
AT www.ciplaslatin.com

a systematic physical and ultrasound evaluation

es the nasolabial sulcus depth and creates a marked defor-
mation at the lateral edge of the labial commissure along
the mandibular line known as jowl deformation. This phe-
nomenon occurs because the nasolabial and jowl fat com-
partments maintain their volume during the aging process,
in contrast to the lipoatrophy and reduction of the volume
verified in the other facial medial fat compartments. The
maintenance of the nasolabial and jowl fat compartments
volume results in a relative increase in contrast to adjacent
facial fat compartments. Furthermore, during the aging
process, there is an increase in the laxity of the ligaments
that support the superficial fat compartments of the face.
This increased ligament laxity associated with the mainte-
nance of the nasolabial and jow] fat compartments results
in a very marked nasolabial sulcus and a jowl deforma-
tion.*” When a patient has a marked jowl deformation
and/or a deep nasolabial sulcus depth, we consider that
this patient has significant facial ptosis in association with
lipoatrophy of medial fat compartments of the face. If any
of these situations are verified we consider that the patient
needs a facelift with simultaneous lipofilling of the deep
medial fat compartments.

Step 2 - If the patient needs a facelift, is a chin treat-
ment necessary?

If the chin bone support is not ideal the facelift result
can be suboptimal. For this reason, when a patient has a
retrognathic chin in a sagittal view, we perform a chin
augmentation with implant or lipofilling.

Step 3 - If the patient needs a facelift, how far should
the SMAS dissection go, which SMAS lift vector should
be chosen, and should a smasectomy of the non-mobile
segment of the SMAS be performed?

The quantification and relative comparison between
the width of the two inferior thirds of the face provides
essential information about facial aging and facelift sur-
gery decisions.

We must adapt the different lifting vectors of the
SMAS flap and the degree of SMAS flap undermining to
the different facial shapes. It is important to understand
that, if a facelift with a major undermining of the SMAS
(extensive dissection of the SMAS beyond the zygo-
matic ligament) is done and an oblique vector to lift the
SMAS (a vector that is oblique to the interpupillary line)
is applied, we’re able to perform an obliquely oriented
lift, from medial to lateral, of all the medial structures of
the face, widening the middle third of the face. On the
other hand, If a facelift with a minor undermining of the
SMAS (minor dissection of the SMAS medially to the
zygomatic ligament) is done and a horizontal lift vector
of the SMAS (a vector that is parallel to the interpupil-
lary line) is applied, we’re able to perform a horizontal
oriented lift, from medial to lateral, with a lower ability
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Step (1)

Does the patient need facelift?surgery?

Nasolabial sulcus depth Moderate to Deep == py Indication for facelift with
lipofilling of the deep medial
Deformidade do jow! Moderate to Severe s> fat compartments

Step (2)

If facelift, it will need a prior chin treatment?

_ N Indication for augmentation
Chin Position Retrognate > genioplasty with implant or
lipofilling

Step (3)

If the patient needs a facelift, how far should we go in SMAS dissection, which SMAS lift vector should we choose, and
should we perform a smassectomy of the non-mobile segment of the SMAS?

Indication for oblique vector and
Round greater underminning of the
Face SMAS

Indication for horizontal vector
Squared and lesser underminning of the
SMAS with lateral smassectomy

Step (4)

Does the patient need necklift surgery?

Cervicomental angle > [2(° me—p-  [ndication for neck lift

Step (5)

If the patient needs a necklift, will it need a subplatysmal approach?

Indication for anterior platysma

Platysma laxity Positive e

Platysma diastasis Present —jpp- Plication

Subplatysmal fat excess excess Present —jp Indication for anterior platysma
Hypertrophy of the submaxillary glands Present P plication and treatment of the
Hypertrophy of the digastric muscles Present > subplatysmal structures

Step (o)

Does the patient have active platysma bands? Medial, lateral or both?

Indication for medial and/or lateral
or complete platysmotomies

Platysma bands activity Present -

Step (7)

If the patient needs a facelift and neck lift simultaneously, what kind of anterior platysma treatment (simple anterior
platysma plication, corset anterior platysma plication or no anterior platysma plication) should we perform?

SMAS oblique vector facelift without neither simple anterior platysma

Treatment of subplatysmal structures or need of === plication nor corset platysma

anterior platysma plication plication

SMAS oblique vector facelift with simple anterior platysma plication or
The patient needs: Treatment of subplatysmal structures or need of === corset platysma plication (in severe

anterior platysma plication platysma laxity)

Treatment of subplatysmal structures or need of
anterior platysma plication with SMAS horizontal === corset platysma plication
vector facelift

Figure 13. Decision-Making Diagram.
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to lift the medial structures of the face compared with
the major undermining technique, narrowing the middle
third of the face.?®?

It should be noted that oblique mobilization of the
SMAS flap can also be used in patients who simultane-
ously need periocular rejuvenation, especially in those
with a significant lower eyelid height and a marked ma-
lar-palpebral crease, regardless the shape of the face.

When presented with a patient with a round face,
this means a wider middle third of the face compared to
the inferior third, and for that reason a facelift with less
undermining of the SMAS and with a horizontal vector
for SMAS lift must be considered, to lift the lower two-
thirds of the face without creating a wider middle third
of the face and at the same time preserving the malar
tissues that are well-positioned and not deflated. When
a horizontal SMAS vector in a facelift is used, the tis-
sues of the submalar region of the middle third of the
face are lifted causing the improvement of the malar/
submalar relation and transition. The lower third of the
face including the jowl deformity is also treated. Fur-
thermore, in round faces, we perform smasectomy of a
portion of the non-mobile SMAS (Fig. 14) to reduce the
lateral volume and consequently to reduce the width of
the middle face.

Differently, when presented with a patient with a
squared face, that means that the width of the middle
third of the face is similar or narrow compared to the
inferior third of the face, a facelift with the major un-
dermining of the SMAS and with an oblique vector for
SMAS lift must be considered. In this situation we must
treat the two lowers thirds of the face with the concern

Figure 14. Smasectomy of a portion of the non-mobile SMAS. This techni-
que is used in round faces.
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to create a middle third of the face wider than the lower
third. We release all the face ligaments including the
zygomatic, masseteric and mandibular ligaments and
lift the two lower thirds of the face by recruiting the
superficial fat compartments from a medial and inferi-
or to a more lateral and superior part of the face using
an oblique vector. This allows us to widen the middle
third of the face and reshape the proportions to a more
youthful appearance. Its clinical endpoint is reached
when canine teeth are exposed during the superomedial
mobilization of the middle third of the face and conse-
quent mobilization of the upper lip, as recommended by
Timothy Marten.

Step 4 - Does the patient need neck lift surgery?

During the aging process of the neck, the cervicom-
ental angle tends to be less defined causing an unpleas-
ant aesthetic configuration of the neck according to the
youthful cervical appearance described by Ellenbogen.
@9 When this angle value is greater than 120° a neck lift
must be considered.

Step 5 - If the patient needs a neck lift, should a sub-
platysmal approach be used?

When planning a neck lift the surgical incisions must
be planned. The lateral approach to the neck is used in
continuity with the retro auricular incision of the facelift,
we recommend that its incision should be 2 millimeters
lateral and parallel to the capillary line and not intraca-
pillary, due to risk of deformation. The submental ap-
proach is additionally used when we need to treat a neck
with significant platysma muscle laxity, medial platysma
bands or to treat the subplatysmal structures.

Using the sixth, seventh, eighth and ninth steps of
the physical examination we can predict the patients that
will need a submental approach.

Patients with severe anterior platysma diastasis, ben-
efit from an anterior platysma plication to improve its
redundancy. The anterior plication can create an anterior
submental bulking with less cervical definition, which
can be avoided by treating the submental structures si-
multaneously.

Patients with a severe platysma muscle laxity at
physical evaluation and/or if the distance between the
two anterior borders of the platysma muscle is bigger
than twenty millimeters by ultrasound evaluation must
undergo a simple or a corset anterior platysma plica-
tion. Patients with subplatysmal fat excess, hypertro-
phy of submaxillary glands, and/or digastric muscle
hypertrophy should also be considered as candidates
for subplatysmal treatment by submental approach. In
this way, using the ultrasound evaluation (eighth step
of the pre-operative evaluation), we classify a subcuta-
neous fat layer excess when this layer is thicker than 5
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millimeters. In these situations, we must consider their
open lipectomy (or neck liposuction when the anterior
platysma plication and or treatment of the deep struc-
tures are not needed). It’s also important to evaluate the
deep cervical fat excess when this layer is thicker than 5
millimeters, and its open lipectomy must be considered.
When ultrasound evaluation shows a distance between
the two anterior bellies of the digastric muscles big-
ger than 10 millimeters we must considerer its plica-
tion. A diameter of the anterior belly of the digastric
muscle bigger than 10 millimeters is associated with
muscle hypertrophy in our experience, and its partial
miectomy must be considered. A diameter bigger than
25 millimeters of the submaxillary gland is associat-
ed with submaxillary gland hypertrophy and its partial
excision must be considered. This deep approach must
be carried out judiciously, to avoid the deformation
known as “cobra neck deformity”. Subplatysmal inter-
digastric lipectomy must be performed with care, and in
our opinion, the treatment of the various subplatysmal
structures together is very important.

Step 6 - Does the patient have active platysma bands?
Medial, lateral, or both?

If we confirm the presence of active platysma bands
during the physical examination we may considerer per-
forming medial and/or lateral platysmotomies, or com-
plete platysmotomies.

Step 7 - If the patient needs a facelift and neck lift
simultaneously, what kind of anterior platysma treatment
(simple anterior platysma plication, corset anterior plat-
ysma plication, or no anterior platysma plication) should
be performed?

The anterior pulling maneuver by anterior platys-
ma muscle plication can create some limitations to the
SMAS dissection as well as its oblique lift and fixation.
These limitations were well described by Jacono et al,
who also explain that these limitations are significantly
higher when using the SMAS oblique lift in comparison
with the limitations imposed by the SMAS horizontal
lift.(®

In these patients, we must establish their clinical
priorities. So based on steps three and five of the deci-
sion-making diagram we divide the patients into three
different groups.

The first group is composed of patients who need a
SMAS oblique vector facelift without anterior platysma
plication and/or subplatysmal structures treatment. In
this group, a facelift with SMAS dissection and fixation
should be performed, and also perform the neck lift with-
out the submental approach.

The second group is composed of patients that need a
SMAS oblique vector facelift with a simultaneous need

Cirugia Plastica Ibero-Latinoamericana - Vol. 48- N° 3 -2022

of anterior platysma plication and/or treatment of the
subplatysmal structures. In this group we should start
with the SMAS dissection and fixation to treat the deep
face structures without any limitations. Then, we must
proceed to the deep structures approach associated with
a simple anterior platysma plication.

The third group is composed of patients that need an
anterior platysma plication and/or subplatysmal struc-
tures not needing a SMAS oblique vector facelift. In this
group of patients, the SMAS fixation is not a limitation,
so we should treat the subplatysmal structures and per-
form a corset platysma plication according to the severi-
ty of the platysma laxity.

Results

This systematic checklist of Preoperative Clinical
Evaluation of the Face and Neck allowed us to diagnose
and treat each patient individually. It proved to be es-
sential to identify the most appropriate SMAS vector
for each patient and became able to identify the need of
treatment of the deep cervical structures.

We show two clinical cases demonstrating the rele-
vance of this systematic approach.

In the first clinical case, the patient had a squared
face, a deep nasolabial sulcus with a severe jowl de-
formity. Additionally, she had a heavy neck with a cer-
vicomental angle bigger than 120°, with severe platy-
sma laxity, a severe platysma diastasis, subplatysmal
fat excess, hypertrophy of the submaxillary glands and
hypertrophy of the digastric muscles (Fig. 15 and 16).
According to her physical and ultrasound evaluations
and using the decision-making diagram, we firstly per-
formed lipofilling of the deep medial fat compartments
using 25cc of fat harvest from the abdomen (fat was
collected manually with a 0,8mm cannula (SEFFI) and
centrifuged at 1000G during 3 minutes. Fat was infil-
trated with 0,7 and 0,9 cannulas (FAGGA)). Secondly
proceeded with the deep plane facelift with an oblique
vector and greater undermining of the SMAS. Followed
the neck lift with resection of the subcutaneous fat,
followed by treatment of the subplatysmal structures,
including partial resection of the submaxillary glands,
resection of subplatysmal fat, partial resection of the
anterior belly of the digastric muscles and its anteri-
or plication and finally, anterior corset plication of the
platysma muscle and lateral fixation of the platysma
muscle to the mastoid (Fig. 18).

In the second clinical case, the patient had a squared
face, a moderate nasolabial sulcus with a moderate jowl
deformity. Additionally, she had lost the mandible con-
tour associated with platysma laxity, and submentonian
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Figure 15. Clinical Case 1 (pre and post operation comparison with a com-
plete rejuvenation of face and neck - frontal view).

Figure 16. Clinical Case 1 (pre and post operation comparison with a com-
plete rejuvenation of face and neck - lateral view and lateral view with
neck flexion).

volume excess due to a subplatysmal fat excess, hyper-
trophy of the submaxillary glands and hypertrophy of the
digastric muscles (Fig. 17,19 and 20). According to her
physical and ultrasound evaluations and using the deci-
sion-making diagram, we firstly performed lipofilling of
the deep medial fat compartments using 35 cc of fat har-
vest from the abdomen, followed by facelift and necklift
according to the technique described in clinical case 1
(Fig. 21).

Discussion

Many studies have proven good surgical results of
facelifts using less invasive techniques, such as smasecto-
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Figure 17. Clinical Case 2 (deep plane facelift surgery with the greater un-
dermining of the SMAS including the release of the zygomatic ligament
and lipofilling of the deep medial fat compartments).
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Figure 18. Clinical Case 1 (deep plane neck lift surgery with: partial exci-
sion of the anterior bellies of the digastric muscles, partial excision of the
submaxillary glands, excision of the deep cervical fat and corset anterior
plication of anterior borders of the platysma muscle).

my with plication or SMAS imbrications.®!*?% Extensive
subcutaneous dissections may be associated with compli-
cations such as flap necrosis. Techniques that undermine
and lift the SMAS layer have the great advantage of lifting
a larger amount of skin without tension and also achieving
more natural and long-lasting results. These techniques,
allow the lifting repositioning of the SMAS, superficial
fat compartments, and skin as a compound unit, providing
the same amount or better of subcutaneous lift with less
subcutaneous tissue undermining.(%13-2526)

Facial rejuvenation has been evolving over the past
few decades, and the concept of facial lifting was replaced
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Figure 19. Clinical Case 2 (pre and post operation comparison with a com-
plete rejuvenation of face and neck - frontal view).

Figure 20. Clinical Case 2 (pre and post operation comparison with a com-
plete rejuvenation of face and neck - lateral view and lateral view with neck
flexion).

by the new concept of facial reshaping.”” It means that
proper facial rejuvenation requires a general assessment
of the face, not only in terms of facial ptosis, but also face
volume deflation due to bone reabsorption and lipoatro-
phy of the face compartments. We consider that lipofilling
of the piriformis region, nasolacrimal sulcus, chin, nasola-
bial sulcus, deep submalar, and marionette region must be
done in all the patients that present a deflated medial cheek
signalized by the jowl deformation and severe nasolabial
sulcus. To offer greater and longer surgical results to our
patients, we believe that in selective cases facelift surgery
should be done using a SMAS flap in combination with
lipofilling of the deep medial fat compartments.

Cirugia Plastica Ibero-Latinoamericana - Vol. 48- N° 3 -2022

Figure 21. Clinical Case 2 (deep plane neck lift surgery with: partial exci-
sion of the anterior bellies of the digastric muscles, partial excision of the
submaxillary glands, excision of the deep cervical fat and corset anterior
plication of anterior borders of the platysma muscle).

The deep plane facelift technique allows the repo-
sitioning of ptotic structures that are superficial to the
SMAS including the superficial fat compartments and
the skin. Using this technique it’s possible to achieve nat-
ural results avoiding the excessive forces in the skin flap.
However, with the deep plane technique, one should not
use the same direction of SMAS flap mobilization in all
the patients. Is crucial to evaluate the width relationship
between the two inferior thirds of the face to maximize
the results. To correct a squared face we will need to do a
major undermining of the SMAS flap (beyond the zygo-
matic ligament) to reposition the superficial fat compart-
ments to their original position using an oblique vector.
On the other hand, to correct a round face we limit our
SMAS undermining and the lift is made in a horizontal
vector in association with a smasectomy of the non-mo-
bile portion of the SMAS.*?

Like the facelift, the necklift or neck reshaping tech-
niques have also evolved. Neck treatment using only li-
posuction does not treat tissue laxity, increases the risk
of superficial deformations, and evidentiary the aging of
underlying structures.!¥ Different techniques are avail-
able, but not all should be applied to all patients. It is
important to make a correct preoperative assessment to
understand and decide when a patient benefits from a
more invasive approach, with manipulation of the sub-
maxillary glands, digastric muscles, and subplatysmal
fat or when the patients only need platysma manipula-
tion.!*19 The subplatysmal structures treatment is not
free of complications, being described in the literature
the occurrence of as sialoma, hematoma, nerve damage,
dry mouth, or iatrogenic deformation.?” In our experi-
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ence we verify, we found only a low incidence of contour
irregularities and temporary paresis.

The SMAS is in continuity with the platysma muscle
and for this reason, the treatment of the anterior borders
of the platysma muscle must be adapted according to the
specific needs of the patient.

When is needed an anterior platysma treatment, the
corset anterior platysma plication is the better technique
to define the neck midline contour.®*?® However, this
technique cannot be used if the SMAS flap lift has an
oblique vector direction. In this situation, it is replaced
by a simple anterior platysma plication, except in cases
of severe platysma laxity.

Suboptimal neck lift surgery results can be avoided
by the treatment of the subplatysmal structures.'*!® De-
spite the low sensitivity and specificity of the neck phys-
ical examination, it can identify some patients that bene-
fit from a more advanced approach through a submental
incision. The sensitivity of ultrasound neck evaluation
seems to be higher. Nowadays we use this technolo-
gy in every pre-operative evaluation as it proves to be
very useful for surgical planning. Deformations as “co-
bra deformity” or other irregularities can occur if some
subplatysmal structures are poorly adressed, especially
the interdigastric fat. We considerer that the submental
approach should be done in the presence of significant
platysmal muscle laxity evaluated by the physical exam,
subplatysmal fat excess, hypertrophy of the submaxillary
gland, hypertrophy of the digastric muscles and marked
platysmal muscle diastasis diagnosed through ultrasound
evaluation.

Face and neck lift surgery are very demanding and re-
quire detailed planning and a personalized pre-operative
evaluation.

This work aims to optimize the decision-making pro-
cess before and during surgery, to allow the surgeon to
focus on his surgical expertise, and to reduce total sur-
gery time.

Using this preoperative evaluation and decision-mak-
ing diagram you will be able to avoid less favorable re-
sults by identifying the need for retrognathism correction,
the correct degree of SMAS undermining, the correct di-
rection of the SMAS vector pulling, as well as the cases
that benefit from deep platysma structures treatment and
the correct type of anterior platysma plication (Fig. 13).

Conclusions

The emergence of social networks has triggered an
increasing demand for facial surgical treatments. Pa-
tients want more natural results without surgical stigmas.
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Preoperative planning has taken a fundamental role in
enhancing surgical results in face and neck surgeries.

In this work, we present our preoperative approach
that takes into account different anatomical details of the
physical and ultrasound examinations of the face and
neck. We recommend the use of this working method in
all face and neck surgeries, as it offers the possibility of
preoperatively recognizing the degree of SMAS dissec-
tion, the vector orientation of SMAS fixation, and the
deep structures of the neck need of treatment, provid-
ing and optimization of surgical results with a decreased
number of surgical errors, as also with a reduction in the
total surgical time.

As future perspectives, it will be interesting to predict
and evaluate the exact orientations of the SMAS fixation
points as well as the exact volumes to be excised from
the subplatysmal structures.
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Comment to the article “Predicting variables and preventing suboptimal results in face and neck
surgical rejuvenation: a systematic physical and ultrasound evaluation”

Gabriel ALVARADO GARCIA Plastic Surgeon, Chief Professor at Catedra of Plastic Suregery, Fundacién Universitaria de

Ciencias de la Salud (FUCS), Bogota, Colombia

Dear Doctors, Rui Meneses de Lima and Tiago Bap-
tista Fernandes.

It is very reassuring to have reviewed your article,
in which you show a well-designed application with the
use of ultrasound together with physical examination,
in the identification of aesthetic deformation of the face
and neck. As well as the preoperative decision-making
process presented.

It is very important to observe in the preoperative
planning the facial asymmetries, in order to plan a treat-
ment regimen according to this analysis. It is necessary
to make a very precise study of the descent of the corner
of the mouth; I highly value this detail in the facial ex-
pression that must be

corrected in most cases. However, in the preoperative
clinical evaluation, I observed that the authors did not
mention the quality and other problems of the skin, such
as flaccidity, redundancy, etc., to indicate the necessary
facelift SMAS vectors, as well as changes in the lips.

Totally in agreement with fat grafting as the first step
of the surgical technique; on this point and in my expe-
rience, I extract the fat without tumescence, so as not to
lose the ratio of the volume to be injected, a procedure I

Cirugia Plastica Ibero-Latinoamericana - Vol. 48- N° 3 -2022

perform with different types of fat graft, from micro to
nanografts and at different levels of depth.

It would be very important, in my opinion, to com-
plement this clinical and ultrasound study with the eval-
uation of places that need fat grafting according to the
ultrasound.

Each surgeon has their preferred technique to correct
the aesthetic deformity of the face, but I consider that a
well-planned therapeutic regimen is very important, as
the authors show us, regardless of whether there are oth-
er types of complementary approaches.

It is important to share the importance of the Auers-
vald hemostatic network (A.Net) technique, in the final
phase of the surgery, to avoid tissue tension and, as far as
possible, hematomas, when large skin detachments are
performed.

I consider that the work of Lima and Fernandes offers
good bibliographic support and clear processes that help
to organize a surgical procedure that has many different
alternatives for each patient and each side of the face.

Recommended reading when dealing with any face
and neck surgery, as it is a very complete analysis, with
patient classification and techniques to follow.
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Reply to Dr. G. Alvarado
Rui MENESES DE LIMA, Tiago BAPTISTA FERNANDES

Dear Dr Alvarado Garcia

We greatly appreciate your kindness and comments.
This work aimed to evaluate different variants of the
physical examination of the face and ultrasound assess-
ment. Due to its extension, we decided to focus on the
variants that involved or influenced the deep structures
of the face and neck. Changes in skin elasticity or skin
quality are extremely important and we hope to have the
opportunity to discuss them in a future work. Two im-
portant aspects of the technique we use should be men-
tioned, firstly, the orientation of the skin lifting vectors
is independent of the orientation of the SMAS lifting
vectors, secondly, we achieve a more or less significant
improvement in the descent of the corner of the mouth
according to a more or less extensive detachment of the
SMAS, respectively. Ultrasound evaluation is a tool of
the present that will assume ever-increasing importance
in the future.
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As Dr Alvarado Garcia mentions, it it will be very in-
teresting to evaluate the descent and volume loss of each
facial fat compartment in particular with ultrasound, in
order to define a more specific and standardized treat-
ment plan.

In this type of surgery, which involves a large detach-
ment of tissues in different layers of the face, we almost
always use the hemostatic network technique described
by Dr Auersvald, except in patients with a history of me-
lasma. This technique allows for excellent redrapping of
the tissues and with a lower risk of hematoma, less than
2% in our experience.

Thank you very much for your review and recom-
mendations.

Best regards.
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