Dimitrije E. Panfilov
Editor

Aesthetic Surgery
0T (€ aCIa UO IC

@ Springer



Dimitrije E. Panfilov (Ed.)
Aesthetic Surgery of the Facial Mosaic



Dimitrije E. Panfilov (Ed.)

Aesthetic
Surgery of the
Facial Mosaic

@ Springer



Dr. Dimitije E. Panfilov (Ed.)
Klinika Olymp

A. Cesarca 18/8

21000 Novi Sad, Serbia

ISBN-10 3-540-33160-3 Springer Berlin Heidelberg New York
ISBN-13  978-3-540-33160-5 Springer Berlin Heidelberg New York

Library of Congress Control Number: 2006929801

This work is subject to copyright. All rights are reserved, whether the whole or part of the material

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

Springer is a part of Springer Science+Business Media

springer.com

© Springer-Verlag Berlin Heidelberg 2007

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

Editor: Gabriele Schroder, Heidelberg, Germany

Desk Editor: Ellen Blasig, Heidelberg, Germany

Production: LE-TgX Jelonek, Schmidt & Vockler GbR, Leipzig, Germany

Cover desing: Frido Steinen-Broo, EStudio, Calamar, Spain
Reproduction and typesetting: AM-productions GmbH, Wiesloch, Germany

Printed on acid-free paper 24/3100/YL 543210



I dedicate this book to
SANJA,

ALEKSE], DENIS
NASTASSIA, BORIS, LARA.
They know why.



Preface

Where there is an enthusiast, this is the top of the World. I hope, that our readers
will feel the inspired raptures with which all my co-authors have contributed to
this book. They have given their best advices in the fields where they are especially
successful, with all their tips and tricks. I have made the same as editor: I have not
only counted but also have listed a kaleidoscope of 363 ideas, tips and tricks at the
end.

The understanding of the face as a dynamic emotional structure has changed
more during the last 20 years than during the last 20 thousand years. Our task is
not only to rejuvenate the face, but to harmonize, enhance and symmetrize it.

This book should help young plastic surgeons to focus their attention on safe
techniques, to recognize the risks, to avoid complications, to enrich their reper-
toire by many mosaic stones of the face, to benefit of the enormous experience of
36 co-authors. If we presume that each of this World known luminaries has made
about 3000 face lifts or more (some of them over 8000!), so this book contents expe-
riences of over 100.000 single facelift surgeries! When I was young, I went into the
operating room with open books placed nearby my operating table. I could look
at the illustrations and those “sacred books” have helped me enormously. Perhaps,
in a similar way, this book could help our young colleagues.

Bonn, May 2006 Dimitrije E. Panfilov
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FOREWORD by T.M. Biggs

This is a book written for young plastic surgeons, or so says the editor. He says it in
good faith, however, as he has 35 of the world’s most luminous surgeons, who have
involved themselves in over 100,000 facial rejuvenation procedures, contributing
chapters to add to his own 39 segments.

This is a book written for young plastic surgeons in that it gives them a solid
foundation for approaching any and all of the challenges awaiting them in their
early years of facial aesthetic surgery.

In the training of a plastic surgeon some residents receive an abundance of
experience in aesthetic surgery, whereas others receive less. Even those fortunate
ones usually encounter only the experience of their program director, who may or
may not have availed himself or herself of the most contemporary techniques. This
book provides the approach taken by 36 of the world’s experts.

This book is written for young plastic surgeons in that it deals with more than
the surgery of “face lifting.” There are excellent chapters on preoperative and post-
operative care, concepts and tricks, what not to do, preoperative and postoperative
skin care, and polarized light. There are chapters on Botox, hair, laser with and
without surgery, and a special chapter on 363 “tips and tricks.” There is a beauti-
ful chapter on “the 4R principle” - relax, restore (volume), resurface, redrape. The
nose, lips, eyes, and neck are discussed and that significant twenty-first century
phenomenon, lipofilling, is discussed.

This is a book written for young plastic surgeons because, in this writer’s view,
travel has been the best teacher. This writer’s opportunity to travel the world and
engage the greatest minds in our field has contributed immeasurably to his growth
and understanding of aesthetic surgery. This book, written for young plastic sur-
geons, gives them virtual travel to most of the major centers and contributors to
aesthetic facial surgery, and at a fraction of the cost in money and time, two severely
restricting factors in a young plastic surgeon’s educational opportunities.

This is a book written for young plastic surgeons and probably should be exam-
ined before any facial consultation or operative procedures. It is a book written for
young plastic surgeons that probably should be by the side of his or her bed so the
last thoughts of the day can be those that will make the morrow more understand-
able.

All that has been said above is, to this writer, true, but it gives an erroneous
impression. This writer, with thousands of facial surgical procedures in his experi-
ence chest, found it enlightening and stimulating.

Those familiar with the editor know him to be an unusual man. They know him
to be a man with great interest in the history of our specialty and how currently
employed concepts evolved. They know him to be a man of intuition and wit. They
know him to be a man not afraid to change. They know him to be an unusual
man. The editor’s personal contributions of 39 chapters appropriately confirm the
impressions of those who know him and know his characteristics.

It is not in the purview of this writing to discuss all of the insights presented
in the editor’s 39 chapters, but a few require mentioning. His early chapter on the
evolution of the face was new information for this writer. His comments on the
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various expressions seen in the face have a prescient implication in society and
have recently been explored in circumstances of “profiling” in airport security. The
editor’s comments on symmetry, analysis, and psychology, while not new, were
significant.

The two chapters that touched this writer the most came early and then later in
the book. The chapter of the fourth dimension had lines that tugged at me: “Words
are first cascades of feelings, whereas our faces are able to show subtle emotions in
smooth flow without rough transitions” and “the mirror of our soul - our char-
acter.”

From a chapter toward the end of the book the editor described a meeting with
Nobel Prize winner Joseph Murray and quoted him when he said, “As humans we
are constantly changing.” This touched this writer as he has often said, “Youth is
the capacity to adapt to change.” In keeping with that theme this writer has often
told his residents to never come back and tell him, “I did a such and such operation
just like you taught me 10 years ago” because for certain he would not be doing it
that way at the present time because, being human, he is changing, and hopefully
being young he is adapting to that change.

Another line from the conversation with Joseph Murray quotes him as saying
that a good plastic surgeon must have “curiosity, fantasy, and endurance.” This
writer wholeheartedly is in concert with that, but with modesty in even consider-
ing amplifying on Joseph Murray’s words would say, in addition, that the plastic
surgeon must need to pursue excellence.

We are living in a time where one golfer has shown himself to be above the pack,
and the pack consists of over 100 golfers whose skills are nearly beyond concep-
tion. Still, Tiger Woods significantly outdistances them on a regular basis. “Why?”
you might ask. Of course no one knows why. He has exceptional physical talent,
he practices and prepares intensely, and has excellent coaches and advisers. But so
does the pack.

The writer feels that the difference is need. Tiger Woods needs to win more than
the others. And this need is exactly what has put the 36 authors of these chap-
ters where they are. They need to achieve excellence. Anything less is a severe
disappointment. For the young plastic surgeon the opportunity to engage in the
collected experiences of these masters whose need for excellence has propelled
them to the summit of their profession is a delicious opportunity.

So this book, written for the young plastic surgeon to give him or her a founda-
tion in the basics of facial aesthetic surgery as presented by 36 masters is a treat.
But for those of us, with significant numbers of cases past, it offers something else
as well. It not only acquaints us with the current thoughts of our friends and col-
leagues of plastic surgery fame, but it gives us a peek into the mind of the editor, a
man with great curiosity, a talent for fantasy, and striking endurance — who has a
need to see, feel, experience, and associate with excellence, and to create it.

He has done so in this book, written for the young plastic surgeon, and for the
rest of us as well.

Thomas M. Biggs, MD, F.A.C.S.

Clinical Professor Plastic Surgery Baylor College of Medicine,
Past President of ISAPS,

Editor-in-Chief of “Aesthetic Plastic Surgery”, Houston, USA



FOREWORD by R.M. Goldwyn

Throughout recorded history and earlier, the human being has modified the
appearance of his face through, for example, tribal markings, growing, trimming,
or shaving a beard, distorting parts, inserting foreign bodies, or applying cosmet-
ics.

The face is the most conspicuous part of our body; it is our identity, so much
so that if a person wishes to be incognito, he or she will wear a mask or adopt a
disguise.

The plastic surgeon today in changing the appearance of the face is continuing a
primal preoccupation and an ancient practice, albeit with different skills, methods,
and technology.

The hallmark of aesthetic surgery is facialplasty by surgical or nonsurgical
means. Almost all who call themselves aesthetic surgeons allot considerable time
and energy to changing patients’ faces. A bewildering number of objectives and
options exist for the patient and the surgeon. This important book has appeared
at a critical time to advise, help, and instruct plastic surgeons of any age, not just
those beginning their career, how to formulate with the patient a proper plan and
hopefully how to achieve the desired result.

Dimitrije Panfilov and his well-known, highly experienced contributors along
with the publisher have produced a remarkable book on every aspect of improving
facial appearance by the most current procedures. This volume is comprehensive,
and though factual, it is highly readable and pedagogically oriented. Each author
tells how he or she evaluates a patient, chooses and performs the procedure among
the many available in a way that the reader feels as if he or she is in that surgeon’s
office and operating room.

Through the tapestry of this book run abundant threads of philosophy and
psychology as well as the expected details of anatomy. Despite the title, the face is
considered in terms of not just its mosaic components but also its relationship to
how we conceive and determine its beauty or lack of it.

Just as the face changes its expression, so also has the field of facial rejuvena-
tion changed particularly in the past few years both in its procedures and in its
principles.

Our specialty has evolved with regard to the facelift from the very early days of
minimal undermining and timid excisions of skin to venturing more deeply into
the fascia and the muscles themselves, the periosteum, and the bone. The rationale
for decades was that doing more surgically would produce a better, longer-lasting
result. More surgery, however, involves more risk for the patient as well as the sur-
geon. Each in different ways must contend with a more lengthy recovery, greater
swelling, and an increased possibility of bleeding and damage to nerves. The other
reality for the patient is that the more extensive the operation, the greater the cost
to the patient.

Many patients now prefer something less invasive, less hazardous on an ambula-
tory basis and are willing, even enthusiastic, to repeat the process at short intervals,
thereby lessening interruption in their life at work or at home. The surgeon also has
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realized that performing a smaller procedure for a lesser fee on more patients can
generate greater income. These considerations become apparent in these pages.

Dimitrije Panfilov and other contributors have emphasized that the patient
deserves a plastic surgeon properly trained, ethically committed, psychologically
attuned, and receptive to new ideas and techniques but not performing them until
they have been rigorously evaluated with sufficient follow-up and until the surgeon
is competent to do them.

Patients today have more information through friends, the media, and the Inter-
net than they did in the recent past, although that does not necessarily mean that
they are better informed. Every plastic surgeon must be aware of what is happening
in our specialty, whether it be reconstructive or aesthetic. He or she must continue
to learn, to be amenable to assess with objectivity an operation or treatment that
can improve his or her care of the patient. To aid the plastic surgeon and thereby
the patient desiring to improve his or her facial appearance, this excellent, authori-
tative book is most timely and much needed.

Robert M. Goldwyn, MD
Clinical Professor of Surgery, Harvard Medical School
Editor emeritus, Plastic and Reconstructive Surgery, Boston, USA



FOREWORD by J. Guerrerosantos

It is an important event when a master plastic surgeon directs his energies to the
writing of abook, on a subject that has involved the major portion of his professional
life. The material in this book is presented in a clear, practical manner by a plastic
surgeon who has successfully practiced facelift; the result is an especially useful
and rewarding book. I had the good fortune to see his presentations in German,
Mexican and international meetings, and I was so impressed.

I want to congratulate Dimitrije Panfilov for the publication of this interesting
book on rhytidoplasty. In the past there have been excellent publications on the
same topic but I had never seen a publication that covered all the aspects of this
chapter of aesthetic plastic surgery.

It reviews many aspects of this field of plastic surgery, such as considering the
face as an anatomical mosaic, historical revision, physical and biological anthro-
pological evolution of the face, factors of aging, anatomy of the face and neck,
photographic study, clinical examination, and techniques of modern technology
as an ancillary procedures for facelift.

In early twentieth century in Europe the performance of facelift was often
shrouded in secrecy. Individual techniques were jealously guarded by many of
their originators, causing Passot to complain in the literature about such tactics,
especially among the “German surgeons.” This book is the opposite and is written
by a German plastic surgeon.

This is most complete book of surgical rejuvenation, written by an outstanding
plastic surgeon and collaborators from many countries.

I believe that this book will be an excellent guide for the plastic surgeon, espe-
cially the young specialist.

Dr. José Guerrerosantos, MD

Founder Dierctor of the Jalisco Plastic Surgery Institute

Professor of Plastic and Reconstructive Surgery, University of Guadalajara
Past President of ISAPS., México
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CHAPTER 1

The Face as a Dynamic Mosaic Work — Prosopoplasty

Dimitrije E. Panfilov

The expectations of an increasingly aging population
have changed considerably over the years: 60-year-
olds are still very active, not only privately but also in
their professional and public lives. And plastic sur-
geons have developed a new idea of the face. The face
is now considered as a three-dimensional dynamic
mosaic with five different levels and four layers of
depth. Numerous techniques are available to improve
the arrangement of the pieces in the mosaic. The
combination of various techniques can reduce the
aggressiveness of every single method. We can achieve
more sustainable harmonic results while also reduc-
ing the potential for risks and complications.

There are trends that more and more young patients
are coming to us asking for plastic surgery of their
faces. We cannot rejuvenate substantially somebody
who is in their early 30 s, but we can harmonize and
beautify such a person. The media would call these
procedures face-styling. We would rather use the
term “prosopoplasty” (prosopon in Old Greek means
face). If we talk in eyelid surgery of blepharoplasty, if

we talk of phalloplasty or mastoplasty, then beautify-
ing rearrangements of featural structures should con-
sequently be called prosopoplasty.

For a long time the only aim of facial aesthetic sur-
gical was tightening of the skin, to reduce wrinkles
and folds. Today, facelift is not only facelift, but is sur-
gical makeover of the face: harmonizing, symmetriz-
ing, beautifying. Overstretched skin with “surgery
looks” and “facelift stigma” with visible scars, dislo-
cated hairline, flattened or scary tragus, elongated,
almost amputated earlobes, and retroauricular steps
of hairline are out. In is:

- Facial harmony

- Intravenous sedation

- Shorter scars

- Shorter recovery

- Outpatients procedures

Each face is unique. Every person’s face consists of
many important details and therefore each face re-
quires an individual “recipe”. An analysis of the face

Fig. 1.1. Prosopoplasty: facelift and necklift, microlipofilling, forehead direct excision, rhinoplasty and otoplasty. Instead of
adding years to our life, we can add life to the years that have passed

1



must precede the planning of an operation, at the cen-
tre of which should be the patient’s wishes. It is of ut-
most importance that the surgeon listens carefully to
his/her patient’s wishes and ideas. The result should
be a younger-looking patient with more harmonic,
more beautiful features and with more dynamic facial
plays. Plastic surgery patients will regain their social
and erotic appeal by reestablishing their self-esteem.

We are able now to analyse the face, to understand
the mimic dynamics, to add beauty and harmony to
different mimetic units in different layers of depth, to
improve the facial outlook as a three-dimensional dy-
namic mosaic. Our patients do not want to become or
look like somebody else. They just want to look bet-
ter.

Another trend is noticeable: more and more men
are asking for harmonizing, refreshing procedures for
their faces to look more dynamic, because a “tired
look” hides their inner energy and ability.

Only 20 years ago, facelift patients remained in
hospital for a full week. Today, most patients can opt
for outpatient surgery by intravenous sedation com-
bined with local or tumescence anaesthesia. Over
60% of patients can return to their social lives after
8 days. Things have improved tremendously. We can

also combine nonsurgical procedures, adding the ad-
vantages and reducing at the same time the risk of
extended procedures.

Yet something remains: the biggest risk in any type
of surgery is the surgeon himself/herself. If a surgeon
has not received excellent education, if he/she lacks
sufficient experience — especially if he/she is not aware
of his/her own inadequacies - the patient is exposed
to an enormous risk.

There is also a global phenomenon that surgically
untrained physicians and even nonphysicians, den-
tists, and cosmeticians are offering aesthetic surger-
ies, resurfacing, and skin-filling procedures. Aesthet-
ic or cosmetic surgery is enjoying ever-increasing
popularity and social acceptance. Through public
education we can focus the proof of the quality of
plastic surgery education and improve ourselves.
Those plastic surgeons who can offer more options
for every patient will have the best success.
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CHAPTER 2

Historical Overview

Dimitrije E. Panfilov

The idea of lifting facial skin did not originally come
from a surgeon, but from an elderly female Polish
aristocrat who, in 1901, asked the Berlin surgeon Eu-
gen Hollander to lift her cheeks and the corners of the
mouth. She asked him to cut out the skin elliptically
around the ear. It took quite a while before the patient
could convince the surgeon. Erich Lexer published in
1931 a remarkable textbook Die Gesamte Wiederher-
stellungschirurgie (The Complete Reconstructive Sur-
gery). He stated to have operated on an aging actress,
who constructed reins of rubber bands and stitching
plasters to keep her facial skin tight. After years this
produced overlapping excess skin, which Lexer ex-
cised with S-shaped excisions in 1906. He stated not
having known that such a surgery had been performed
before. Jacques Joseph, also from Germany, published
his first facelift surgery from 1912 in 1921 and 1928.

Charles Miller from the USA wrote in 1906 an article
entitled “The excision of bag-like folds of skin from
the region about the eyes”. He published in 1907 the
first textbook of facial cosmetic surgery under the ti-
tle The Correction of Featural Imperfections. Another
American, Kolle, wrote in 1911 the book Plastic and
Cosmetic Surgery. He published illustrations of lower-
eyelid incisions to remove the loose skin.

In France, Passot was first surgeon to describe the
submental excision to correct a double chin and mul-
tiple facial direct excisions in 1919 in his article “La
chirurgie esthétique des rides du visage”. Suzanne
Noel was the first female cosmetic surgeon and she
tried to emphasize the sociologic aspects of aesthetic
surgery in her book La Chirurgie Esthétic: Son Role
Sociale published in 1926. Other French pioneers in
this field were Bourgouet and Pires.

Fig.2.1. Female manoeuvre in front of a mirror: it was not a surgeon who first had the idea of facelift, but an elderly woman



The Czech plastic surgeon Burian suggested inci-
sion lines reaching deep into temporal and retroau-
ricular hair-covered areas which have been used for
decades. He also advocated wide undermining to
achieve long-lasting results. The periods of World
War I and World War II were times when the demand
on plastic surgeons was predominantly in reconstruc-
tive and not in aesthetic surgery.

Mayer and Swanker were the first to use the term
“rhytidoplasty” in the journal Plastic and Reconstruc-
tive Surgery in 1950. This term would be later ex-
changed for rhytidectomy, which means excisions of
wrinkles and folds, but this definition is not applica-
ble to our contemporary facial styling.

In the following period, innovative contributions
to facial rejuvenation were made by Gonzalez-Ulloa
from Mexico, Gillies from the UK, Millard from the
USA, and Pitanguy from Brazil.

In the 1970s one went into the deeper planes of the
face. Skoog of Sweden wrote in his book Plastic Sur-
gery: New Methods and Refinements in 1974 about the
subcutaneous layer with its fascia and muscles at-
tached at skin to be repositioned to obtain more sus-
tainable results. Tessier of France was also a pioneer
who noticed the importance of the deep structures of
the face. Mitz and Peyronie from France made impor-
tant anatomic studies (1976) and defined the new age
in facelift surgery: superficial musculo-aponeurotic
system (SMAS) of the face. Connell, Owsley, Lem-
mon, and Hamra - all from the USA - developed fur-
ther the usage of SMAS in their clinical practice.

Many other surgeons have merit for the develop-
ment of different variations of rejuvenative proce-
dures going deeper into the face, like Krastinova-Lo-
lov from France, Psillakis from Brazil, and Hinderer
from Spain.

After the 1980s and into the 1990s, the subperios-
tal plane was reached and was rearranged in order
to produce rejuvenation. Ramirez and Little, both
from the USA, stepped over into the third dimension
of the face by different manoeuvres like skeletal aug-
mentation, soft-tissue transplantation and reassem-
bling and imbrication of facial structures, not only
tightening and stretching of tissue, but also adding
volume to the facial framework in order to beautify
the face.

Parallel lipofilling, suggested first by Miller from
the USA and reinvented by Illouz of France, further
developed by clinical and histological studies in large
series by Guerrerosantos from Mexico and Coleman
from the USA, produced a remarkable improvement
in facial surgery alone or in combination with other

procedures. The separated transplanted cylinders of
autologous fat tissue could augment some dimpled,
atrophic parts of the face and give more youth to the
facial appearance.

The most superficial layer of skin — the epidermis
— could be treated by mechanical, chemical, radiosur-
gical, or laser peel. The first known article is that of
Bames (1972) “Truth and fallacies of face peeling and
face lifting” and indicated this development of addi-
tional possibilities to be added to the surgical proce-
dure to improve the final appearance. But they are
overlapping dermatologic activities as the wrinkle
fillers are. Baker’s peel and Fintsi’s Exoderm peel as
well as Obagi Blue peel are just a few that can be men-
tioned. Similar results could be achieved, however,
with classic dermabrasion, and the much more ex-
pensive tool - resurfacing ultrapulsed lasers — and
more recently by high-frequency low-temperature ra-
diowaves.

Since the early 1990s the subperiostal plane with
endoscopic microcameras and special endocopic
instrument has been reached. This microinvasive
surgery is less traumatic. The minimal skin incisions
enable us to perform something like keyhole sur-
gery. Forehead surgery and elevation of the eyebrows
have experienced special advancements. Vasconez,
Ramirez, and Nahai are only a few of the pioneers to
be mentioned.

Recently, many other authors made their contribu-
tions to the evolution of rhytidectomy, such as Men-
delson from Australia, Baker, Stuzin, Gordon, Biggs,
Aston, and Massiha from the USA and all co-authors
of this book. Every one of these distinguished authors
and excellent surgeons has contributed remarkably to
the development of achieving better results with lower
risks.

There has also been a trend in the last few years for
less invasive surgery. To mention only a few names:
Hoefflin, Roberts, and Massiha from the USA,
Marchac from France, Tonnard and Verpaele from
Belgium, Ansari, Saylan, and Panfilov from Germany,
and Wu from Singapore.

From the tree of medical sciences many branches
give us different fruits. Combining them in a reason-
able manner, we can offer our patients a cocktail
which is pleasant and will not bowl them over.
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CHAPTER 3

Evolution of the Face

Dimitrije E. Panfilov

God created the world. And part of this world was
Charles Darwin. I feel free to respect both: God and
evolution.

We are unable to understand that our earth is 4.5

billion years old. How long is that? Brian Bates and
John Cleese have compressed the history of the earth
into just 1 year. Life appears relatively early on the
earth: on 14 February. That is Valentine’s Day.

1.

The first living beings were bacteria, as almost the
whole earth was under water. Some 580 million
years ago there were shapeless conglomerates of
cells like swimming tubes. The next 10 months
were pretty boring — no big changes happened.

. The second step was pikaia. Some 520 million

years ago would be 15 November in our calendar!
It was a small animal on the ground of the sea like
a tube with only one opening. It was the mouth as
the first part of the face!

. At the end of November there came pikaia’s late

descendant — conodont. It was 5 cm long and had
two zones of light-sensitive cells aside the mouth.
These were like the rudiments of eyes; later come
traces of ears.

. On 25 November came sacambapsis, which was

10 cm long and was like fish a scaly anteater. It had
miniature gills through which it could distinguish
smells. Some 430 million years ago the next part of
the body was the jaw — which first was immovable
and later movable.

. The next animal, acanthodian, was a fish with a

movable jaw. Thereafter the nose developed as did
teeth on the jaws to increase the efficiency of food
utilization.

. Itis 2 December - the first animal, Acanthostega,

1 m long, is able to go ashore, life is coming out of
the water. The first reptile has legs and two small
nose openings. The air has much more oxygen
than water and is a very good energy supplier.
These reptiles grew bigger until they had gigantic
bodies - we have now species of dinosaurs. All
their teeth were of the same magnitude and shape
- so they could bite and swallow.

. The next step was dimetrodon. This big animal

was similar to dinosaurs but it had two different

After Bryan Mendelson

Stretched Faces in Animals:
Big Jaws - Small Brains - Small Skulls

Fig.3.1. Reptiles, fish, and birds have a stretched face because
of elongated jaws. From their faces we cannot read their age

sorts of teeth: one to bite and the other to chew.
From dinosaurs, birds developed in later evolution
and from dimetrodon, mammals and humans de-
veloped.

9. The first mammal, megazostrodon, appears not
earlier than 17 December of our evolutionary year.
It is the first homoiothermic animal; all the ani-
mals before were poikilotherms. It looked like a
shrew with big eyes and ears with hair on the head
and its jaws were much more flexible than those of
any animal before. Because of homoiothermy it did
not have a shell but always had thinner skin which
isolated the thermic regulation with fur skin. The
arrival of mammals on the earth is the birthday of
mimetic expressions! Mammals bring live descen-
dants to the world which can get food in the first
period of their life only by sucking. To survive, ba-
bies had to develop muscles around their mouths
- sharpen the lips was the first mimetic expression
ever!
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Fig.3.3. Skulls of the same beings
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Fig.3.4. Probable changes that took place during evolution

10. Mammals grew bigger and jumped onto trees not bigger than a cat. The first mammals mostly
where they were safe and found a lot of food. It is ate insects, and primates mostly ate fruits and
Christmas Day-25 December - the first primates leaves. To be able to chew effectively, their jaws

appear. The first of them was aegyptopithecus, became shorter.
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Evolutionary "shrinkage" of the face

e

Fig.3.5. Evolutionary “shrinkage”
of the face

Approximative Skull to Face Volume Ratio

Homo australopithecus 1:1

11. It is New Year’s Eve, 31 December, 6:24 a.m. The

first homo erectus we know was a woman called
“Lucy”. Palaeontologists excavating her skeleton
in Ethiopia listening to the song “Lucy in the sky
with diamonds” by the Beatles and they gave her
this name. The brain of upright man took more
space in the growing skull, which caused shrink-
age of the face. Another reason for this process
was the fact that the teeth and jaws of homo erec-
tus became smaller, probably because the mouth
was not needed as a weapon or tool for grasping
food anymore. For those purposes our ancestor
could use his hands!
The eyes came to the frontal side of the head to
allow binocular vision and determination of dis-
tance. Between the eyes and mouth arouse some-
thing very human - the prominent nose. The face
lost its hair - it is much easier to “read” some-
body’s feelings from a hairless face than if it is
covered by hair. The white sclera of eyes makes it
possible to determine where the other person is
looking, to what she/he is paying attention! Sclera
in primates is dark!

12. This is our last step — we should hurry up and fill
our glasses with champagne - it is 23:37 p.m. on
31 December: Homo sapiens steps onto the stage.
Actually this moment is 200,000 years ago. Since
that time humans have not stopped making suc-
cessively love and war. Our DNA is today 98%
identical with that of a chimpanzee. And still we
cannot expect monkeys to feel guilty because hu-
mans originated from them. And humans have
not stopped asking themselves for 200,000 years
— was there nothing before and is there nothing
after life? That is why we have our brains.

Homo sapiens 2:1

Fig.3.6. The French painter La Calas has compared profiles of
two mammals documenting relative facial reduction in hu-
mans

Just a few minutes before midnight humans began to
speak. It is comforting that probably the first word
ever spoken was “mom”.

We can see that almost the whole evolution of the
face was the history of the mouth. Knowing this, we
will pay attention to this mosaic stone of the face
when we try to search for more harmony of the outer
appearance of human beings.

Bibliography
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CHAPTER 4

Facial Expression

Dimitrije E. Panfilov

The science of the human face is called prosopology. Andri¢, a Nobel Prize winner for literature, said: “You
For 3,500 years the Chinese have studied and learned  get never tired of looking at a sky full of stars, nor
“to read” the human face. They call it xien mien. Ivo  from looking at the human face.”

GLADNESS SURPRISE SADNESS

DISGUST

Fig.4.1. Actress and singer showing basic emotions after her secondary facelift at the age of 54. Mimic expressions are her profes-
sional tools and must be preserved
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Fig.4.2. A man of 80 smiling with both lips and eyes showing
a natural “Duchenne smile”. A smiling face somehow cannot

look ugly

Facial expression results from the play of the mus-
cles of the face and as a form of social expression
makes a decisive contribution to interpersonal com-
munication. It relates stories and issues orders, be-
trays aggression, and displays affection. Our facial
expression is able to convey six basic emotional states:
happiness, sadness, revulsion or disgust, surprise or
amazement, anger, and fear. These universal, nonver-
bal messages are sent subconsciously and are usually
also received subconsciously. They are universal
across all cultures and are interpreted in a similar
way.

The 80 muscles of the face that are innervated by
the seventh cranial nerve, the facial nerve, are respon-
sible for facial expression, which itself has connec-
tions with the limbic system of the brain. This system
is associated with emotions and, in evolutionary
terms, belongs to the older structures of the brain. Fa-
cial expression is therefore much older than verbal
communication. Some scientists speak about paralin-
gual communication.

In the fight for survival, man has, amongst other
things, learned to recognize the good and the bad in-
tentions of an opponent from the latter’s mimic dy-
namics. It is one of the most precise forms of expres-
sion that we have at our disposal.

The left half of the brain governs intellect; with it
we think, speak, and write, for example. The right
half of the brain is the “emotional side” and regulates
creativity. With it we experience, for example, music,
beauty, or grief.

When interpreting actions of facial expression, it is
important to know that the two halves of the brain are
connected: the left half controls the right side of the
body and the right hemisphere is responsible for the
left side of our body. Injury to the right side of the brain
in the area of the back part of the occiput therefore re-
sults, for example, in an inability to recognize faces. It
makes a tragic and shocking impression when such pa-
tients cannot even recognize, for example, the faces of
their next of kin. This is called prosopagnosis.

Research on physiognomy (the study of facial ex-
pression) also led to racial prejudice and the criminal-
ization of persons with certain facial features. The
Italian psychiatrist Cesare Lombroso (1836-1909)
was the founder of the branch of anthropological sci-
ence that studies criminals. On the basis of systematic
studies of criminals, he claimed that these individuals

Fig.4.3. Visagists can easily achieve
male-to-female makeover and vice
versa. (Courtesy of Christine Marneffe,
Berlin)
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possess more physical and mental abnormalities than
the rest of the population. The result of these abnor-
malities, according to Lombroso, is an immediate
moral decline. These studies produced “Lombroso’s
criminal types”. The psychiatrist also maintained that
genius and insanity are closely related.

Modern science has now almost completely reject-
ed his ideas, although they are still popular among
the lay community which suspects a potential crimi-
nal in every ugly person. Most films, especially those
from Hollywood, follow this line of black-and-white
thinking when casting: the beautiful and handsome
are pitted against the ugly, with the ugly usually being
the bad guys.

Lombroso’s contemporary and colleague, the Pari-
sian neurologist Guillaume Benjamin Duchenne
(1806-1875), used electrodes to stimulate the neuro-
muscular network of the face, which is in fact man’s
most effective signalling system. By doing so, he pro-
duced 80 different forms of facial expression.

Paul Ekman, a modern-day anthropologist from
San Francisco, studied a system for coding facial ex-
pressions and discovered 44 anatomical action units.
Combination of these units produce countless varia-
tions. The position of the corners of the mouth is a
classic example and is often used by caricaturists.
Turned up, they express cheerfulness, whereas they
show sorrow or dislike when turned down. The mus-
cle which pulls the eyebrows together consequently
produces the facial expression of frowning, and wrin-
kling one’s nose expresses rejection and inner dis-
tance. A false, half-hearted smile is produced by the
contraction of only the circular muscle of the mouth,
while a genuine, hearty smile requires the additional
involvement of the muscles around the eyes. Ekman

Fig.4.4. The face on the left looks male;
only by reducing the nose and remov-
ing glabellar wrinkles does it become
clearly a female face

referred to this natural smile as the “Duchenne smile”,
in honour of his predecessor.

Ethologists (i.e. behavioural scientists) claim that
tattooing or masquerading serves to make one appear
more handsome or more beautiful, stronger, perhaps
even better, and in any case different, than one is.
Women “retouch” their faces with make-up, and men
with a full beard would like, consciously or subcon-
sciously, to highlight their power, strength, or virility.
God, for example, is also often pictured with a full
beard. A heavy beard, however, gives the face a threat-
ening appearance and that is the main reason why
most men shave nowadays. The clean-shaven man
looks younger, more communicative, cleaner; no re-
mains of food or smell get caught up in his beard. Like
a beard, tinted glasses also hide the facial expression.

English psychologists from the University of Not-
tingham photographed freshly shaven male faces and
female faces without make-up, covering the hair with
neutral bathing caps. Ninety-seven percent of average
test persons who were shown the photographs were
able to state the correct sex of the person depicted,
with a reaction time of only 0.6 s. Only when the pho-
tographs were manipulated around the eyebrows, the
nose, and the beard did the success rate fall bellow
70%. It is on these parts of the face that the typical
sex-related characteristics are to be found.

Ordinary people - not only actors, diplomats,
salespeople, and poker players — often hide their feel-
ings behind a facial expression which is not consistent
with their feelings. In this context, it is interesting to
remember the origin of the word “personality™ the
Latin word persona means mask. Above all, Asians
are renowned for being able to hide or “mask” their
emotions, especially negative ones.
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Fig.4.5. Karl Grammer’s per computer mixed faces: the “middle female face” has been found to be the most beautiful and the
“middle male face” to be boring. A male face should have signs of social dominance: prominent eyebrows, nose, chin, neck, etc.

Normally we expect a facial expression as a reac-
tion from another person to a comment we have made.
As social beings, we seek emotional and expressive
resonance. Sociologically speaking, facial reactions
virtually have the effect of a psychotonic drug. A
smile or a laugh, for example, can cheer someone up
enormously, while on the other hand we regard indif-
ferent stony faces, made as a reaction to an emotional
and expressive message of ours, as insulting or of-
fending.

The face, as a mysterious medium for conveying
attraction and rejection, betrays the identity and the
current emotional state of a person. Its messages are
intuitively registered by the environment; sympathy
or antipathy develop immediately, right at the very
first meeting, and only with difficulty are later re-
vised.

The continuous repetition of a certain facial ex-
pression “engraves” these stereotypes onto our face,
so finally our life becomes mirrored by our face. This
will have happened by about the age of 35 years. Both
Confucius and Albert Camus wrote that by a certain
age everyone is responsible for his own face.

The form of individual sections of the face is used
to draw conclusions about the personality traits and
the fate of a person. For this purpose the face is di-
vided into three parts:

1. From the hairline to the root of the nose
2. From the root of the nose to the upper lip
3. From the upper lip to the tip of the chin

All three parts of the face are more or less equally
long, and harmonious proportions to each other are
presumptive of a harmonious character. A high and
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Fig.4.6. If we compare the human being with a plant, the face
would be its flower and the smile its fragrance

broad forehead in a man is a sign of sharp intelligence,
although it can also be simulated by premature bald-
ing. A too-high forehead in a woman is a sign of cold-
ness and aloofness. A low forehead, especially in a
man, is said to betray primitiveness and brutality.

Large open eyes are considered to be beautiful, and
for centuries women have painted their faces to make
their eyes look even larger. Italian courtesans used to
use eye drops to widen their pupils and make them
attractive. These eye drops contained an extract of
the leaves of deadly nightshade, which was also very
aptly referred to as belladonna (beautiful lady). Very
small eyes are accordingly equated with negative per-
sonality traits: envy, jealousy, distrust, etc. The car-
diotonic digitalis was later isolated from belladonna.

A large nose in a man is said to be proof of vitality,
sexual potency, courage, and ambition, whereas in
women a delicate short nose represents the ideal of
beauty. If the mouth is full and large, it reflects sensu-
ality, eroticism, and sociableness, while a small mouth
is a sign of a strong will, egoism, and sometimes also
of arrogance.

The form of the chin is also interpreted in various
ways. A chin that is either too round or too square is
not associated with a family person with a peaceful
disposition. People with a pointed chin are regarded
as intelligent and sensitive, while a broad, square chin
is said to reflect honesty, energy, and pugnacious vi-
tality.

The Viennese ethologist Karl Grammer used a
computer to compile the average female face from
several women’s faces. This face was subsequently

judged to be more beautiful than any of the faces used
to produce this mixture. In his book Signale der Liebe
(Love Signals) he claims that in a woman the average
face is desired for its harmony, which promises healthy
descendants. While in a man, on the other hand, em-
phasis is placed on extremes, for example a strong jaw
or neck. These details suggest social dominance. De-
sirable in both sexes, however, are symmetry, shiny
hair, and clean skin as signs of healthiness.

Duncan Rowland from the University of St. An-
drew’s in Scotland has defined the prototype of the
“hyperwoman”. By this he means the female face ac-
cording to the small-child model, the appearance of
which suggests the need for protection. This facial ap-
pearance comprises a small nose, large eyes, and a
short distance between eyes and chin. High curved
eyebrows, somewhat hollow cheeks, and a relatively
large mouth are then added to this “baby face”. Ac-
cording to other scientists, the ideal woman is
24.8 years old, an age when the levels of the female
hormone oestrogen are at their highest, the form of
the breast at its most voluptuous, and the lips are at
their fullest — one need only think of the pouted
mouth of Brigitte Bardot.

The English naturalist Charles R. Darwin (1809-
1882) wrote: “The men of each race prefer what they
are accustomed to.” In our age of visual communica-
tion at cyberspeed, on the other hand, there exists a
universal aesthetic preference for how the face should
look. For example, Asian women undergo surgery to
create an upper-eyelid crease and thus “Europeanize”
their faces, while European women sometimes have
their eyelids slanted.

Fashion photographers and image creators attempt
to manipulate us with their ideals of beauty. For ex-
ample, Terry Landau writes that faces “are the main
source of motivation to lend recognition to social, po-
litical, aesthetic, and moral ideas.”

I, on the other hand, rather believe that the stan-
dardization of facial aesthetics to panethnical look
should be considered undesirable. It is by all means a
positive thing to strive for a face full of freshness and
expressiveness and to correct unsightly deformities,
but not at the price of losing the patient’s own indi-
viduality. In this faceless-becoming world we gain
nothing from a beautiful, but cold face. What we need
is a pleasing, warm face. If man were a plant, his face
would be the flower, and this flower should blossom
and be fragrant.
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CHAPTER 5

Surgical Psychotherapy

Dimitrije E. Panfilov

Any patient asking for any aesthetic surgery does not
feel well beneath his/her skin. Psychological suffering
is the only true indication for every aesthetic plastic
surgery operation and so it is valid for facial aesthetic
operations. I know from my experience that no per-
son without great distress would seek treatment from

a plastic surgeon. Patients have usually been carrying

their suffering around with them for years. In our

consultation rooms we often hear stories which have
been related more than twice. A certain degree of pa-
tience is necessary when listening to them.

The most common questions which we put to our
patients are:

- “What is disturbing to you about your appear-
ance?”

- “Do you have a precise idea of how the outcome
should look?” A clearly defined idea of the aspired
correction is desirable. Experience has shown that
these patients are the happiest ones at the end of
the treatment. The worst imaginable answer to this
question would be: “Just give me a beautiful nose.”

- “Why do you wish to have this operation?” This
question is supposed to provide information about
the patient’s motives.

- “How long have you entertained the thought of
having this correction done?”

- “Do you expect your life to change as a result and
in what way?”

- “Have you observed that others have noticed your
defect and/or commented on it?”

- “How important to you is the opinion of others?”

- “How important is attractiveness to you?”

- “How many surgeons have you already consult-
ed?”

- “Do you have problems at work or in the family?”

- “Are you often depressed, anxious, nervous?”

- “How do you spend your spare time? What are
your hobbies?”

This psychoanalytic probing is very important for us.
Sometimes the wishes and ideas of the patients are
objectively just not feasible. The best combination is a
genuine, correctable deformity and a stable personal-
ity. And the most difficult case is the genuine defor-
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Fig.5.1. The number of female patients is predominant, but the
percentage of male patients is rising

mity with an unstable personality. Advice is given
against having a minimal, and in effect hardly cor-
rectable, deformity surgically corrected, no matter
whether the personality is stable or unstable.

Body image is the psychological, three-dimension-
al image of the individual’s own body and is essen-
tially based on the experience of an integrated feeling
of the person himself/herself. The psychoanalyst Sig-
mund Freud says: “The ego is first and foremost bodi-
ly ego; it is not merely a surface entity, it is itself the
projection of a surface.” For Freud the ego is the me-
diator between person and reality.

Sensitive people suffer from their physical defects.
They usually try out everything possible, and they
have often concerned themselves for some time with
the idea of undergoing aesthetic surgical correction.
However, adapting to a new body image becomes
more difficult with advancing age.

Nudism and sauna habits have contributed towards
a considerably stricter assessment of imperfections of
the body. In advanced age, the traces of time are
judged to be signs of weakness, which can in turn lead
to devaluation and isolation. This problem is particu-
larly important for people who are in the public eye
professionally or in a partnership with greater age
differences.
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Female Group Profile
N=87

Male Group Profile
N=25

Fig.5.2. Male and female groups of patients have a different emotional index (Plutchik)

I received the following letter from a female pa-
tient:

Over the last year, my skin has started to sag, espe-
cially around my neck and face. I am extremely
unhappy about this, it is making my life go down-
hill. T am no longer coping. I am accustomed to
moving in diplomatic circles, going to receptions,
participating in dinner occasions, paying visits,
and would like to look better, more beautiful - just
like anyone else would. I have lost my self-confi-
dence when it comes to going out. I would rather
not go. I am 45 years old and married with three
daughters. My marriage is not in a crisis, but time
and again I catch my husband’s eye scrutinizing, as
I see it, exactly that part of my face which has start-
ed to sag and become wrinkled. I feel terribly de-
pressed.

This patient’s story prompted me to measure psycho-
metrically the changes brought about by aesthetic op-
erations, for we plastic surgeons frequently have the
feeling that the majority of our patients really “bloom”
after the operation. I also wanted to create a psycho-
metric “portrait” of these patients. We know all too
well that not everybody who has a physical “defect”
also suffers from it and yearns for an aesthetic surgi-
cal correction. So what characterizes our patients?

Over 100 patients with the six most common cor-
rections carried out by aesthetic surgery were tested
for assessment before the operation and 6-12 months
afterwards. Three personality tests were evaluated;
the character traits and neurovegetative and emotion-
al characteristics were examined. Pre- and postopera-
tive questionnaires especially designed for these pur-
poses were completed. A total of 44,990 answers were
recorded.

Our typical patient is:

- Extroverted, i.e. liberal-minded
- Socially active

- Outgoing

- Emotionally sensitive

- Very critical and self-critical

- Strives for perfection

Less than 5% of the average population fall under this
type. They are not understood by the other 95%, and
when they wish for surgical correction they are some-
times even confronted with a lack of understanding
by their doctors. They are best understood by their
own sort, and they are in a minority. That is the rea-
son why these patients seek the direct route to a plas-
tic surgeon and why they afterwards withhold the fact
that they have undergone aesthetic surgery. They
know quite rightly that they will have to justify them-
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Preoperative Group Profile
N=112

Postoperative Group Profile
N=59

Fig.5.3. There are remarkable changes of emotional status after aesthetic surgery

selves repeatedly before people who do not under-

stand them anyway.

The outcome of surgery was also interesting in
these patients:

- An increased feeling of self-esteem and an in-
creased level of concentration at work are found in
40%.

- Professional success was improved in 22% and so-
cial acceptance was improved in 20%.

- 30% entered new emotional, and 19% new sexual,
relationships.

— The number of personal encounters was increased
in 20% and the frequency of sexual contacts was
raised in 9%.

- No negative changes were observed.

Only the persons operated on were taken into account
in this study, not those who were advised against sur-
gery.

Julien Reich analysed 750 patients who requested
correction of their appearance. He discovered that
36% were normal persons with realistic ideas about
the outcome of the operation, 2% had unrealistic
ideas, and 62% were emotionally unstable. Reich
found not only aesthetic factors amongst the motives,
but also emotional and psychosocial factors. The fol-
lowing motives are revealed in this study:

- 59% desire the removal of an inhibiting defect
which has given cause for undesired attention and
comments.

- 16.5% desire the removal of an obstacle preventing
social acceptance for the purpose of a friendship or
marriage.

- 5.6% want to start a new phase in their life.

- 4.1% want to incite admiration or wish to be ad-
mired once again.

Psychologists distinguish between the two extremes

of “having a body” and “being a body”. In-between

these two poles there are eight types of relations to

one’s own body, as Blankenburg (1983) writes in his

work Der Leib Als Partner (The Body As a Partner).

The body can be:

1. The prerequisite for a psychopathologic existence

2. The baseline for a psychological subject orienta-

tion

3. The source of spontaneity or for the feeling of “I
can”

. A means of observation

. The source of suffering and nausea

. An organ of expression

The place of articulation between oneself and the

world

8. An equal partner

N U
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Fig.5.4. Patients and surgeon judge the success of the surgery in a different way (manner)

Particularly the last variation is, of course, to be eval-
uated in a positive light. But when the body is regard-
ed as the only aspect of the self, this can degenerate
into hypochondria and narcissism. An exaggerated
instrumentalization of the body can lead to neurotic
manipulation of bodily functions as a means of relat-
ing to the environment.

In the final instance, an operation can only be rec-
ommended to the patient if, on the basis of his/her
experience, the operating surgeon can predict that a
more or less significant improvement will at least be
reached after the operation. The experienced plastic
surgeon will exercise caution when defining the indi-
cation for surgery in cases:

- Of minimal deformity with considerable emotion-
al overlay

- Of unrealistically high expectations

- Where the outward appearance is held exclusively
responsible for professional failures

- Where a male patient wishes to look more femi-
nine

- Where there is a wish to satisfy the partner or save
a dysfunctional marriage

The operating surgeon will be just as careful when the
motives are exaggeratedly kept a secret, as when there
appears to be an exaggerated hurry to be operated
upon. Acute events in patients’ lives might give rise to
rash reactions which they may later regret. Such pa-
tients should be given a few weeks’ time to reconsid-
er.

Then there are also those patients who are men-
tally ill. The various authors do not agree whether
neurotics and psychotics should be operated upon,

Success Evaluation of Patients
(N=57)
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even if they are receiving psychiatric treatment. Those

in favour of psychiatric-surgical coordination cite the

following reasons:

— The patient is offered a further alternative apart
from the operation.

- In cases of severe mental disturbances, the psychi-
atrists can justify why surgery is out of the ques-
tion.

- The opportunity to express their emotional situa-
tion could lead to a calmer postoperative phase for
some of the patients.

- Patients in need of psychotherapy are more pre-
pared to undergo such therapy after an aesthetic
operation.

It will become clear after what has been said that plas-
tic surgeons should also equip themselves with psy-
chological and psychiatric knowledge to be able to
provide optimal assistance for their patients. These
might then be more content, more self-assured, in-
deed happier, after the treatment. If a young woman
no longer suffers from nervous, sweaty hands after
successful corrective surgery of her nose, then we
have helped, via a mental roundabout route, in bring-
ing her autonomic nervous system under control.
This is why Rosner says: “The plastic surgeon is a psy-
chiatrist with a knife.” Hinderer writes that aesthetic
surgery is “surgical psychotherapy”.
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CHAPTER 6

Ageing/Antiageing

Dimitrije E. Panfilov

Simone de Beauvoir wrote in her autobiography: “I
hate my reflection in the mirror, a cap over my eyes,
bags under them, the face too full, the mouth sadly
tugged down, creating wrinkles. People who meet me
see, perhaps, only a fifty-year-old, neither well nor
badly preserved. She just has the age that she has. But
I see my earlier face. Attacked by a plague from which
I will never recover.”

Lévy Strauss discovered that Nambiquara Indians
have just one and the same word for “young” and
“beautiful” and another one for “old” meaning at the
same time “ugly”. They just identify those two oppo-
site terms.

There is the fact that one expects more beauty and
youth from women and less from men. It is also much
more frequent that younger women pair with older
men. Why is that so? Science has proven that more
beautiful women have more chances of becoming fer-
tilized than less attractive ones. Fertility of women
decreases much faster than that of men. A woman of
30-34 years of age has only 85% of the fertility she
had when she was 20-24 years old, between 40 and
44 years of age this reduces to 35% of the initial fertil-
ity, and at 50 years of age almost all women have lost
their fertility. In contrast to this, men of 45-50 years
still have 90% of their initial fertility and at 55 years
they still have 80%!

Men have developed the social dominance in their
midlife and are still fertile. That means that they can
produce children and facilitate their growth, educa-
tion, etc. This is why such pairs - older man and
younger woman — have given their genetic code to the
next generations and have become the usual combi-
nation. And this is also the reason why women ask
more often in our offices for rejuvenative procedures
than men. Intuitively, they want to keep their part-
ners or want to be able to attract partners by the sub-
conscious statement — I am still a reproductive, fertile,
that means desirable woman!

“The heart has no wrinkles.” This aphorism by the
Marquis de Sevigne points out that one can have joy
in living, even in old age. Salvador Dali also consid-
ered it better “to be 70 years young than 30 years old.”
The writer Robert Musil concluded from this: “No
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Fig.6.1. Jeva Grantina shows convincingly the metamorphosis
from a young girl to an old woman

boundaries tempt one into smuggling more than the
boundary imposed by age.”

Biologically speaking, mammals are calibrated to
about one billion heartbeats in a lifetime. Because the
various animal species each have a different number
of beats per minute, their lifespan is also different.
The heart of a mouse, for example, beats 550 times
per minute and the mouse lives for 3.5 years. The
heart of an elephant beats at a slower rate: 28 times
per minute. The elephant therefore lives for 70 years.
The American biologist Jay Gould discovered that
this magic number - one billion - is roughly the same
for all mammals, such as rabbits, kangaroos, or dogs.

Only man has broken through this barrier: at
75 years of age his heart has beaten three billion times
and at 100 years four billion times. The oldest record-
ed age of a human being was 118 years, although even
older persons are presumed to exist whose age cannot
be proven. On this earth, only the tortoise lives longer
than man.
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What requirements are necessary for becoming
old? All very old people have worked hard all their
life, physically or mentally (or both), they avoided ex-
tremes in their life, did not move house, took care
therefore of their roots, and ate onions more frequent-
ly.

The American molecular biologist Leonard Hay-
flick has discovered that the life expectancy of every
creature depends on the maximum ability of its cells
to divide. He discovered that the human cell is able to
divide 40-60 times. After that our biological clock
“runs down.” For mice, for example, this number is
28, and for tortoises it is 120. The only cells which do
not obey this rule are cancer cells. Will we learn how
to prolong life from cancer cells?

On a molecular level, man renews himself every
11 months. Materially speaking, only the genetic
memory of the physical framework is what remains of
the previous being.

The outward physical signs of ageing are seen on
the skin. The eyelids and the face sag, the nose “grows”
from the 17th year of life by 1 cm, that is, by 20% of its
original length. It does not in fact grow, it droops over
the preformed skeleton. The ears also migrate down-
wards and grow longer. The white of the upper lip be-
comes longer and the red of the lips become narrower.
In the literature, narrow lips are often wrongly re-
garded as a sign of negative personality traits, which
is why upper-lip augmentation is particularly popular
amongst women, giving the lips a more sensuous ef-
fect. It remains a fact, however, that all these signs of
ageing are to be read from a face which cannot be hid-
den, prompting Elisabeth Taylor to say: “If God de-
cided to give women wrinkles, then why not on the
soles of their feet?”

The most beautiful lips, breasts, and hips in each
female are at the age of 24.8 years. This is when the
level of oestrogen is highest.

Not only the face becomes wrinkled in advanced
age, but also the neck, sometimes even more mark-
edly than the face. The scrutinizing look in the mirror
evokes the anxious question: “If others also notice
these wrinkles, they will think I'm not so capable as I
used to be.” A vicious circle is set in motion with this
look in the mirror which leads to a mental crisis -
sometimes called the midlife crisis. Professional, sex-
ual, and partner-related problems arise, not as a result
of a few little wrinkles, but from a lowered self-confi-
dence. One expects less and less of oneself, and conse-
quently the accustomed efficiency indeed melts away.

Aesthetic plastic surgery can move mountains
here. The lifted skin gives the person a fresh appear-
ance, not just out of reasons of vanity: the inner en-
ergy is no longer concealed — Look, here I am!

The French writer, philosopher, and critic André
Maurois jokes: “Youre in your prime years when

you've left your good years behind.” The Swiss writer
John Knittel describes this phenomenon ironically
yet charmingly when he says: “Youre old when you
find more joy in thinking about the past than about
the future.” In this patriarchal institutionalized world
it is perfectly all right for a man to get older: his inter-
esting life can be read from his face. When women
grow old, however, others treat them as if they had no
right to. The old woman-hater and philosopher Ar-
thur Schoppenhauer wrote: “Outside these years
[from 18 to 28], however, we find no woman attrac-
tive.... Youth without beauty still maintains its attrac-
tion; beauty without youth has none...”. The poet Du-
san Radovic also admits in his book Good Morning,
Belgrade: “The ugly are to be envied — when they grow
old, nobody will say of them that they were once beau-
tiful.” It should be regarded as an injustice, even as
chauvinism, to demand of women that they must look
both young and beautiful. This is why they go to a
plastic surgeon eight to nine times more often than
men do. A female patient once said to me “When
women wither, men scatter.” Such arguments also
play a certain role in our civilization.

The traces of time are also identifiable on other or-
gans apart from the skin. Hair turns white and falls
out, the lens of the eye loses its elasticity, the senses of
sight and hearing weaken, some of the pulmonary al-
veoli disappear, there is a build-up of plaque on the
inner walls of the vessels, joints lose cartilage, bones
lose calcium, muscle fibres are partially replaced by
fat. Physical power is reduced, the energy of existence
seems to be exhausted.

“Ageing is not very pleasant, but it is the only
known way to live longer” is an aphorism by Sent
Beuve. Apart from energy and productivity, memory
and mental concentration also dwindle in old age.
The state of health deteriorates altogether because the
human immune system can no longer distinguish self
from foreign. This gives rise to autoimmune reac-
tions; disarray prevails in the organism like a kind of
“civil war.” A cynical gerontologist once said that age
“is the only disease from which you cannot expect to
recover.”

Anti-ageing

The phenomenon of the “fountain of youth” is a sym-
bol of the mythical wish for eternal youth. The at-
tempt by alchemists to create gold powder from sand
resembled the illusion of the philosophers’ stone. The
present-day pharmaceutical industry invests billions
of dollars in the attempt to prolong life by molecular
means. Will we be able to buy this prolongation at
pharmacies some time?
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Cambridge geneticist Aubrey de Grey expects that
life expectancy will soon extend dramatically. He
worked out a very detailed plan to repair all the types
of molecular and cellular damage that happen to us
over time. Strategies for Engineered Negligible Senes-
cence (SENS) is project to prevent and cure ageing.
They should be fully working in mice within just
10 years and it might take only another 10 years to get
them all working in humans. The unbelievable legend
of Methuselah’s age could become true!

Growth of the human body goes into reverse at the
age of 36 in women and 28 in men. Lifestyle, nutri-
tion, sleep, fitness, and stress determine two thirds of
the process of ageing and are under our control. Only
one third is predetermined by genetics. There is a rule
in our civilization: vitality means attractiveness.

Scientists have discovered that the process of age-
ing is accelerated in the body by “oxidative stress”
in the form of free radicals. These are produced by
UV rays, cigarette smoke, smog, ozone, and excessive

competitive sports. Too much sun or use of sunbeds,
nicotine, and alcohol (e.g. more than 0.4 | of wine per
day) cause the worst damage to the skin.

The American physician Kenneth H. Cooper rec-
ommends antioxidants as a remedy against free radi-
cals. Vitamins C and E, B-carotene, and the trace ele-
ment selenium are examples of antioxidants. a
combination of these agents is available over the
counter in capsule form. A diet which includes a lot of
fruit, vegetables, wholemeal products, and low-fat
milk products helps against free radicals.

Hormonal changes of the face grow between the
sexes after puberty at adolescence at the fastest speed
parallel with levels of oestrogen and androgen hor-
mones. At old age, when the levels of these hormones
decrease, the facial appearance of men and women
converges. Among children and old people unisexual
appearance rules — another reason why older women
want to look feminine again.

Fig.6.2. a-cRembrandt van Rijn made
2,500 oil paintings and 60 self-por-
traits, among them these at the ages of
23, 44, and 63 years. In his last picture
he looks somewhat femininized. d Film
actress in old age shows more mascu-
line features
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“Hormonal Lifting”

The well-known French physician, biochemist, and
physicist Etienne-Emile Baulieu, inventor of the
birth-control pill and the abortion pill RU 486, has
recently discovered the “pill of youth”. Its scientific
name is DHEA and corresponds biochemically to de-
hydroepiandrosterone of the human organism. The
longer we live, the less DHEA we have. After taking
this “wonder pill” depressions stay away, people feel
physically and mentally more capable and overall
more content. The memory is supposed to remain un-
impaired, sexual appetite and the desire for physical
exercise remain intact, and the substance is good for
collagen and elastic fibres as well as for skin moisture.
But, we should never forget: all medicine is also poi-
son.

The administration of somatotropine can bio-
chemically decelerate the processes of ageing: fat cells
are reduced and muscle cells are stimulated. Such
cures can cost a fortune, however: € 10,000-15,000
(US $12,000-18,000) per year. Sex hormones are glo-
rified as true “beauty elixirs”. Oestrogen promotes
hydronic acid, collagen, and elastine fibres and com-
bats free radicals, osteoporosis, and hair loss. Testos-
terone tightens the epidermis and the connective tis-
sue.

But hormones should be treated with caution. Hor-
mone replacement therapy must not mislead patients
into swallowing “lifestyle pills” uncontrollably be-
cause they increase the risk of stroke, heart attack, a
thromboembolic event, as well as breast and prostate
cancer. The Woman’s Health Initiative (WHI) study
in the USA involving 16,000 female test persons who
were on long-term oestrogen-gestagen therapy was

Fig.6.3a,b. Alternations of the face with
age. a Young, well-proportioned, and
wrinkle-free face. b Fat deposits with
gravity lines and lines of facial expres-
sion with advancing age

recently abandoned owing to the frequency of these

complications. For these reasons, a hormone cocktail

should only be prescribed with caution, on an indi-
vidual basis, and should be monitored by an experi-
enced endocrinologist.

In the meantime we should try to manage by using
conventional means and by changing our life style.
We should change our diet: reduce calories, drink a
lot of water, eat a portion of fruit and vegetables five
times a day, take vitamins and mineral nutrients, and
consume honey, milk, and organic yogurt. The last
meal of the day should be taken by 5 p.m.

- Regular exercise: 1,500 cal should be “burned” per
week. That means, for example, a 3h walk or a
4.5 h stroll. This not only keeps the body fit, but
mental capacity is increased by 15-20%. Pablo Pi-
casso once said: “It takes a long time to become
young’.

— Intellectual activity and curiosity.

— Laughter.

- Positive thinking: Birgit Frohn said: “Optimists
stay young longer and look that way longer.”

- Love: Human closeness and emotional warmth.

- Sex: Endorphins are released during sex, sports,
and laughter - they are the body’s own pleasure
producers which act like opiates.

— A healthy sleep: This lasts 7-9 h each day. The daily
6 min nap, as taken by the “old” German chancel-
lor Adenauer or the old Chinese, acts like an oasis
of rest in the middle of the day.

- Autogenic training, meditation, prana-yama, etc.
are other easily learnable methods to recover one’s
balance and prolong youthfulness.

Antiageing cosmetics are being continuously devel-
oped. The transporters used to convey the active in-
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gredients through the skin include liposomes, oleo-
somes, nanocapsules, microspheres, and telomerase.
Vitamins such as retinoic acid and p-panthenol are
regarded as skin regenerators. Terproline, melatonin,
phytohormones, and various moisturizers are used to
rejuvenate and regenerate the skin (hyaluronic acid,
the amino acids glycin, allantoin, hypotaurin, etc.).
Common herbal ingredients include algae, aloe vera,
avocado, borage seed oil, ginkgo, soya beans, jojoba
oil, and grapes.

Your own life expectancy can be estimated from
the age your parents reach. Generally speaking, you
are as old as your joints and vessels. But a young spir-

it at old age is a wonderful rejuvenator. And finally,
the wisdom of growing old does not lie in eternal
youth, but in growing old sensibly. One should not
add the years to life, but life to the years. To speak
once again with the words of the poet Dusan Radovi¢:
“It is great to be young, but it is no less of an achieve-
ment to have grown old.”
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CHAPTER 7

Facial Analysis

Dimitrije E. Panfilov

Many anthropometric rules have been related to the
face since ancient times. There is a relation between
the whole body and the head, or the face. The head
should have an eighth of the body length and the face
a tenth of it. Leonardo da Vinci in his Trattato della
Pittura gives the relations of the nose, ear, and thumb
— they should have the same length. Also Leonardo’s
quadrangle incorporates the nose and ear in profile
and should have edges of the same length. The Frank-
furt line goes through the tragus and osteo-cartilagi-
nous junction of the nose and divides the face into the
upper and lower half. Stephen Marquardt, a maxillo-
facial surgeon from the USA, considers the golden cut
of 1:1.618 to be essential for geometric perfection of
facial harmony. Steven Hoefflin, a plastic surgeon
also from the USA, measures the beauty through oval
forms and angles (as one can read in his chapter,
Chap. 11). These are useful planimetric and stereo-
metric measurements. It is, however, more difficult to
measure the grade of glittering eyes or the warmth of
a human smile. And there is another rule: a smiling
face cannot be ugly.

™~ Mention

RED - Francfort Line

BLUE - Leonardo's
Quadrangle

GREEN - Pleasing profile

Fig.7.1. a Some anthropometric points,
lines, and curves of the face. b The icon
of beauty of the twentieth century.

¢ Pattern of golden cut of Stephen
Marquardt fits to this face
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In profile there are three points relevant for the fa-
cial analysis: the root of the nose (nasion), the dimple
below the nasal columella (gnathion), and the dimple
between the lower lip and the chin (mention). In a
beautiful face, the line connecting these three points
is convex-curved outwards. In a less pleasing facial
profile, its course is straight, and in an ugly face it is
concave-curved inwards. This is referred to as a “dish
face” or a “witch face”. This can be corrected either by
protruding the maxilla forwards or by augmentative
rhinoplasty and reductive mentoplasty. The opposite
extreme of “bird face” can be corrected either by pro-

Fig.7.1. d A beautiful young female face.
e As in d with Marquardt’s facial
pattern of 1:1.618

truding operation of the mandibulla or by reductive
rhinoplasty and augmentative mentoplasty.

The young nice face incorporates a triangular apex
which is turned down. When we grow old, this apex
turns upwards and the cheeks sag down and build the
base of this triangle. It is always useful to encourage
patients to bring us their photographs of when they
were young. By doing so, we will be able to make the
right plan for operative procedures to reestablish their
youthful appearance. This triangle can be turned up-
side down to restore juvenile harmony.

Fig.7.2. a Triangle of youth - the apex
is on the chin. b This triangle turns
upside down as we grow old
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Fig.7.3. a Base of the triangle below the jaw line. b After rejuvenative surgery the facial triangle could be reversed to restore

juvenile harmony

In frontal two-dimensional photographs of people
— persona is the Latin word for “mask” - we some-
times discover some imperfections like “heavy
cheeks”, disproportions of a broad jaw compared with
a narrow forehead, descendent lip commissures, and
nose-eye-irregularities even in young patients. Before
starting to analyse the feature composition of the pa-
tients, it is advisable to make either digital or Polaroid
photographs in professional manner. Sometimes the
patients are astonished at how they look in those pic-
tures taken straight ahead. Our aim is not only to re-
juvenate, but also to harmonize and beautify faces.
And each face is unique, so we have to discuss many
details with our patients to find an individualized op-

timal prescription for each facial surgery. We also
have to respect the fact that mimic expressions reflect
our emotions. Facial dynamics has to be saved.

Some prominent plastic surgeons have proposed
special projections should be analysed, which help
our patient to be able to realize what we are able to
improve today. Bill Little from the USA has analysed
the contour of the semiprofile and has found that this
line should not be angular, but from above to the bot-
tom it should be convex-concave. He borrowed an
architectural term to describe it: ogee line. He achieves
this by his imbrication procedure. Analogously, I have
called the angular contour of the semiprofile (not
edgy but) edgee line.

Fig.7.4. a Contour of semiprofile shows
the “edgee” line. b After rejuvenative
surgery the semiprofile shows the
“ogee” line
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Fig.7.5. a Accordion phenomenon — when the head is in a prone position. b Submental region harmonized through facelift, well

measured out

Bruce Connell has suggested analysing the neck
region when the head is in a prone position. In this
position the skin and subcutaneous tissue laxity pro-
duce multiple wrinkling or rippling called “accordion
phenomenon” which could and should be corrected
after facelift surgery.

Sam Hamra has invented “split-faces”. This is a
photograph divided in the middle (by scissors or by
computer) of the preoperative face and the postopera-
tive face. Both photographs have to be taken under
the same conditions. Then, for instance, the right pre-
operative half-face should be added to the left postop-
erative half (or the opposite combination). In this way
we are able to demonstrate on a single picture what
has been done or what we are able to change.

Patrick Tonnard also had an excellent idea: he
made a physically fit male patient stand on his hands,
then a photograph was taken in this upside-down po-

sition and was compared with a photograph of the
same man in a normal standing position. These pho-
tographs were useful to demonstrate that cheek area
benefits mostly from a vertical vector of traction. In
contrast, the neck skin was wrinkled. Obviously, the
vector of traction in the neck should be directed
obliquely backwards.

We have added another projection which could be
considered when analysing faces: a half profile from
the back view. The signs of getting old appear first
around the eyes and the lips and they cannot be seen
from this projection, but a postoperatively accentuat-
ed malar region with concavity below suggests a post-
operative pleasing youthful appearance as an ogee
line, instead of the preoperative edgee line which
would be characteristic for an elderly face.

In order to demonstrate postoperative changes
which could be achieved operatively, computer imag-

Fig.7.6. a Split face consisting of left postoperative and right preoperative halves. b Preoperative look of the same face. ¢ Post-
operative appearance



28

ing is a very useful tool and after initial resistance
among plastic surgeons it has been used more and
more widely. Certainly, the patients must be warned
that an absolutely identical result of computer simula-
tion and surgical outcome is impossible. It is only a
virtual way offering the patient the possibility to
imagine her/his postoperative appearance. A hand
mirror in front of the face could simply simulate the
look of the face after 10 years in the forward prone
position and the possible appearance after facelift -
lying on the back.

The preoperative facial analysis includes also ex-
amination of the skin by inspection and palpation. In
front of a mirror, we pull the proposed skin vectors to

Fig.7.7. a Volumetric face-neck-lift
planned: edgee line. b Ogee line looks
much more youthful: contouroplasty

Fig.7.8. a Back semiprofile with edgee
line in a man with hollow cheeks.

b Ogee line after volumetric mini-
facelift

show the patient in which way we intend to refresh
and harmonize her/his face. Some of our patients
worry about redundant, wrinkled skin above our
pulling fingers. We have to assure them that this will
disappear after we have resected the skin. For more
about skin conditioning, see Chap. 62 by Desmond
Fernandes.
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CHAPTER 8

Symmetry of the Face

Dimitrije E. Panfilov

Michelangelo acknowledged the Roman architect The ultimate absolute shape is symmetry. Good
from the first century B.c. Vitruvius to be his “teach-  healthy colour of skin, exuberant healthy hair, and
er”. And it was Vitruvius who said: “Symmetria forma symmetry are conditions which suggest health of a
absoluta est” human being and this anticipates the capability of

Fig.8.1a-e. High-grade asymmetry of a
male patient who only wanted to sym-
metrize the nose. His “left face” seems
to be 10 years older than his “right
face”. a Right half. b Preoperative face.
¢ Left half. d Right half doubled. e Left
half doubled. This “left face” looks

10 years older than the “right face”
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Fig.8.2. Symmetrizing of the nose — reduction of left nostril and elevation of left lip commissure

Fig.8.3. Additionally left side unilat-
eral facelift and microlipofilling of
the left temple was performed.

a preoperative b postoperative view

generating healthy descendants. Symmetric-looking There is another interesting fact. All top sports-
persons seem subconsciously more attractive to the men are somehow good-looking. This is due to the
opposite sex because of the suggested ability to pro- fact that facial symmetry correlates with the corporal
duce healthy children. symmetry and this is a prerequisite of the optimal

physical performance which an individual is able to
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deliver. Somebody who has one leg shorter than the
other or asymmetric muscles in both extremities will
not be able to achieve better results than somebody
who has symmetric and almost perfect corporal con-
ditions. And featural asymmetry is often accompa-
nied by corporal asymmetry.

On the other hand, there is no face and no body in
the world which is absolutely symmetrical. A slight
unevenness of eyebrows, of eyelids, or mouth angles
and different sizes and positions of cheeks and ears
are present in almost every face. Science has discov-
ered that women’s earlobes achieve most symmetry
during the fertile period of the menstrual cycle. Na-
ture helps women to become symmetric, that means
more attractive, just to increase the chances of be-
coming pregnant! It is interesting that most patients

Fig.8.4. a Right half. b Postopera-
tive face. ¢ Left half. d Postoperative
right half doubled. e Postoperative
left half doubled surgically changed.
f Preoperative left half doubled for
comparison (still unchanged)

coming to our consulting rooms do not feel conscious
of their even obvious asymmetries. Sometimes they
are astonished when we analyze their en face pictures.
They say they did not realize it before.

As the key to facial symmetry, the nose itself often
deviates, not only the septum, but sometimes the
whole pyramid (ridge) or the tip, or the whole nose
might be more or less asymmetric. In planning our
surgeries we should pay attention to this point espe-
cially if the patients themselves ask for it. If they do
not notice these irregularities, we are obliged to ask
them if they would like them to be corrected if an op-
eration has to be done. If they agree, we can try to
harmonize these mosaic stones in the face, to make it
more attractive. For instance, when one side of the
face sags more than the other one, the less flaccid side
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can be lifted less than the opposite side, or if one eye-
brow is lower than the other one, it should be lifted
more to achieve postoperative symmetry, etc. All
these elements can be taken into account when the
aim is surgical beautification. Some photographic ex-
amples of these changes document this.

Fig.8.5. a The nose is the key to facial
harmony — middle third of verti-

cal length of the face and the middle
structure of the facial symmetry divid-
ing the face into left and right halves;
here the deviation is to the left. b Same
patient 3 months postoperatively. ¢ As
a piano player she wore glasses for no
ophtalmological reason, just to distract
attention from the shape of her nose.

d No need for glasses after correction
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CHAPTER 9

Facial Architecture and Fine Arts

Dimitrije E. Panfilov

The human being is an emotional sculpture which
cries and smiles. Physical disorders, defects, or im-
perfections can be surgically improved on condition
that our emotional costume is not damaged. Hardly

anyone will opt for an operation merely because he/
she has too much time or money. It is psychological
suffering that brings people to ask a plastic surgeon
for help. Michelangelo said: “See the shape within the

Fig.9.1. a A 25-year-old person;

it helps us when our patients bring us
their pictures of when they were young.
b Many plastic surgeons and their
patients are very fond of the arts.

¢ Now, she is 50 years of age. d After
minimal-invasive (MIDI) facelift and
eyelid surgery, she looks some 12 years
younger. Smiling lines on her cheeks
should have been preserved
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Fig.9.2. a Our patient in the studio of contemporary German artist Ingrid Bickenbach with her modern painted portraits:
“before” and “after”. Her painted look b before and c after — she does look fresh and youthful

Fig.9.3. a We have made plaster masks of her face to get the three-dimensional proof of what we have achieved; it took more time
than the entire surgery. Plaster masks of her face b before and c after

marble and release it!” Plastic surgery can release the
patient from his/her complex. Today we can rectify
Sigmund Freud, who stated: “Anatomy is destiny.” We
are now able to influence destiny positively.
Aesthetic plastic surgery (cosmetic surgery) strives
to achieve the highest possible harmony between dif-
ferent parts of the body and the whole body, between
face and body, also between anatomy and psychology,
between body and soul. Harmonia suprema lex. About
half of all operations are performed on the face and
the other half on the body. Any surgeon performing
aesthetic (cosmetic) operations has to possess psycho-
logical knowledge, empathy, a high level of ethic in-
tegrity, but also the forming talent of an artist.
Aesthetic surgery rests on five pillars: science, psy-
chology, handicraft, art, and business. The plastic

surgeon should be able to identify the wishes of the
patient, to define his/her problem and to realize the
wishes of the patient in the operating theatre and not
his/her own ideas of anthropometric perfection.
Plastic surgeons learn their operating technique
from their surgery teachers, but we learn the rules of
anthropometric harmony from sculptors — from Phi-
dias, Praxiteles, Michelangelo, Leonardo, Rodin, Dali
- and also from countless painters. The artists have
established the rule of sevenths applicable to the whole
body, but also to the face. Boticelli’s Venus is a good
example: hair is the upper seventh, the forehead is two
sevenths, the nose is two sevenths, the distance be-
tween the nose and the mouth is another seventh, and
the last seventh is from the mouth to the chin. The
ancient Greek painter Zeuxis (fifth to fourth century



9 Facial Architecture and Fine Arts

35

Fig.9.4. The lines by the Irish poet Yeats are spoken from with-
in this sculpture by the Mexican sculptor Bustamante: “I am
looking for the face I had, before the World was made.”

B.C.) used faces of different women to create his fa-
mous portrait of Helen the beautiful. For her beauty’s
sake, the Trojan war became inflamed.

Umberto Eco wrote the wonderful Storia della
Bellezza (History of Beauty) which we recommend as
supplementary reading. Eco starts with quotation of
Hesiods story of the wedding of Kadmos and Harmo-
nia. The muses present sang hotti kalén, philon esti
“who is lovely has been beloved, who is not lovely has
not been beloved”. The ancient Greeks had an expres-
sion which unifies the harmony of body and soul
kalokagathia to be found in the verses of Sappho and
the sculptures of Praxiteles. The superb ancient Greek
ideals of beauty are harmony, proportions, symmetry,
eurhythmy, and analogy.

Eco writes the whole history of beauty on the basis
of the works of sculptors, painters, philosophers, and
poets because they were the only witnesses of beauty
trends and their creators.

The medieval ideal of beauty was inspired by the
mathematical beauty of the universe. Thomas Aqui-
nas proclaimed his beauty ideals: proportions, com-
pleteness, clarity, and brightness. Chroma - the co-
lours — would be the cause of beauty. In the Middle
Ages the priests forbade all means for beautification.
In the Renaissance the human being was in the mid-
dle of universe and the attributes of beauty were
charm and sensuality. During Mannerism there were
ars geometrica and homo melancholicus (geometric
art and melancholic humans) - Leonardo da Vinci,
Albrecht Diirrer, and Sandro Boticelli tried to show
the beauty of the spirit which was shining through

the face: it was melancholic beauty. Friedrich von
Schelling wrote in his Philosophy of Art (about 1803)
that a good portrait has to assemble many moments
from the life of the person painted in just one single
picture.

Then there are the achievements of science, like
Copernicus showing that human beings are not the
centre of the universe. They are restlessly escaping
from the uselessness of life. All social changes, includ-
ing civil and industrial revolution till the cyberage,
find their reflections in the arts.

The contemporary artists Carolle Schneeman and
Miray Orlan use their bodies in performing art to be
both an image maker and the image itself. Marina
Abramovi¢ and her partner Ulay force visitors of their
“Imponderabilia” to body-touch and to chose the
male or female principle at the entrance. Sabine Runde
describes the “body as a temple”.

Religious values and family importance are dimin-
ishing - our body becomes the last refuge. That is why
fitness centres, the cosmetics industry, beauty spas,
and cosmetic surgery are booming. We live in the age
of the body cult, not only of new body consciousness.
Plastic surgeons are not the trendsetters, but are very
careful observers.

Cosmetic surgery treats those body areas which
are visible to everybody. That is the reason why lay-
men judge not only the result of our treatment but
also the indications: should something be operated on
or not. We are thus obliged to enter dialogue with
public opinion.

Bernd Guggenberger writes that good-looking stu-
dents receive better grades for equal performances
than less attractive ones, and handsome criminals get
less severe punishment for the same offences than
ugly criminals. Our outward appearance is a social
phenomenon and not only a self-image. It is the image
that others make of us and we are influenced by their
reaction towards us. “Beauty promises happiness”,
says Stendhal. Our pleasant appearance is not a pur-
pose in itself, but it is an instrument to offer more
chances in social and professional competition. Ac-
cording to Charles Darwin’s theory of natural selec-
tion, beauty is also the principle of sexual choice.

Among animals, the male specimen is more beau-
tiful than the female (lion, deer, rooster, etc.). Beauty
in animals indicates strength and determines leader-
ship. The poet would say: “ Even among flowers there
is no justice.” William Hogarth admits, however, that
the human female body is more beautiful than the
human male body because of its sinuous silhouette
(clepsydra figure).

It is a great pleasure and privilege that plastic sur-
geons are often invited to the studios of the artists
who are working there, because many of us are very
fond of fine arts, some of us paint, sculpt, or make
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Fig.9.5. Andy Warhol made his “before” and “after” in 1961.
Any plastic surgeon could provide many better examples.
But, since March 2006 it has been forbidden by German law
to show pictures of patients “before” and “after”! This picture
was taken in March 2004 when the Museum of Modern Arts in
New York was a guest in Berlin

films. We can exchange our ideas. For instance, the
mouth of a human being is of the same length as the
distance between the pupils of the eyes. This fact cre-
ates difficulties for most beginner portrait artists.
Portrait paintings used to give the illusion of eternity
through the promise of triumph over being forgot-
ten.

Things have changed since Louis Daguerre in
France found out in 1837 how to fix the picture to pa-
per. Photography is cheaper and more “democratic”
than oil-painted portraits. It is important how to
illuminate the photographed face. The Rembrandt
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effect with a classical look is 45° oblique from above
left or right. The “butterfly effect” with illumination
from straight above gives a glamorous look. Illumina-
tion from below produces a startled look - it is rather
undesirable.

More and more often plastic surgeons are invited
to museums to give presentations of their interpreta-
tion of beauty and arts. After having been invited to
Frankfurt’s Museum for Applied Art in 2003, I was
invited, in spring 2004, together with contemporary
French artist Miray Orlan to the New York Museum
of Arts and Design. Miray Orlan presented her “Car-
nal art” and my part was “Anthropo-design: aesthetic
surgery is becoming human applied art”.

I am deeply thankful for the opportunity to up-
grade my profession to the level of other arts, for the
privilege of being allowed to enter their “temples” of
arts, for being accepted into the extended family to-
gether with other artists. There is a fundamental dif-
ference between an artist and a plastic surgeon. The
artist (painter, sculptor, installer) has only to think of
himself/herself and to follow his/her inner voice,
without compromising for public taste. The plastic
surgeon, on the other hand, has to forget himself/her-
self, and always aim to satisfy the patient, not neces-
sarily the criticism of his/her colleagues.

High-tech achievements make the success of our
treatment more and more probable and reduce the re-
covery time and the rate of complications. Worth
mentioning are endoscopy, radiofrequency surgery,
lasers, ultrasound-assisted liposuction, tissue glue,
etc. Most operations nowadays are performed under
intravenous sedation on an outpatient basis. But there

Fig.9.6. a Miray Orlan performs as “Carnal art” seventh surgery to create her “composite autoportrait™ b consisting of eyebrows
of da Vinci’s Mona Lisa, the chin of Boticelli’s Venus, some mosaic stones of Europe, Diana, Psyche, etc.
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Fig.9.7. Former Miss World: Beauty is the glittering of the
indescribable (D. Panfilov)

is a problem: technical development is faster than our
ability to work out ethical consequences. Many things
are possible, but the question arises: Can it be morally
justified? Is the virtual world running into the cyber-
age without pause for thought? Is the creature trying

to become its own creator? The Homo ipsifaber of
Christoph Zellweger? Lec could be right with his
statement: “Technology is on the way to acquiring
such perfection that man will be able to survive even
without himself!”

“Beauty will save the world”, Dostoyevsky said. It
is not easy to discuss something which is not possible
to define, like beauty, love, and happiness. René Des-
cartes wrote: “Common sense (reason) is spread in
the most justifying way in the World. Everybody
thinks he has enough of it.” With beauty it is the op-
posite. Nobody has enough of it, a plastic surgeon
could add.

For me, the human being is still the greatest won-
der of this world. Let me end this with a quotation by
Anton Pawlowitch Chekhov: “Everything concerning
the human being should be beautiful - not only the
face and clothes, but also one’s thoughts and ac-
tions.”
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Fourth Dimension of the Face

Dimitrije E. Panfilov

The most important surface full of secrets which we
face is the face. It is curved and has its anatomical depth
of muscles, nerves, vessels, fat tissues, and ligaments.
But it also has a fourth dimension - its spiritual deep-
ness reflecting our mind and soul. It is the tool express-
ing our emotions, thoughts and messages of surpris-
ingly deep contents in endless floating nuances.

We breathe, eat, drink, speak, and hear with the
face. Four senses are concentrated here even the fifth
- tactile sense - is represented here. With one look at
the face we recognize somebody’s age, gender, race,
health, even affection and individuality. It possesses
unique anatomy, expressiveness, beauty, and singu-
larity. There are six billion faces on earth and not two
of them are the same. Even mono-ovular twins have
symmetry of their faces, composed like in a mirror.

We have learned more about the face in the last 20
years than in the 20,000 years before! Every human
being has a unique and unmistakable iris, pattern of
the ears, and thermic emission of the face and, in ad-
dition, the voice, fingerprints, and handwriting are
unique. If we imagine that facial muscles are musi-
cians in an orchestra, than the game of our facial
expressions would be the melody played by this or-
chestra. The expressive messages of our faces are uni-

versally equally produced and understood - we may
speak of facial Esperanto.

Words are just cascades of feelings, whereas our
faces are able to show subtle emotions in smooth flow
without rough transitions. Simply, the face is the mir-
ror of our soul. It also indicates our character.

Neurophysiology has proven that we are able to
produce about 7,000 different facial expressions, but
we use only several hundred. Like words, there are
about 100,000 different words in most languages, but
we use only a few thousand.

Nine minutes after birth, a baby looks first of all
into faces and almost half of this time it fixed on the
eyes of the person communicating with. Babies have
universally spread elementary facial expressions.
They develop them within the first year of life: smil-
ing and a surprised look shortly after birth; sadness
and disgust they learn by the third month; a false “so-
cial smile” also by this time; anger between the fifth
and ninth months. All babies seem similar but heads,
eyebrows, jaws, and noses of male babies are bigger
than those of female babies. This proportions do not
change in adults.

The muscles of the face are better developed in
men than in women, who have a thicker layer of fat

Fig. 10.1. Nefertiti - mystic harmony for
over 34 centuries
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tissue covering muscles. Still, their facial expressive-
ness is more intensive as they react to feelings more
openly than men. The only group of muscles which is
better developed in women is the muscles of the
tongue, probably because of exercise — women talk
more than men.

A smile is a very powerful social instrument. Dif-
ferent muscles produce a frank and a false “social
smile”. The first one is produced by zygomatic and the
second one by risorius muscle. An acted smile is lim-
ited to the mouth: the eyes do not take part in a “social
smile”. That is why the Japanese have the word
mokushoh, which means “smile of eyes”. A false smile
is asymmetric: in-right handed people the left mouth
angle is higher than the opposite lip commissure.
Similarly, in “acted anger” the left eyebrow is deeper.
The face shows the truth, the whole truth, and noth-
ing but the truth. At the same time it might show the
lie, the whole lie, and nothing but the lie. That is why
Cicero said: “All is situated in the face.”

When we are ashamed, for instance when we are
caught lying, our faces blush. The Portuguese have a
saying: “Better a red face than a black soul”. Mark
Twain said that a human being is the only animal
which blushes - and there is good reason for it. Blush-
ing is a subconscious strong feeling of shame often
appearing in adolescence. This fits into the sentence
of Oscar Wild: “The real mystery of the world is the
visible, not the invisible.”

The ethologists Paul Ekman and Wallace Friesen
have classified different facial expressions and gri-
maces into emblems, illustrators, regulators, and
adaptors. This paralingual or nonverbal speech is its
OWN Microcosmos.

Darwin considered the naked skin as the main
sexual ornament of humans; it is lighter in women but
becomes darker during pregnancy. And female skin
has less hair than male skin. Hormonal influence is
responsible for morphological and psychological
properties being divergent during the period when we
can reproduce and convergent before and after that.
Testosterone as an androgen hormone causes the
growth of the beard in puberty in boys, which repre-
sents the main difference from female faces. If we
spend 15 min a day shaving, that means 60 days and
nights in a lifetime.

Babies of 18 months begin to recognize themselves
in the mirror. Perception of ourselves is only possible
with this tool. Narcissus could only see his reflected
image in the surface of calm water. Andrea and Do-
menico d’Anzolo del Gallo found in 1507 in Venice
that a certain mixture of mercury and tin fixed on
glass produces a mirror. It was a manufacturing secret
in Venice till 1664 when Colbert produced mirrors in
France with some manufacturers “stolen” from Ven-
ice. Because of this Louis XIV could build his “hall of

mirrors” in Versailles and soon everybody was able to
admire herself/himself in the mirror.

Victor Johnston and Melissa Franklin have pub-
lished a remarkable article “Is beauty in the eye of the
beholder?”. They found that beautiful female faces
should have high “malar bones”, narrow jaws, and big
eyes; the distance between the lips and the chin as
well as between the lips and the nose should be small-
er. The whole lower face should be smaller. That is
what we consider by a “baby face”. “Cheek bone” is
not bone at all but the overlying fat tissue. Fat makes
women more beautiful - even breasts consist of 60%
fat. Greta Garbo had her malars removed to empha-
size the malar prominence. Today, we have much bet-
ter and less aggressive methods to achieve these ef-
fects.

The anthroplogist Douglas Jones scanned pictures
of beautiful models into a computer which was pro-
grammed to ascertain the age from the features. Ac-
cording to the proportions of lips, cheeks, noses, and
cheek bones, the computer calculated the age of these
persons to be between 6 and 7 years!

Computers from the University of Amsterdam and
the University of Illinois programmed to decode basic
emotions have analysed da Vinci’s Mona Lisa. It was
found that her picture shows 83% happiness, 9% dis-
gust, 6% fear, and 2% anger.

For the purpose of identification of criminals,
Jacques Penry constructed a photofit which divides
the face into five different segments, each of them
having several variations.

Alexander “Sandy” Pantland from the Massachu-
setts Institute of Technology searched the facial mo-
saic, which he divided into 100 units, with each unit
making 100 different expressions. He found that
10290 variations of facial expressions are theoretically
possible. It is an unbelievable number of 10 with 200
zeros behind! To compare it with the game of chess ,
there are 10'8 (10 with 180 zeros) possible variations
of complete chess games - only!

Nowadays faceless intimacy is possible through
telephone sex; or an even more virtual possibility is
offered by computer per cyberchat or TinyMUD con-
versation.

In contrast to this, Yvette Hoyle from London has
found in her partner agency that it is easier to recom-
mend people with lively expressive faces. If men are
choosing female partners for marriage they prefer av-
erage-looking ones than the most attractive ones.
This corresponds with the Bo Derek scale where the
most attractive ones are noted with 10 and the least
attractive ones with 1. Somehow those scoring 5 go
into relationships with those scoring 4, 5, or 6, and so
on. They find themselves, says Bernd Guggenberger, a
sociologist from Bern. Situations where somebody
who is “2” takes a 10” are impossible. The exceptions



40

Fig.10.2. Salvador Dali’s mosaic portrait of Lincoln with his
Gala incorporated as the nose; 10 m picture in Teatre-Museu
Dali, Figueras, Spain

are very rare. Evolutionary psychologist Davis Buss
published in 1989 a study made among 10,000 people
from 37 countries. He found that human warmth and
friendliness were the most desirable qualities in
choosing partners for life.

Middle-aged managers who consider themselves
“too tired looking” and who want to gain a more dy-
namic appearance are the largest group among our
male patients. Sonja Bischoff, a Hamburg scientist,
has studied top management representatives in Ger-
many since 1986. She found that appearance is in-
creasingly becoming a factor for success. In 1998, “ap-
pearance” ranked as the third-most important factor
for success, together with “personal contacts”.

In the 2003 investigation, outer appearance had
gone up to number three (for woman) and even num-
ber two (for men!). In Bischoft’s book Wer fiihrt in
(die) Zukunft [Who is Leading in(to) the Future] spe-
cialist knowledge was the focus of the investigation,
and minor focus was put on personal relationship,
language knowledge, and professional and nonpro-
fessional activities. Outer appearance itself has made
a career, even more so among men than among wom-
en. Highly paid managers often mention their looks
as a contributing factor to their success!

The human weakness for the beautiful was scien-
tifically confirmed by the Hamburg brain researcher
Knut Kampe. He measured the effects within the lim-
bic system (which is responsible for human emotions)
when looking at an attractive human being. If the
limbic system, which is considered one of the oldest in
the evolution of human beings, sets off endorphins,
we receive a feeling of pleasure. Stereotypes with re-
gard to attractiveness work in favour of the beautiful.
In other words, we are doping ourselves.

Meeting the eyes of less attractive human beings
can cause negative feelings. The level of pleasure in-
creases as soon as those unbeautiful glances turn
away, the medical scientist from Hamburg found. A
salesperson with attractive features will find it easier
to sell his/her product than someone with less attrac-
tive features; an insurance representative with attrac-
tive features will find it easier to convince his/her cli-
entto sign a contract thanalessattractive counterpart.
The social psychologist Ronald Henss concludes: “It
can be reasonable to take attractiveness into account
during the hiring process.”

Surprisingly, in New Age circles make-up is nowa-
days frowned on by women as an expression of vanity
and superficial self-loving ego. Masao Yogo from
Doshisha University in Kyoto has filmed women sit-
ting for the same time in front of a mirror without
make-up, for the same time after they had put make-
up on themselves, and after a visagist (face stylist) put
the make-up on for them. Without make-up they
smiled only 0.9 times into (towards) the mirror, after
applying their own make-up five times, and after the
professional had applied the make-up eight times!
Yogo even found a lower temperature of the forehead
after application of make-up as a sign of increased
feeling of wellness.

Scientists from the French corporation L’Oreal
tested in Lausanne the walking of 16 elderly women
(the youngest was 65) for the posture and speed and
safety of their steps without and with make-up. The
improved facial appearance had the effect of putting
joy into their steps which was measurable on the next
day and even after 6 months! Patricia Pineau from
L'Oreal says that their mobility therapists found the
effect on mobility after 20 min of cosmetic facial
treatment to be the same as after 10 weeks of walking
exercises.

Japanese researcher Tsuneyuki Abe tested elderly
women in the geriatric centre of Naruto-Yamagami
Clinic suffering from schizophrenia, depressions, and
dementia. For weeks cosmeticians applied their make-
up for them,; afterwards they applied their make-up
themselves. The effects were surprising: one third
could again independently eat, wash themselves, and
go to the toilet. And 90% of them became more so-
ciable, communicative, and cheerful. This is the pow-
er of the smile, when even ill persons start to like their
reflection (in the mirror) again!

Scientific researchers from Shiseido and Carita
have found that after cosmetic treatment (masks,
massages, etc.) women from 24 to 48 years of age have
reduced stress hormone cortisol (34%) and increased
immunoglobulin A (107%) on average to support the
body’s defences. The cosmetics industry can finan-
cially support such research and prove that somebody
who looks better feels better. Plastic surgeons can
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only imagine and feel how much our patients benefit
after cosmetic operations. Some of them really “blos-
som” after their surgeries.

To look good is:
- Psychological
- Physiological
- An instinctive need of human beings

Plato defined three supreme principles of our civilisa-
tion: the ideas of:

- Goodness

- Truth

- Beauty

Plato also said that Socrates had said: “When we were
among Gods, we could see the reality of perfect
shapes. Our souls have kept the remembrance of it.”
Socrates also had to admit knowing what is beautiful
but not what beauty itself is.

Beauty is a mixture of biology, youth, health, sexu-
al maturity, voice (as power of the soul), physical
charms, ancient Greek harmony, mathematic formu-
las, Darwin’s “taste of beauty for beauty sake”, intel-
ligence, cheerfulness, personality, etc. He speaks also
of “mental charms” as human “sexual ornament”. For
me, beauty is the metaphysics of the physics; it is the
spiritualized visualization of the substance. The Ger-
man poet Friedrich Hebbel would say: “Beauty is the
depth of the surface.” Certainly, it is also a “social
power”, as Bernd Guggenberger says.

Two personalized incarnations of beauty to be
quoted as the author’s personal preference are given
in the following.

Nefertiti, the ancient Egyptian make-up wonder,
evokes universal admiration, even today some 34 cen-
turies after Tuthmosis created her bust. Her plucked
and lined eyebrows, her absolutely harmonious nose,
her divinely formed and made-up lips, her subtle
swan neck all radiate an almost magnetic appeal of
exceptional intensity. The mild and mysterious face of
the fatally beautiful Nefertiti still leaves many a ques-
tion unanswered. When I am in Berlin, I entrench
myself before the sculpture of Nefertiti and just can-
not stop admiring her perfectly formed nose and her
full, harmonious lips without any cheap sensuality.
The perfect profile of the favourite wife of the pha-
raoh Amenophis IV - Akhenaten - has lost none of its
relevance to the present day, some 34 centuries after
its appearance.

Audrey Hepburn had, like Brigitte Bardot, bodily
contours of rather modest measurements. But, her
face was full of longing, even yearning. Her huge eyes
hid craving hope and secrets, showing an erotic smell
of naivety with no touch of vulgarity. The suffering of
her childhood and the coming suffering of her later
days were visible in her middle age. The innocent

Fig.10.3. Metaphysical beauty of Audrey Hepburn without
cheap sensuality; painted interpretation of Heiner Meyer from
Germany, who was student of Salvador Dali

charms of her resplendent inside resulted in glowing
magnetism.

The great thinker of the twentieth century the
Hungarian Bela Hamvas in his cult work Scientia Sa-
cra digs even deeper into the phenomenology of inner
and outer beauty. For him, beauty is not a characteris-
tic, but has similarities to the Divine, embodied in the
celestial virgin Sophie. Her beauty and wisdom are
love, and they arouse love. She is compared with the
earthly woman, Eve. She left behind beauty in the
spiritual world and exchanged it for appeal. She is not
beautiful, but seductive. Her main objective is to be
fairy-like.

True beauty cannot be lost. What is lost is the
means to seduce: the charms. That is why a woman’s
greatest fear is to become old and ugly. Not only Adam
was a victim of the original sin (temptation), but also
Eve. When one finally wakes up from the bewitch-
ment, one feels cheated, because “instead of the face,
one has chosen the mask”, as Hamvas concludes.
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As additional reading to this chapter we recom-
mend Daniel McNeill’s book The Face and Brian
Bates and John Cleese’s book The Human Face.
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book.



CHAPTER 11

The Definition of Facial Beauty

Steven M. Hoefflin

1.1
Introduction

As a scientist, [ am quite surprised by the mathemat-
ics of facial beauty. As a plastic surgeon, I am delight-
ed. My research has shown that the fundamental dif-
ference between an unattractive, average, attractive,
and remarkably beautiful face lies within a few milli-
meters and a few angular degrees. With this in mind,
I have developed the formula of “AH,” a simple math-
ematical formula that allows for the first time a math-
ematical definition of facial beauty based on seven
facial angles (A) and seven facial highlights (H).
Research in the study of a normal or average face
has opened up a new world in the ability to analyze,
classify, and identify faces. Normal or average faces
have been studied extensively; a beautiful face has yet
to be successfully analyzed mathematically and de-
fined. Agreeably or disagreeably, the attractiveness of
the male and female figure is often described in mea-
sured numbers. Why not the face? As we live in a
measured world of mathematics and computers, a

Fig. 11.1. Seven youthful fat pads. a A 54-year-old patient, with
a tired, aging appearance. b Note the proper positioning of
the youthful egg-shaped highlights. ¢ One-year postoperative

mathematical definition of facial beauty’s time has
come.

It is important to reemphasize that for well over a
century, the attractiveness of a woman’s figure (chest,
waist, and hips) has been based on numerical mea-
surements (e.g., 36-24-35). The hip-waist ratio has
also been studied as a symbol of fertility and fecun-
dity, important in mate selection. Female facial beau-
ty is also numerically related to the volumetric curves
and proportioned shapes of several locations on the
face. Male handsomeness (to be presented in a future
publication) is related to the positional angularity of
the face and its volumetric proportions.

The human face can be thought of itself as an “oil
painting,” a true work of art. Like a beautiful portrait,
a face is complimented by the skin (canvas), hair
(frame), and teeth (matte). In my opinion, a beautiful
face combines facial features that are (1) harmonious,
(2) shapely, (3) balanced, (4) elevated, (5) symmetri-
cal, (6) highlighted, and (7) in volumetric proportion
and relationship.

extended supraplatysmal plane, endocoronal lift, and fibro-
fatty grafting to seven the youthful facial fat pads (or “eggs”)
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Many believe that the true purpose of beauty has
escaped those other than philosophers and artists.
This is not true considering that beauty has a definite
purpose in nature. Insect pollinators are attracted
to the most beautiful or fragrant flowers, which ulti-
mately ensures genetic survival for both parties
in a symbiotic relationship. In the animal kingdom,
beauty can be correlated with health, strength, and
youthfulness. These qualities ensure genetic survival
through preferential mate selection.

Unlike poets and artists of the past and present, my
goal is to provide a mathematical definition of a beau-
tiful face, a very important step in understanding
facial beauty. Until now, a numerical classification
has not been successful in assessing facial beauty. De-
fining a face as beautiful in an artistic context is quite
simple; the difficulty lies in being able to provide a
precise, objective, and mathematical definition with-
out being surpassed by a subjective interpretation.

Whatever its reason, the quest for beauty is here to
stay. A beautiful face will never be denied or ignored.
Facial beauty offers its own rewards to be shared, en-
joyed, studied, and remembered.

1.2
The Language of Beauty

For centuries, poets and artists have been unsuc-
cessful in creating a uniform definition of “beauty.”
Early attempts to do so have left behind a montage of
words and images for the rest of us to ponder and ap-
preciate. Today, more than any other era in history,
there is an intense interest in beauty. The pursuit of
beauty has only been outweighed by the attempts to
acquire it.

Defining beauty, like defining love, has left poets
with centuries of work and authors with pages and
volumes of phrases. Defining words pour forth, such
as aesthetic, aphradite, art’s architecture, attractive,
balanced, belle, blended, breathtaking, charming,
contoured, detailed, defined, delicate, enhanced, ele-
gant, elevated, exquisite, fabulous, featured, flawless,
glamorous, goddess, great, gorgeous, grand, harmo-
nious, healthy, ideal, intense, intoxicating, luxurious,
majestic, natural, sensual, pleasing, pretty, pristine,
queen of form, radiant, smooth, sparkling, stunning,
sweet, and vibrant.

The artistic or poetic description of beauty is uni-
versal with terms such as beauté (French), Schonheit
(German), bellezza (Italian), beleza (Portugese), and
skjonnhet (Norwegian). It is clear that if something is
beautiful, the subject will be evaluated and admired
by many. There must be a common denominator, a
consistency of qualities or features that our aesthetic
sensitivities automatically perceive as beautiful.

In my opinion and studies, a beautiful face, like a
beautiful oil painting, combines impressive and uni-
fied expressions of ideal features, rhythm, balance,
and symmetry of proportion, harmony, style, and ar-
tistic value. There are pleasant, graceful lines, angles,
and arches. There are uplifted and balanced forms
and contours. There may be complementary coloring
and shading with stunning harmony, and a sympho-
ny of anatomical rhythm. The result is a beautiful
portrait.

In short, I would define beauty itself as “a high-
lighted and extraordinarily high-quality elevated im-
age which catches and hold’s one’s emotional atten-
tion, pleases and enhances one’s perception, prolongs
the eager evaluation, and creates lasting and positive
appreciation. It certainly can be a somewhat rare, but
splendid experience, to be shared by all.”

Alas, no wonder the positives of beauty and its
worldwide appreciation have been the subject of many
poems, songs, novels, movies, and other attempts to
capture its permanent artistic image. The mystery
and enjoyment of true beauty and its capture remains
remarkably elusive. Before attempting to rejuvenate
any patient’s face, a definitive “architectural topo-
graphical plan” is an absolute necessity. In order to
produce the best possible work, the top architects and
artists must painstakingly plan each step of their
work in a calculated, methodical manner. A plastic
surgeon dealing with a patient’s face should do no
less.

I have found it very useful to view a patient’s face as
if it were a portrait complemented by “the canvas”
(the skin and teeth), “the oil painting” (the contours
and features of the face), and “the frame” (the hair).

1.3
Looking at a Face Using a Scientific Approach

Technological advances in the military have given pi-
lots the ability to look at an imaginary computerized
“windshield” and to know the exact location and po-
sition of their targets. Special helmets and eyeglasses
can measure exactly where a pilot looks. Similar tech-
nology can be used in determining where we look
when looking at a beautiful face.

Visually, we perceive light highlights and dark shad-
ows as shapes. This perception allows us to assess the
position, volume, and shape of objects. We are able to
visualize distance and depth perception through bin-
ocular vision. Owing to the number and the physical
structure of the optic muscles that move the eyeball,
the cerebral cortex evaluates an image more easily
when the eyes move from side to side on a horizontal
plane rather than up and down on a vertical plane.
Graceful flowing curves are more satisfying to the eye
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Fig.11.2. A normal f ace. A Forehead angle: the slope of fore-
head off the vertical is approximately 10°. B Nasofrontal angle:
ranges from 115 to 130°. C Nasofacial angle: ranges from 30 to
40°. D Nasomental angle: ranges from 120 to 132°. E Nasolabial
angle: ranges from 95 to 100°. F Mentocervical angle: ranges
from 80 to 95°. ¢ The distance from the mandibular angle
to the chin is half the distance from the chin to the hairline.
h The half point, where the upper-ear helix connects to the
sideburn. i Anterior hairline. j The distance from the occipital
to the chin is twice the distance from the glabella to the chin
horizontal. k The distance from central nasal base to the ear
is equal to the distance from the pupil to the chin horizontal.
L An anterior vertical line, from the glabella to the chin, de-
fines anormal. I Ear and nasal bridge are positioned at parallel
angles. 2 The angle of the line from the pupil to the glabella is
parallel to the line from lower lip to the nasal tip, which is par-
allel to the angle of the neck. 3 A line from the base of the ala
to the pupil will pass through the brow arch peak

and cause less muscle movement than straight or
irregular lines. Following an irregular, jumpy line or
viewing vast changes in contrast may result in exces-
sive eye muscle movement and unnecessary cerebral
activity and fatigue.

Anatomically and physiologically, the eye, like a cam-
era, is stimulated by the quantity and quality of light
that is reflected off the face. In viewing an image, the
eye focuses on areas that are highlighted with pleas-
ing shapes. As light stimulates the eye, these high-
lights are perceived as gentle, rhythmic, and flowing
curves. This pleasing visual stimulus may be geneti-
cally wired into our brain. In viewing a beautiful face,
the eye will be drawn to the smooth “egg”-shaped
volumetric soft tissue areas (fat pads) with uniformly
bright highlights and pleasing, rhythmic flowing

curves.

1.4
Defining the Beautiful Face

Historically, noted contributions have been made to
describe a beautiful sunset, bird, flower, opera, ballet,
or masterpiece. These contributions have somewhat
answered a bold challenge that pales in one’s attempts
to define a beautiful face. Although Hungerford stat-
ed that “Beauty is in the eye of the beholder,” I must
correct this and say that “attraction” is in the eye of
the beholder, while beauty is shared by all.

How do we define beauty in human faces? The ar-
eas of the face that add the most to facial beauty (the
eyes, cheeks, nose, and lips) also command the most
scrutiny. One must attempt to combine art with sci-
ence in answering this question.

In evaluating a beautiful face, the features which
command the most attention, in order of appearance
are the eyes, brow, cheeks, lips, nose, chin and jaw
line, and neck. Features which rarely attract scrutiny
(unless an abnormality is noted) are the forehead and
ears.

As stated, in my artistic opinion, a beautiful face
combines facial features that are harmonious, shapely,
balanced, elevated, symmetrical, highlighted, in vol-
umetric proportion and relationship.

Ideally, the width of the “Fabergé egg” highlights
should be 50-60% of their length. The sum total of
the seven egg volumes and their respective height and
angles off the horizontal can be compared with the
total egg volume of the face. The proportions are de-
termined and analyzed. Although a very difficult and
sophisticated mathematical analysis can be performed
with digital imaging and computerized calculations,
a more simplified approach has been developed to
help the average person. Although the three-dimen-
sional shape of the facial soft tissue features should be
accurately calculated as such, two-dimensional calcu-
lations are easier.

It appears that measuring the actual volume of the
“Fabergé egg” highlight may be difficult. A good cor-
relation exists when comparing the width of the egg
to its length. Although these features are truly three-
dimensional values, using length and width measure-
ments and proportion alone should suffice. The high-
er the value of the width compared with the length
(up until 50-60%) reached, the more beautiful and
youthful the features. These proportions can certain-
ly be too great, leading to an abnormal or possibly
deformed facial feature.

In its simplest form, the beauty of a face can be vi-
sualized merely by placing and judging the position,
volume, and angle of the seven eggs on one side of the
face:

1. Subbrow egg and its position, volume, and angle
2. Eye egg and its position, volume, and angle
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3. Cheekbone egg and its position, volume, and an-
gle

4. Upper-lip egg and its position, volume, and angle

5. Lower-lip egg and its position, volume, and angle

6. Mandibular angle egg and its position, volume,
and angle

7. Chin eggs and their position, volume, and angle

Although the words describing a beautiful face may
be quite descriptive and artistically satisfying, one
has not been able to analytically create a reliable,
mathematical definition. In an era where beautiful
architecture can be defined numerically, it is easiest
to define an architect’s creative and artistic work as a
marriage between art and science.

In a computer age where communicating is becom-
ing increasingly numeric and digitized, a more scien-
tific description is all the more important. Art with-
out science, and science without art, is not optimal.
Combining both science and art is the best communi-
cative approach. A significant limitation to both the
artist and the plastic surgeon is the ability to intelli-
gently communicate one’s desired goal. The desire to
exchange information is strong, but the language is in
its early developmental stages. Descriptive words
alone do not suffice in a detailed, measured, and cal-
culated discipline.

Appreciating the artistic description of beauty,
combined with descriptive scientific numerology, will
advance the disciplinary linguistics and the more
successful capturing and creation of a stunningly
beautiful face. This is certainly an artistic and scien-
tific dream well worth all of the work to obtain the
final product.

In analyzing a beautiful face, one must appreciate
the existence of a normal skeletal and structural foun-
dation. There has been an extensive amount of work
performed by many medical disciplines in establish-
ing facial norms. The muscular-skeletal dimensions
must be within the normal position and range. Basic
skeletal landmarks and overlying muscle positioning
may vary in the volume of bony prominence in the
normal or average face. As an example, an attractive
or beautiful face may have a larger or more volumi-
nous malar (cheek bone) prominence. Correcting the
overprominence or deficiencies of bony structures
can be modified where necessary. Normal mathemat-
ical ranges have been well established and publicized.
The establishment of normal, facial bony values has
been of substantial assistance to the craniofacial sur-
geon, orthodontist/oral surgeon, and the reconstruc-
tive plastic surgeon. However, it is not the average or
normal face where we direct our interests, but the
stunningly beautiful face. How does this entity differ?
It is not only the extraordinary bony landmark prom-
inence or volume, but also the soft tissue features

(skin, fat, and their landmarks such as position, vol-
ume, angles, and shape) that truly creates the beauti-
ful face. It is this soft tissue layer, above the muscu-
lar-skeletal framework, when given the proper
analytical values, that sets the strikingly beautiful
face apart from the normal-average face. This real-
ization will then allow the assessment, planning, and
subsequent soft tissue modifications to incorporate
beauty into a face. Using mathematical standards of
beauty in cosmetic surgery would result in a more
predictable and successful outcome.
As noted earlier, there is a triad of features that
contribute to one’s facial beauty:
1. The facial framing: This involves the hair’s charac-
teristics and styling.
2. The canvas: This involves the skin, its treatment,
makeup, and other adornments.
3. The portrait/oil painting: This involves bony and
soft tissue features and their volume, positioning,
proportions, and harmonious relations.

Both the facial framing and the canvas can be modi-
fied and beatified through hair styling, skin care, and
makeup. A few extra brush-lightened highlights and
elevations can create artistic beauty. The “portrait”
itself can be improved using soft tissue repositioning,
a discipline in the hands of plastic surgeons, who now
posses a method of assessment, planning, and the
creating of facial beauty.

To artistically determine if one is beautiful takes
no more than the ability to form an opinion. It is far
more difficult to give a precise, objective, and mathe-
matical definition without a nonscientific or subjec-
tive interpretation.

The true difference between individual faces is the
position, volume, shape, and angles of skeletal land-
marks, facial fat, skin, and external features such as
eyebrows, eyes, cheeks, nose, lips, and chin. To an-
swer the question of what defines facial beauty, we
analyzed and classified over 100 examples each of
beautiful, attractive, average, and unattractive faces,
both artistically and mathematically. Each classifica-
tion was based on the reviews of several interpreters.
From the beautiful to the unattractive face, the most
common characteristics were determined, and com-
puter-assisted measurements were assigned. Using a
simple formula, a uniform and replicable range for
each category of beauty was then noted and classi-
fied.

After analyzing a series of beautiful faces, we found
that we could simplify a complicated analysis into two
categories: the angles (A) of the features and the volu-
metric highlights (H) of the facial soft tissue. These
can be used to differentiate the beautiful face from
the average face.
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A beautiful face has the following features based
on scientific-artistic interpretation: a Beautiful face is
basically a normal face with augmented and elevated
angles and highlights.

11.4.1
The Beautiful Brow

Artistically, the beautiful brow should be of medium
width, height, and arched at the junction of the me-
dial two thirds and the lateral third. It should lie just
above the bony rim. The lateral tip should be higher
than the medial. The brows should be uniformly
shaped, medium to thin, with medial thickness taper-
ing to lateral thinness. The eyebrows should follow a
smooth curvingline, extending from the lateral to the
medial brow around the nasion, and down the lateral
nasal wall. In men, this curve is more angulated at the
medial brow. The beauty of the brow lies not only in
the angle from the inner to the outer brow, but also in
the “Fabergé egg” located as a definite soft tissue full-
ness below the brow. This is the attractive highlight
located on the lateral soft tissue between the brow and
upper eyelid. Highlights are very well expressed in
photographs where bright light illuminates the egg-
shaped highlight, which is evident beneath the eye-
brows.

Scientifically, the beautiful brow should have a
smooth, harmonious 10-20° climb from the medial to
the lateral apex without creating a surprised appear-
ance. The lateral brow complex in more attractive
faces has a gentle, upward tilt above the medial brow.
The height of the brow, from the glabella to the trich-
ion, is one third of the facial height. The medial brow
should begin on a vertical line with the medial can-
thus. The distance from the eyebrow to the eyelid
crease is 1.6 cm, from the eyebrow to the midpupil is
2.5 cm, from the eyebrow to the supraorbital rim is
1 cm, and from the eyebrow to the hairline is 5-6 cm.
The brow peak is optimal when a line is drawn from
the most lateral point of the ala through the lateral
limbus to the brow. The end of the brow should fall at
a point on a line drawn from the most lateral point of
the ala to the lateral canthus.

11.4.2
The Beautiful Eye

Beautiful eyes are thought to be large and somewhat
almond-shaped. The lower eyelid should be shaped
like a tapered scroll, much like the subtle edge of an
English rosebud. Its positioning should be at the level
of the iris or slightly below. It should have a slight con-
cavity, but blend smoothly with the cheekbone. The
lid margin curves are slightly asymmetric with slight
medial elevation on the upper lid and light depression

on the lower lid. The eyelashes should be arched and
somewhat full. They should be longer and thicker on
the upper lid, and begin more medially than on the
lower lid. A white sclera with a distinctive color to the
iris is most attractive; hence, the popularity of colored
contact lenses. The vertical height of the lower to the
upper lid at the medial limbus creates this entity. On
the horizontal, this width should be at least one third
of the medial-lateral canthal width. The beautiful
eyes have a subtle, but distinctive upper-lid crease.
There should be a distinctive “Fabergé egg,” dividing
the lateral half of the upper eyelid from the lateral half
of the eyebrow. The subbrow “egg” should be full and
create a distinctive highlight.

Scientifically, beautiful eyes have definite mathe-
matical values. The average eye width is 30.7 mm.
The distance from the medial to the lateral canthus
should be equal to one fifth of the facial width. One
eye width lies within the medial to medial canthus.
There should be zero to minimal sclera showing be-
low the iris. The intercanthal distance should equal to
the width of the eye, ranging from 25.5 to 37.5 mm.
The sclera should be white and highlighted. The dis-
tance between the upper-lid margin and the lowest
part of the eyebrow is a minimum of 12-15 mm. The
primary lid fold is 7-12 mm above the lid margin. The
upper lid should cover approximately 1 mm of the
iris. On the horizontal, the upper-lid margin should
cross the iris just at or above the pupil at 9-12 mm
above the lower-lid margin. On the profile, the upper,
lateral lid soft tissue is situated 30° more anteriorly
than the lower lid. This represents the full superior
orbital rim area. The distance from the lower-lid lash-
es to the cheek apex should be 27 mm or less. There
should be a relatively smooth transition between the
lid and cheek. The entire eyebrow, eye, and eyelid
should have at least a 5-7° lateral tilt upward. The lat-
eral canthus should be at least 5-10° higher than the
medial canthus. The lateral half of the lower lid should
have an additional upward projection of 5-10 toward
the lateral canthus. The medial canthus is one of the
few landmarks that does not change position with
age.

11.43
The Beautiful Cheek

Artistically, the beautiful cheek is one of the most im-
portant and attractive facial features. For centuries,
this beautiful eminence has been highlighted with
makeup and festive painting. The beautiful cheek
should be well defined, full, and ovoid like a definite
highlighted “egg.” The peak of the highlighted cheek-
bone or malar eminence should be high and full. The
full egg volume should be sitting at an angled posi-
tion, marked from the upper lip to the upper ear with
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its pointed end toward the ear. The egg apex should lie
on the vertical line splitting the lateral canthus and
brow, and the horizontal line, from the division of the
middle and lower thirds of the nose to the superior
auricular tragus or cartilage bump in front of the ear.
The fullest portion of the cheek should be centered
high over the cheekbone and not down toward the na-
solabial fold, as occurs with aging. The appearance of
the nasolabial fold should be minimal, and the jowl
area should be flat or slightly concave. A prominent
nasolabial fold occurs owing to genetics or aging, loss
of fat and bone volume, and the slipping of the fat pad
and skin down against the contracted nasolabial fold
and mandibular or “jowl” ligaments. This creates the
aged and unattractive cheek folds and jowls.

Scientifically, the measured peak height of the
cheek eminence should be 25-27 mm from the lateral
canthus. The optimum angle is 40°. This area com-
prises bone, muscle, soft tissue, and cheek fat pad. If
the Frankfurt horizontal is drawn, the high point of
the cheek is approximately 1 cm above that line and
1 cm posterior to the lateral orbital rim. The width of
the cheek egg should be at least as wide as the distance
from the lower lid to the brow peak horizontal. The
width of the cheeks or malar bone should be equal to
the width of the mandibular. This width is at least
15% less than the width between the zygomatic arch-
es. The hollow of the beautiful cheek or “thumbprint
of beauty” is located on the occlusal plane or above a
line drawn between the ear lobule and the ala.

11.4.4
The Beautiful Nose

An attractive nasal contour is represented by a slight-
ly sloped dorsum, which blends into a moderate nasal
frontal angle located at the suprapupillary line or
radix. Straight lines are not as pleasing to the eye as
are gracefully curved and flowing lines. The dorsum
should flow, but not dip. The bridge is moderately
narrow, as in the tip with subtle definition, and should
be on a parallel axis with the ear. A prominent nasal
spine may give an overly obtuse presentation, and this
should be carefully assessed. The tip should be the
most prominent point on the nasal dorsum. It should
have a definite highlighted nasal projection or two tip
defining points. The degree of tilt should be such that
one can only slightly see the open nostrils on frontal
view, and the profile has a slightly pleasant uplifted
angle. The nostrils should be within a vertical line
drawn down from the medial canthi, lie in a verti-
cal-oblique position, and be moderate in size and ra-
tio.

Scientifically, the following measurements are for a
beautiful nose. The beautiful nose represents the cen-
tral third of the distance from the trichion at the mid-

sagital point to the gnathion. The most attractive na-
sal height from the nasion to the columella is about
48-50 mm. The female dorsum should lie 2 mm un-
der a line drawn from the radix to the tip. The nasal
profile will fall between the top and the bottom of the
ear. The ideal length of the nasal bridge is 45 mm, the
nasal width is 18 mm, and the alar width is 30 mm (or
equal to the intercanthal distance) or 70% of the nasal
length. The distance from the columellar base to the
tip is 19 mm. The nasofrontal angle measures between
115 and130°, and the angle of the nasal bridge from
the vertical line to the Frankfurt horizontal ranges
from 30 to 40°. The distance from the base of the nose
to the upper lip should be the same distance as the
width of the combined central upper and lower lip, or
the distance from the lower-lid lashes to the upper-lid
supratarsal crease. This “labial ledge” is unattractive
or aged if longer. The nasofacial angle ideally should
be 36° with a range of 30-40°. The nose should be
tilted up slightly with an open nasolabial angle of 95-
110°. The nasal projection should be 50-60% beyond
the vertical drawn from the nasal base to the upper-
lip vertical projection. As describe by Goode, the dis-
tance of the horizontal line from the alar groove to
the nasal tip should be 0.55-0.60 times the nasal
length.

11.4.5
The Beautiful Lips

Artistically, in the beautiful lips, the upper lip should
protrude out further than the lower lip, but the lower
lip should be fuller in volume than the upper lip.
There should be a slight, but distinctive upper lip
“white roll.” The lateral commissure should be at a
vertical line drawn down from the medial iris-pupil.
If a line is drawn from one commissure of the lip to
the other, this horizontal line would sit on the lower-
third point at the center of the upper lip. The upper
and lower lips should have a central fullness shaped
like two pairs of twin eggs lying against one another.
The lower-lip twin “Fabergé eggs” should be larger
and slightly more protuberant than those of the upper
lip. Within limits, society has readily correlated full-
ness or labial plumpness with beauty. A slight pouting
of the upper lip has been identified with youthfulness
or sensuality.

Scientifically, the beautiful lips are approximately
57-62 mm in width. The upper lip should have a dis-
tinctive Cupid’s bow with a slight pout or upward tilt
from the commissure to the Cupid’s peak of 10-20°.
The upper lip precedes or protrudes more than the
lower lip. The upper-lip vertical height is 8.5-9 mm,
and the lower-lip height is 9.5-10 mm. The width of
the philtrum, at the junction with the vermillion, is
10-11 mm and distinctive. From a central open point,
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located between the upper and lower lips, the hori-
zontal angle to the commissures should be at least 5
10°. The upper-lip and lower-lip angles of the Cupid’s
bow, off the horizontal, should be 10-20° positive and
negative, respectively. The distance from the base of
the columella to the Cupid’s bow horizontal or “labial
ledge” should be equal to or shorter than the distance
from the lower-lid lash line to the supratarsal crease.
The gingiva exposed in a smile should be 0-2 mm
maximum. The horizontal lip position should fall be-
hind the nasomental angle line at a distance of 4 mm
for the upper lip and 2 mm for the lower lip.

11.4.6
The Beautiful Chin and Mandible

Artistically, the beautiful chin and mandible should
be soft, slightly curved, and well defined. A delicate
menton is associated with more feminine beauty. The
chin should have adequate projection. The tip of the
chin should just touch a vertical line, dropped from
the nasion through the nasal spine and perpendicular
to the Frankfurt plane. On frontal view, two attrac-
tive mental “Fabergé eggs,” lying against one another
should be seen centrally. The “Fabergé eggs” at the
angle of the jaw are subtle, but distinct highlighted
sites. These represent fat and muscle soft tissue over
the masseter muscle. This Fabergé area, by calcula-
tion, is usually more attractive in the masculine face.
This pair of eggs should have an angle parallel to the
mandible.

Scientifically, the jaw line should be clean, smooth,
and relatively free of ptotic fat. The soft tissue of the
chin ranges in thickness from 10 to 14 mm. The chin
should be positioned on the vertical line drawn from
the nasion to the subnasale to the labrale inferius. The
mentolabial sulcus should lie approximately 4 mm
behind this line, or slightly anterior to a line drawn
down from the upper to the lower lips. The mandibu-
lar angle should be tilted from the chin up along the
jaw or mandibular border at least 10-25° from the
horizontal. The jaw angle should have a definite soft
tissue egg, lying over the masseter muscle. A distinc-
tive hollow should fall below the entire mandibular
border.

11.4.7
The Beautiful Neck

Artistically, the beautiful neck should be smooth and
long. The platysmal muscle bands should not be ap-
parent or be minimally visible. The submaxillary
glands should be supported and hidden. The Adam’s
apple or laryngeal cartilage should be minimally de-
fined.

Fig. 11.3. A beautiful face. A summary of the measured pa-
rameters of a beautiful face. A beautiful face differs from a
normal face in that it possesses uplifted angles and full, volu-
metric highlights. A The average width of the eye is 30.7 mm.
The intercanthal distance should equal the width of the eye,
ranging from 25.5 to 37.5 mm. The entire eyebrow, eye, and
eyelid should have at least a 5-7° lateral tilt upward. B The
most attractive nasal height, from the nasion to the columella,
is 48-50 mm. The ideal length of the nasal bridge is 45 mm,
the nasal width is 18 mm, and the alar width is 30 mm, or 70%
of the nasal length. The nasofrontal angle measures between
115 and 130° and the angle of the nasal bridge from the ver-
tical line to the Frankfurt horizontal ranges from 30 to 40°.
C The chin should be positioned on the vertical line drawn
from the nasion to the subnasale to the labrale inferius. The
mentolabial sulcus should lie approximately 4 mm behind
this line, or slightly anterior to a line drawn down from the
upper to the lower lips. The mandibular angle should be tilt-
ed from the chin up along the jaw or mandibular border at
least 10-25° from the horizontal. D Ideally, there should be a
smooth 10-20° climb from the medial to the lateral apex. The
distance from the eyebrow to the eyelid crease is 1.6 cm, from
the eyebrow to the midpupil is 2.5 cm, from the eyebrow to the
supraorbital rim is 1 cm, and from the eyebrow to the hairline
is 5-6 cm. E The measured peak height of the cheek eminence
should be 25-27 mm from the lateral canthus. The optimum
angle is 40°. The width of the cheeks or malar bone should be
equal to the width of the mandibular. This width is at least
15% less than the width between the zygomatic arches. F The
beautiful lips are approximately 57-62 mm in width. The up-
per lip should have a Cupid’s bow with an upward tilt from
the commissure to the Cupid’s peak of 10-20°. G The beauti-
ful neck has a 60-75° angulation with the horizontal line. The
mento-cervical angle should be 80-95°. The neck should have
a width approximately equal to the spacing of the vertical lines
dropped from the lateral canthi
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Scientifically, the beautiful neck has a width ap-
proximately equal to separation of the vertical lines
dropped from the lateral canthi. The neck has a defi-
nite 60-75° angulation with the horizontal line. The
mentocervical angle should be 80-95°. The submen-
tal fat pads and digastric muscles should not be prom-
inent.

11.4.8
Ears

The ears should not be excessively prominent or pro-
truding. with average-sized lobes.

The rim should be smooth. The height of the ear
should be equivalent to the distance from the glabella
to the nasal base. The antihelix should create a linear
highlight. The tragus should be curved, smooth, de-
fined, but not prominent. The long axis of the ear
should be parallel to the long axis of the nasal dor-
sum. The ears protrude from the skull at an angle of
20-30°. The lateral edge of the helix to the mastoid
skin is 15-25 mm.

11.4.9
The Beautiful Face

In my opinion, a beautiful face is oval or egg-shaped.
The fuller base is superior in position (like an egg
turned upside down).

1.5
The Standard of Beauty

Grace Kelly is a standard of beauty. Her facial features
all have positive, beautiful angles (A) and highlights
(H). The exquisite angles of her brow, eye, cheek, lips,
and neck all fall into the range of “beautiful.” Her full,
shapely, and well-positioned “Fabergé egg” fat pad
highlights are correctly positioned and score high on
the beauty index.

Both her angles and highlights (AH) are one of the
highest recorded on the beauty index scale (9.6/10),
confirming objectively her very subjective beauty.

11.6
The Facial Aging Mnemonic: SAG

Geographically, the face ages owing to displaced “hills
and valleys” and the formation of “ungroovy grooves”!
As an example, the fully hilly cheeks become valleys
of fat on the elderly. The normal fat or slightly con-
cave areas around the jowl areas become hilly jowls.

To simplify the basis of facial aging, I have come up
with the mnemonic SAG.

“S” for skin changes: Sun exposure, heredity, and
environmental toxins (smoking, drugs, alcohol, poor
diet, etc.) prematurely age the skin. This results in a
change in the health of the collagen and the loss of the
elastic properties of the skin. The skin loosens, wrin-
kles, and turns into a brownish-gray tone.

“A” for avoluptosis: This is the progressive loss of
facial fat and facial deflation. The deflated facial skin
falls against contracted facial ligaments, much like
snow falling in an avalanche against a fence. Owing to
this loss of facial fat, our face is like a deflating bal-
loon. As our face “deflates,” our grooves tighten and
the residual fat and skin falls against the “ungroovy”
grooves. This deflation results in the arc of aging as
fat is lost in the forehead, temples, brows, eyelids. and
cheeks. Fat gathers and fatty pads accumulate on the
lower cheeks, jowls, and under the chin.

“G” for groove formation: As one ages, the face
loses fat and ligaments contract, forming grooves.
Much like in an elderly person who has stiffness and
contracture of the shoulder, hip, and knee joints, our
facial ligaments also contract.

1.7
A Few Parallels in Life to Understand Facial Aging

The face truly ages like a collapsing balloon. There is
true bone and fat pad volume loss. This is like the de-
flation of the balloon. The loose skin and residual fat
then falls down against age-tightening ligaments
(avoluptosis). The two balloons are the same initially
and have the same surface area, elasticity, and poten-
tial volume. The “fuller” one represents a youthful
face and the deflated balloon represents the aged face,
having lost 40% of its volume. While both balloons
have the same physical properties, other than the vol-
ume of water inside them, they appear very different.
The “younger” balloon seems to have more “skin”, but
it does not.

Our goal in beautifying a face is to work from a
very natural structural foundation. We turn back the
clock 10-15 years and add natural beauty and youth-
fulness to the most important features. This triad of
naturalness, youthfulness, and beautification should
not be violated.
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Facelift-Related Anatomy

Dimitrije E. Panfilov

“Anatomia clavis et clavis medicinae”, said Gabriele
Fallopio, Italian pioneer of anatomy. It is the key and
helm of the whole medicine. Profound knowledge of
anatomic variations is the prerequisite for any physi-
cian who is thinking of becoming a surgeon. We will
pay attention especially to the topographic anatomy
of the face.

Epidermis - the upper layer of the skin - renews
itself. In babies this process is completed within
7 days; in our 70s, it takes 4-6 weeks. Below is the
corium, which is connected to the epidermis with col-
lagen and elastic fibres like a rubber layer. It allows
the flexibility of the skin. Losing collagen and elastic
fibres, our skin becomes wrinkled.

Between skin and bone there are fat layers, mus-
cles, fascias, nerves, vessels, ligaments, glands, and
lymph nodes. Muscles of the face have not only at-
tachments to the bone, but also to the skin. Musculus
orbicularis oris and mm. orbiculares oculi are circu-
lar muscles which have no attachments to the bone
and are most important for the countenance. M. orbi-
cularis oculi is, after the myocardium, the most active
muscle of the human body - it contracts every 4s
when we are awake. In 16 h our eyes are closed for
23 min.

There are sensory and motor nerves of the face. For
local anaesthesia of sensory nerves the most impor-

tant are nervus infraorbitalis (from n. maxillaris),
n. mentalis (from n. mandibularis), nn. supratrochle-
ares and supraorbitales (from n. ophtalmicus), the
greater auricular nerve, and the transverse cutaneous
nerve of neck. The motor nerve of the face is the facial
nerve, the seventh cephalic nerve, and n. oculomoto-
rius, the third cephalic nerve, is responsible for move-
ments of the eyes.

The facial skin is in certain points fixed with strips
of firm connecting tissue to the periosteum. We call
these formations retaining ligaments. They are not
elastic and do not follow the sagging of the skin. That
is why they cause dimples in the soft tissue of the face
with advanced ageing. We have to detach some of
them to obtain a smooth surface of the skin when we
perform rejuvenating surgeries. If we can do it blindly
it will not bleed. Otherwise, we have to do some elec-
trocoagulation. If those connecting ligaments do not
reach the periosteal layer, we speak of false retaining
ligaments.

Bryan Mendelson from Australia had a splendid
idea to compare the retaining ligaments with trees. In
this way their inflexibility becomes understandable
for everybody.

We detach the first three ligaments regularly when
performing facelift surgery, and last three we resect
seldom (Fig. 12.5).

Fig. 12.1. High-grade magnification of
the surface of the skin (Science Photo
Library)
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Fig.12.2. Topography of muscles of the face and branches of the
facial nerve. I Temporal branches of the facial nerve, 2 frontal
branches of the facial nerve, 3 zygomatic branches of the facial
nerve, 4 buccal branches of the facial nerve, 5 marginal man-
dibular branch of the facial nerve, 6 transverse nerve of the
neck, 7 frontal part of the epicranial frontooccipital muscle,

8 temporal muscle, 9 orbicularis occuli muscle, 10 masse-
ter muscle, 11 greater zygomatic muscle, 12 lesser zygomatic
muscle, 13 buccinator muscle, 14 risorius muscle, 15 orbicu-
laris oris muscle, 16 depressor anguli oris muscle, 17 mentalis
muscle, 18 platysma
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Fig. 12.3. Topography of facial vessels. 1 Parietal branches of
superficial temporal artery and vein, 2 frontal branches of su-
perficial temporal artery and vein, 3 transverse facial artery
and vein, 4 maxillary artery (and vein), 5 facial artery and vein,

i d

.‘!I §

6 angular branch of facial artery and vein, 7 submental vein
(and artery), 8 posterior external iugular vein, 9 external iu-
gular vein
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Fig.12.4. Frontal view of facial anatomy: muscles, nerves and
vessels. 1 Frontalis muscle, 2 superciliary corrugator muscle,
3 procerus muscle, 4 supraorbital nerve, 5 supratrochlear
nerve, 6 frontal branch of facial nerve, 7 orbicularis oculi mus-
cle, 8 zygomatic branch of facial nerve, 9 infraorbital nerve,
10 buccal branches of facial nerve, 11 parotid gland, 12 de-
pressor muscle of septum, 13 masseter muscle, 14 buccinator
muscle, 15 depressor anguli oris muscle (resected), 16 orbicu-
laris oris muscle, 17 mentalis nerve, 18 mentalis muscle, 19 de-

pressor labii inferioris muscle (of lower lip), 20 mental branch
of inferior alveolar artery, 21 risorius muscle, 22 parotid duct,
23 levator anguli oris muscle, 24 retromandibular artery and
vein, 25 levator labii superior muscle, 26 nasal muscle, 27 an-
gular artery and vein, 28 parietal branch of superficial tempo-
ral artery and vein, 29 temporal branch of superficial tempo-
ral artery and vein, 30 frontal branch of superficial temporal
artery and vein
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Fig.12.5. a Retainingligaments. b Botanic comparison with a tree rooted in the earth. ¢ Retaining ligaments as fibrous supporting
tissue connecting skin to the bone. d With advanced ageing, they show increased laxity and sagging of the skin

When we perform surgery we have to handle the
human tissue with awe. We have to respect the fact
that one squeeze of the forceps can destroy millions of
cells. Our operating technique has to be gentle and
respectful. If we act in this way we will have best pos-
sible healing and scar formations.

As a generous gesture, Walter Thiel, the superb
Austrian anatomist from Graz, has allowed us to re-
produce nine of his excellent cadaveric studies from
his remarkable work Photographic Atlas of Practical

Anatomy published by Springer. I am sure that many
young plastic surgeons to whom this book is ad-
dressed will benefit from these extremely precise
works and T am deeply thankful to Walter Thiel for
his generosity.
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Fig.12.5. e Facial retaining ligaments: the first three ligaments
we detouch regularly performing facelift surgery, and last
three we resect seldom. I Zygomatic ligament, 2 Platysma-

auricula ligament (false), 3 Masseteric cutaneous ligament
(false), 4 Orbital retaining ligament, 5 Buccal-maxillary re-
taining ligament (false), 6 Mandibular retaining ligament
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Fig.12.6. a McGregor’s malar patch produces a dimple in age-
ing cheeks. b McGregor’s malar patch - zygomatic retaining
ligament is a very firm formation. ¢ Buccal branches of facial
nerve visible below elevated superficial musculo-aponeurotic
system (SMAS) flap - indicated with a white triangle. d Huge
SMAS flap divided into three leaves. e Elevated tricuspidal

SMAS flap. f Bichat’s buccal fat pad expulsed through the
SMAS layer. g Fascia Loré below the preauricular incision is
very firm and suitable for fixation of the SMAS flap, not pro-
voking ear distortion. h A branch of the greater auricular nerve
appears some 5 cm below the earlobe
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Fig. 12.7. Retro- and subauricular region with m. sternocleidomastoideus and plexus cervicalis




Fig.12.8. Supra-SMAS and supraplatysmal layer
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Fig.12.9.

Parotid gland, branches of facial nerve with following vessels and supraplatysmal layer
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Fig.12.10. Parotid gland with rami zygomatici et buccales nervi facialis and subplatysmal ramus marginalis mandibularis



12 Facelift-Related Anatomy

O

Fig.12.11. All six branches of n. facialis branching below the parotid gland: ramus temporalis, ramus frontalis, ramus zygomati-
cus, ramus buccalis, ramus marginalis mandibularis, ramus colli




Fig.12.12. Periosteal plane of the face
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Fig. 12.13. Ramitemporales et frontales n. facialis are following
the vessels with the same names

Fig.12.15. Septum orbitale

Fig. 12.14. Musculus temporalis and musculus frontalis. Arcus
marginalis in-between



CHAPTER 13

13 Five Topographic Levels of the Face

and Four Layers of Surgical Acting

Dimitrije E. Panfilov

1. Forehead

2. Fyebrows Fyelids

4, Lips and Chin

5. Double Chin and Neck

The perception of the countenance happens below the
conscious level, but it is determinative for the inter-
course of two human beings. Harmonious order of
facial proportions can be divided in five facial “lev-
els™

1. Forehead

2. Eyebrows and eyelids

3. Midface with nose

4. Lips and chin

5. Double chin and neck

There are four layers of surgical acting:

1. Epidermis

2. Skin with subcutaneous fat layer

3. Muscle-superficial musculo-aponeurotic system-
muscle layer

4. Periosteum and bone

There are numerous operative techniques available
today for each of those levels and layers. Nowadays we
are not forced to do extended operations, which ac-
cording to the study of Edward Ivy and Paul Lorenc
from the USA result in more serious complications
and prolong the recovery time. We can combine less
aggressive procedures of different facial “mosaic
stones” to improve the final outcome, to reduce the
possible risks, and to shorten the recovery time.

Fig. 13.1. Five topographic
levels of the face

3. Midface with Nose which is the key of facial harmony - middle
third of vertical length of the face and middle structure of facial
symmetry dividing the face into left and right half

o\ )\
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Fig.13.2. Mona Lisa with mimic units

We have, however, to respect the mimic units not
exceeding our incisions or vectors of traction across
this limits or not to change too much soft-tissue ele-
ments across the bone structure like in some cases of
periosteal facelifts: it could produce an unnatural,
strange look. Suprema lex: our patients do not want to
look altered (different — to be somebody else), but
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Fig. 13.3. David with tension lines

want to look better! Under no circumstances we
should change somebody’s personal facial appear-
ance; there should be no alteration of recognitive per-
sonal look. Scars have to be hidden in natural folds of
the skin and should not cross the skin tension lines —
then they can become almost invisible or at least
hardly noticeable.

The supreme aim of our surgery should be the har-
mony of proportions among facial units to look pleas-
ant and not to provoke repulsion. The human weak-
ness for the beautiful has been scientifically confirmed
by the brain researcher Knut Kampe from Hamburg.

We receive 80% of all information visually. Hu-
mans more than animals live totally in an optical
world. The whiteness of the sclera allows the viewer to
recognize where the other human being is looking ,
what attracts his/her attention. Such a phenomenon
does not exist in primates. When two human beings
communicate they look into the eyes of each other.
We look through the pupils of the other person into
the fundus occuli, which is built of optical nerve as
the prolongation of the brain. Looking into the eyes,
we can see into the thoughts of each other, because at
the end of the look there is the brain at both ends.

Fig. 13.4. Plinius said: “Eyes are the windows of the soul.” and
Shakespeare wrote: “Love is born, lives and dies in the eyes.”
Panfilov: “Beauty is the metaphysics of the physics”

That is why Plinius said: “Eyes are the windows of the
soul.”
When we hate somebody, our pupils contract —

sympathicus reaction. Subconsciously we see less of

the hated person. When we love somebody our pupils
dilate: the loved person becomes blurred — we do not
see her/his imperfection. The saying is true: “Love is
blind.” The beauty of eyes determinates significantly
the whole person, and Shakespeare wrote: “Love is
born, lives and dies in the eyes.” The eyes are indeed a
very powerful instrument of our emotional expres-
sion.

Meeting the eyes of less attractive human beings
can cause negative feelings. The level of pleasure in-
creases as soon as those unbeautiful glances are
turned away, the medical scientist Knut Kampe
found.
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The Ideal Candidate

Dimitrije E. Panfilov

After initial consultation and examination, we try to
identify preferably the most convenient candidate,
who should, in the ideal case, be emotionally stabile
without psychic disturbances, and the intended sur-
gery should promise a great deal of success, that
means facial constellation is obviously correctable. If
the findings are minimal and psychic instability is
present, we are advised to think twice or to refuse to
perform surgery under such circumstances. The most
dangerous case would be obvious deformity connect-
ed with psychic instability. Also in such cases we
should do psychological sounding out. To operate on
somebody with untreated psychosis could have cata-
strophic or tragic consequences.
The ideal candidate for aesthetic surgery:
- Suffers because of real existent body disorder
- Has inner motivation
- Has no unrealistic expectations
- Has thought of surgery for a long period of time
beforehand
- Has a precise idea of the desired outcome

The ideal patient is not really that rare. He or she has
thought over the desired correction for a considerable
time (at least for a few months). The deformity is
clearly recognizable, to the patient and the surgeon as
well as to an unbiased observer. The patient can for-
mulate precisely what he or she expects to have al-
tered. The patient is motivated and would like this
correction to be done for himself/herself, that is, with
the purpose of achieving a better relationship with
himself/herself and not for the sake of other ambi-
tions.

The expectations regarding the changes that could
occur after the operation should not be set too high,
otherwise disappointment is preprogrammed. Fear of
the operation is normal and by all means understand-
able. Sometimes, however, it is so pronounced that it
prevents the patient from having the desired correc-
tion performed. It is for this reason that the fear
threshold should not be too low.

The ideal patient must have the ability to build up
trust in the surgeon of his/her choice. Not only good

Fig. 14.1. Prosopoplasty: face- and neck-lift, microlipofilling, eyelid surgery, and removing of crow’s-feet
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healing qualities but also a healthy portion of opti-
mism are very desirable and helpful. Finally, the ideal
patient must be organically healthy, that is, healthy
with regard to bodily functions. Emotional stability is
also important. This listing of characteristics does
not of course mean that we only accept ideal patients
to operate on. Under certain circumstances and after
thorough counselling, deliberation, and scrutiny,
even less ideal patients can be considered for surgery
if the patient’s expectations have been clarified and
there is mutual trust.

The patient beaming with happiness after comple-
tion of the treatment is a meaningful experience for

us. I would even say that many of us have become re-
ally addicted to this feeling and always want it anew.
To know that you have liberated someone from the
dungeon of their inhibitions and insecurity and infe-
riority complexes is a feeling that is second to none —
at least for me.
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Prerequisites of the Surgeon

Dimitrije E. Panfilov

Which qualities does the ideal surgeon require? The

ideal surgeon should:

- Posses a strong capacity for understanding and pa-
tience, both while operating and when listening to
patients

- Have undergone the right training, but also have
kept abreast of the current literature after complet-
ing the specialist training

- Attend congresses and courses at which the latest
methods of treatment are demonstrated, and have
work-shadowing experience with prominent sur-
geons who produce particularly good results using
certain operative procedures

- Have technical aptitude and dexterity, a high de-
gree of precision, but also a leaning towards artistic
design

- Work systematically and with endurance

Furthermore, humour is of great advantage. Finally,
sincerity and a love of his/her work are indispensable
for the ideal surgeon.

Albert Einstein once said that “fantasy is more im-
portant than knowledge”. Apart from his/her experi-
ence, a plastic surgeon too must have fantasy in order
to be able to already envisage the final result at the
start of the treatment, that is, how the patient will
look in 3 weeks’, 3 months’, or 3 years’ time. This is
particularly important with operations which can
only be performed over several sessions. As early as
1972 the cofounder of the Association of German
Plastic Surgeons, Ursula Schmidt-Tintemann, drew
up the following rules which are still valid today:

- The plastic surgeon must be able to judge whether a
certain procedure is really going to help the patient
above and beyond any organic reconstruction or
improvement.

- He/she must be in a position to weigh up whether the
operative risk is in reasonable proportion to the ef-
fective result.

- He/she must be capable of explaining these aspects
to the patient so that the, in the first instance,
‘healthy’ patient is informed and can make an inde-
pendent decision.

It is not always easy for patients to find a reliable sur-
geon who appears to be suitable for their particular
problem. It would seem logical to consult their family
doctor about it. Some patients are ashamed, however,
to shed their sorrow in several places and instead opt
for the direct way. Some also fear that their secret
might be somewhat at risk, if not from the family doc-
tor himself/herself then perhaps from the staff. And
besides, the family doctor’s basic attitude might be
hostile towards the entire aesthetic plastic surgery.
Our experience has shown that family doctors and
other doctors in private practice only refer patients to
us if they themselves are convinced about our work.
That is by all means a good thing.

The best and surest way to find a good doctor is by
word of mouth. Unfortunately with aesthetic plastic
surgery, patients are often disinclined to admit that
they have had surgery. Not frequently, beauticians
and hairdressers send us their clients for counselling.
Some patients just “stumble” across the sign on the
door, even though they are otherwise accustomed to
going about such things more systematically. The
addresses of specialist societies willing to send their
list of members are available from the medical asso-
ciation. Many patients search for the addresses of
clinics and surgeons in newspaper adverts. This is
also certainly a way of finding good reliable surgeons,
but one can also run into some “black sheep” who
have followed quite obscure training pathways and
only posses a very limited degree of experience and
knowledge. One cannot warn too often about such
“denigrators” because they discredit the entire medi-
cal profession by the damage they do.

No surgeon in the world, not even celebrities of our
profession, can talk them free of any complication.
With well-trained and experienced plastic surgeons,
these complications are rare. When something hap-
pens, these are mostly minor complications and we
are educated to master them. The ideal plastic sur-
geon also has honesty and the ability to recognize his/
her own mistakes, and is able to correct them and
move on.
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The well-mastered operative technique is “conditio
sine qua non”. There is the proper training to be com-
pleted. Learning surgical technique is some sort of
“monkey discipline”™ as good as our surgery teacher is
and as good as we can imitate him/her, so much we
will be better ourselves. In my first year of general
surgery training a female patient of 40 years, mother
of ten children, died 10 days after strumectomy of re-
current struma because the surgeon from whom I
learned cut the a. carotis communis in the belief it
was a superficial neck vein. He palpated it - but too
briefly. He was always hurrying when performing
surgery: he did his appendectomies within 4 min.

After this tragic experience I stopped considering
operative speed as one of qualities which I should
aimed for. I have seen many luminaries operating; I
have also watched many of the co-authors of this book
at work. No one was hurrying. All of them operated
slowly and carefully, but the operating times were al-
ways very short. Why? The real masters in our profes-
sion have no unnecessary movements. Every act, ev-
ery movement is well planned and carefully carried
out. That is the whole secret.

Notnagel said that “only a good human being could
be a good physician.” In a similar way we can add
“only a good physician could be a good plastic sur-
geon”, besides being a good human being. We can
summarize the characteristics of an ideal plastic sur-
geon:

- Passion

- Fantasy

- Precision

- Patience

- Love

- Artistic talent
- Luck

Fig.15.1. The operating theatre is the
“temple of our surgical religion”

Fig.15.2. Ronadro’s “Surgeon’s Prayer” Many plastic surgeons
pray to God for help in doing surgery well and in making their
patients happy

Surgeons Prerequisites. My former teacher, a great
didact, wrote at the end of his judging certification:
“I wish him ... and luck, so badly needed of any sur-
geon.”

The New England Journal of Medicine made a ques-
tionnaire among thousands of physicians to see if
they are praying for the welfare of their patients.
Those who had prayed had significantly more success
in healing!
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CHAPTER 16

Initial Consultation

Dimitrije E. Panfilov

The first contact our patients have with our office is
mostly through our staff by phone. This first com-
munication should avoid difficulties which could
arise. Our staff should note the patient’s name and
should call him/her by name when answering ques-
tions. The information should be general, even aver-
age costs could be given, if asked, but this communi-
cation should be friendly and interesting. At the end
of telephone conversation, an appointment could be
politely suggested. One should assure one’s staff of the
importance of telephone communication. Some pa-
tients call five to ten plastic surgeons and make the
decision of where to go just upon the kind, obliging
voice of your secretary. Recognize it as a success of
your staff if they make an appointment with this pa-
tient at the end of the phone call.

The patient is sitting for the first time in our wait-
ing room. The most frequent way for a patient to finds
us nowadays is the Internet or his/her GP has sent
him/her here after reading or hearing about our work
in the medical press or from lectures and forming his/
her own well-founded opinion of us. Perhaps the pa-
tient has also received recommendations from friends
who have been successfully treated in our clinic or
even a hairdresser told their clients where they pro-
duce fine scars after facelift! Less likely, he/she has
received the address after phoning the Medical Coun-
cil or even less likely he/she got it from a journal which
perhaps contained an article about our work, or he/
she has found the address in the Yellow Pages or in
advertisements. He/she could also have “stumbled”
into the surgery having noticed the sign bearing our
name and speciality.

The waiting room itself should be pleasant and
bright, if possible transparent communication with
our reception desk should be possible, there could be
some pleasant background music, and some neutral
pictures could decorate the walls; not only our diplo-
mas and awards should hang there. There should be a
folder with articles by our office/clinic from journals
for laymen , or if we have written a book on this topic
for laymen this, or at least a booklet about our clinic,
should be available for patients.

The waiting time should not be too long. Our staff
could offer some drinks (tea, coffee, etc.) and a ques-
tionnaire. On the front page there are personal data:
how the patient found our address, physical health,
severe illnesses, operations - especially the cosmetic
ones. The back page of our questionnaire is given as
in Fig. 16.1.

A harmonic understanding should develop be-
tween patient and doctor during their first meeting. A
prerequisite for this is that the patient’s hopes and ex-
pectations correspond with what is surgically feasible.
The outcome of an aesthetic operation can very well
please both parties; the patient is happy and the sur-
geon proud.

We should learn about our patients’

- Indication
Motivation
Expectation
Incubation

We should clarify these questions in order to deter-
mine favourable candidates for surgery and to be able
to diagnose and exclude the less good ones. If some-
body decided to undergo surgery just couple of weeks
ago — perhaps just because of an emotional stress situ-
ation — we should advise such a person to wait 2 or
3 months until his/her situation settles down. To rush
into a decision to be operated on could afterwards be
regretted.

If some woman expects from her husband who has
left her that he will return home after her facelift or if
somebody expects to get a dream job after becoming
more attractive through cosmetic surgery, these are
mostly unrealistic expectations and such patients
should be advised not to undergo cosmetic surgery. I
have never regretted saying “No” to a patient, but I
have sometimes regretted saying “Yes”.

It is useful to remember what Jack Sheen wrote in
his milestone of Aesthetic Rhinoplasty: “A psychiatrist
once told me, ‘If you can’t elicit a smile from a patient,
don’t operate!”. When a smile goes and comes back,
the bridge has been built.
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Do you wear glasses
Have you had psychiatric treatment O

What do you want corrected

Fig.16.1. Questionnaire

What is disturbing to you abour your appearance

Do you have a precise idea how the outcome should look

Why do you want this aperation

Do you want the operation far yourself or for any other reason

How long have you entertained the thought of having this correction done

Do you expect your life to change as a result and in what way

Have you observed that others have noticed your defect and/or commented on it

How important to you is the opinion of athers

Do you have problems at work or in the family

Are you often nervous, depressed

How many surgeons have you already consulted

How do you spend your spare time; what are your hobbies

Signature

Date

Schematic representation of the discussed correction (to be marked by the surgeon)

& Copyrighe Manfilav

Motivations for surgery should be reasonable and
the expectations not unrealistically high. We only can
recommend or agree with a patient’s wish for cosmet-
ic surgery if we can expect a somewhat reasonable im-
provement of her/his featural appearance. In the ideal
case we achieve from our patient more self-satisfac-
tion, more self-confidence. We do not only want to
earn money, we also want to have happy patients.

If our schedule is too busy, somebody from our
staff should show the patients in the waiting room our
album with pictures of our patients’ “before” and “af-
ter” surgeries, or should display those images with a
DVD player. I prefer to show these to my patients in
my consulting room on my laptop.

It is now our patient’s turn. He/she knocks, opens
the door, and enters the consultation room. His/her
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mind only marginally registers the furniture and
medical equipment. The doctor is the centre of his/
her interest: What does he/she look like? How is he/
she looking at me? Can he/she arouse my trust? Is he/
she in a hurry?

Even if we are short of time, we should not show
this to our patients. They need our whole concentra-
tion and reliable explanation. It is, however, a fact that
our patients remember only 30% of facts spoken dur-
ing an average consultation. I show them all the pos-
sibilities in modern facial aesthetic surgery on my
laptop, and afterwards we discuss the special problem
the patient has pointed out, to be solved in front of a
mirror.

Every question the patient asks should be answered
without necessarily entering into any mutual obliga-
tions. On the other hand, the doctors should be given
all the details which could influence the operation.
Matters of interest include:

1. Previous disorders

2. Any previous operations

3. Habits such as smoking and alcohol consumption
4. Any current medications, above all

- Anticoagulants prescribed after heart attacks,

heart-valve surgery, and thromboembolic events

- All medications containing acetylsalicylic acid

since they considerably increase the tendency to
bleed

- Hormone preparations, including hormone

contraceptives

The medications mentioned should be discontinued
before the planned operation.

The first consultation allows the surgeon to assess
the patient’s deformity and form a rough opinion
about the patient’s skin, subcutaneous fatty tissue,
and the time and effort required for the operation.
The surgeon will also take the opportunity of thor-

Fig. 16.2. Intimacy of the consulting
room: the secret of gaining the trust of
the patient is as unexplainable as the
conception of a child or of an artistic
work

oughly counselling the patient about risks and possi-
ble complications.

No final decision needs be made at the first consul-
tation as to whether the operation will be undertaken.
After the patient has received a wealth of information,
he/she should be given enough time to think things
over. Sometimes questions arise afterwards which
can be clarified on the phone or during a further con-
sultation. If both sides decide to refrain from an op-
eration, then much has been gained: worry, annoy-
ance, and disappointment have been avoided. If,
however, the operation is unanimously agreed upon
by both sides, then a sacred trust must be generated
between patient and doctor. Surgeons must be able to
assure patients that they will personally carry out the
operation and that they will be available during the
whole period of aftercare.

Some patients bring their spouse or companion to
the first consultation. This can be a beneficial sup-
port, and at the end the partner is often heard remark-
ing: “It doesn’t bother me, but if you think that it will
help you, then go ahead.”

Less often the opposite situation occurs. For ex-
ample, a woman may have an operation done secretly
to surprise her husband and the surprise has quite a
different effect than intended: the partner is disap-
pointed and feels aggrieved that he was deprived of
any involvement in deciding about such an important
issue. It is therefore our recommendation to inform
the partner about the intended operation, even though
the decision itself ultimately lies with the patient.
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The Interface Between Aesthetic Surgery,
Psychiatry and the Law: Some Practical Advice

Mark Gorney

171
Introduction

It is unfortunate that in the lengthy process of surgi-
cal education, most plastic surgeons fail to acquire
any real sense of the basic criteria for patient selec-
tion, nor the interface between aesthetic surgery and
psychiatry. It takes some experience to develop a real
sense of who is and who is not appropriately motivat-
ed for, what is after all, a voluntary anatomical revi-
sion [1]. Virtually all such surgeons emerge into the
real world filled with the latest techniques on the cut-
ting edge of their specialty. However, most have only
a vague concept of how to recognize the candidate for
a facelift who will benefit from the procedure ana-
tomically and psychologically from the one who will
be unhappy no matter the quality of improvement.

This problem is compounded by the endless love
affair between the media and the universe of beauty
surgery. The avalanche of publicity creates in the pub-
lic’s mind an image that is unreal and deceptive. The
impression that this kind of surgery is simple and
foolproof creates false expectations that later translate
into severe aggravations for the surgeon. Any attempt
to recruit a patient into this kind of surgery motivated
by a substantial professional fee can cost the surgeon
far more in the end.

There is little disagreement between mental health
professionals and aesthetic surgeons that patients
who exhibit signs suggestive of a variety of psychiatric
diagnoses constitute very poor candidates for any
elective surgery. However, some of the diagnoses,
such as body dysmorphic disorder, come in many
shades of gray. This compounds the difficulty for the
surgeon not familiar with the “red flags” which, to the
psychologist, may seem obvious,

To make matters even more confusing, those in
plastic surgery scarred by experience of sufficient
years can universally point to patients in their collec-
tion who do, in fact, present with minimal to moder-
ate deformity causing disproportionate patient con-
cern. However, some of these, after a well-executed
correction, undergo explosive positive personality
changes in their life.

So what should the surgeon’s appropriate response
be? Learning to say “No” may seem easy, but it is far
more complicated that it seems. Referral to a psychia-
trist or psychologist almost universally results in an
angry patient who walks out and will, sooner or later,
have the procedure done anyway (and harvest the
consequences). The only reasonable course left to the
surgeon is to learn as early in his/her career as possi-
ble to select among all those shades of gray. Where
uncertainty exists, it is prudent to fall back on the
counsel of more experienced colleagues or a psychia-
trist regardless of the consequences. Failure to do so
universally produces headaches for the surgeon far
beyond the value of any monetary reward. In its ulti-
mate (but thankfully rare) form, ignoring these red
flags has cost at least five surgeons their lives in the
past two decades. All were shot to death by a disturbed
patient dissatisfied with her results.

Of all medical specialists, the plastic and recon-
structive surgeon’s exposure to professional liability
is unique in at least two respects:

1. The plastic surgeon who performs elective aesthet-
ic surgery is not assuming the care of a sick or in-
jured patient to make him/her well. Rather it is a
matter of taking a well patient to make him/her
better.

2. The results of treatment are judged by the patient
according to standards that are entirely subjective,
and often colored by their self-image. The actual
result may be good, but if it does not meet the pa-
tient’s expectations, the procedure may be judged a
failure.

After years of practicing, teaching and evaluating
claims against plastic surgeons, this author has con-
cluded the four most critical ingredients for success-
ful plastic surgery outcomes are:

1. Competence

2. Communication

3. Appropriate patient selection criteria

4. Meaningful informed consent

The remainder of this chapter discusses in detail the
plastic surgeon’s obligation to the patient [2].
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17.2
Facelift sans Stigma

This chapter will not concern itself with the technical
aspects of the facelift operation. We leave that to the
many other excellent colleagues who have contributed
to this text. Rather, we will concentrate on those very
important facets of the procedure, which, no matter
the brilliance of the surgeon, can make a dramatic
difference between a happy patient and a dissatisfied
one despite the adequacy of the surgical improve-
ment.

Most patients who request rhytidectomy have an
endless variety of motivations. Within the natural
limitation of the quality of tissues they bring with
them, the surgeon may or may not be able to achieve
what the patient desires. One cannot make a designer
gown out of sackcloth. Assuming adequate quality of
the raw material, satisfaction with the end result of
the operation now becomes dependent on many fac-
tors that are within the control of the surgeon’s hands.
Given that most applicants for facelift are women, one
can safely assume that the majority desire a result that
is compatible with their age bracket. No rational 60-
year-old woman expects to look 30 when you finish.
What they do expect is that, given appropriate cos-
metic assistance, they will look the best they can
within their age group—freshened, more vibrant and
less “tired.” Most do not want their friends to be im-
mediately aware that they underwent surgery. This
implies that they want to look natural.

The surgeon should try to avoid the overly “tight”
look that announces from a distance that a facelift has
been done. The look of “eternal surprise” should be
avoided by exaggerated traction on the brows. The
surgeon must make every effort to avoid pulling the
temporal/preauricular hairline up and out of posi-
tion. This is most disturbing, because it is then virtu-
ally impossible to avoid advertising the operation. If
the preauricular incision is to be curved behind the
tragus of the ear, every effort should be made to re-
store the tragus and avoid leaving a widened, round
ear opening that looks like a “porthole” on a ship. One
of the most obvious advertisements that surgery has
been done is the distorted pulled-forward or elongat-
ed earlobe. There are many ways to avoid this. When
a woman looks down, she should not exhibit a series
of diagonal creases that appear along the cheek. This
trumpets the failure of the surgeon to take into ac-
count the positioning and the vectors of tension ap-
plied to the cheek flap before closure of the incisions.

All of these telltale signs can and should be avoid-
ed. With proper attention to detail at the operation,
even in the secondary or tertiary facelift, there are
ways to prevent these signs, or at least minimize them.
It is this kind of careful attention to detail and savoir-

faire that distinguishes the superior operator from
the ordinary one.

173
Disclosure: Informing Your Patients
Before They Consent

Most countries’ legal requirements hold that patients
must be told the most probable of known dangers and
the percentage likelihood. More remote risks may be
disclosed in general terms. Once the information has
been fully disclosed, that aspect of the physician’s ob-
ligation has been fulfilled. The weighing of risks is
usually not a medical judgment, but instead must be
reserved for the patient.

Any or all of the information is wasted unless it is
documented in the patient’s record. For legal purpos-
es, if it is not in the record, it never happened!

174
Elements of Adequate Disclosure

In all countries where consent is a real issue, the fol-

lowing elements of a valid informed consent fulfill

what the law usually requires [3]:

— The nature and purpose of the proposed treatment
or procedure and its anticipated benefits

- The risks, complications or side effects

— The probability of success, based on the patient’s
condition

- Reasonable available alternatives

In situations dealing with elective treatment, as with
cosmetic surgery, the open disclosure of risks and
consequences may need to be expanded. This is par-
ticularly necessary if the procedure is purely for cos-
metic purposes.

17.5
Documentation

An increasing number of laws and regulations in most
western countries now require the completion of spe-
cifically designed consent forms. Studies indicate that
physicians sometimes underestimate the patient’s
ability to understand. If your records disclose no dis-
cussion or consent, you must explain legally sufficient
reasons for such absence. It is a test of your communi-
cation sKkills if what you say to patients is less impor-
tant than how you say it in order to obtain meaningful
consent without frightening the patient. No permit or
form will absolve you from responsibility if there is
negligence; nor can a form guarantee that you will not
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be sued. Permits may vary from simple to incompre-
hensibly detailed. Most medical-legal authorities
agree that a middle ground exists. A well-drafted in-
formed-consent document is proof that you tried to
give the patient sufficient information on which to
base an intelligent decision. Such a document is often
the key to a successful malpractice defense when the
issue of consent to treatment arises.

17.6
Patient Selection Criteria

Well over half of the complaints after facelift can be
easily avoided. Most are based on failures of commu-
nication and/or patient selection criteria, not on tech-
nical faults. Patient selection, however, is the ultimate
inexact science. It is a mixture of surgical judgment,
gut feelings, personality interactions, the surgeon’s
ego strength and, regrettably, economic consider-
ations. Regardless of technical ability, a surgeon who
appears cold, arrogant or insensitive is more likely to
be sued than one who relates at a “personal” level. Ob-
viously, a doctor who is warm, sensitive, naturally
caring, with a well-developed sense of humor and
cordial attitude, is less likely to be the target of a mal-
practice claim. The ability to communicate clearly is
probably the most outstanding characteristic of the
claims-free surgeon. Communication is the sine qua
non of building a doctor—patient relationship. Unfor-
tunately, the ability to communicate well is a person-
ality characteristic that cannot be readily learned in
adulthood. It is an integral part of the surgeon’s per-
sonality.

There are, however, a number of helpful guidelines
in the selection of patients.

- Great expectations. There are certain patients who
have an unrealistic and idealized, but vague con-
ception of what elective aesthetic surgery is going
to do for them. They anticipate a major change in
life style with immediate recognition of their newly
acquired attractiveness. These patients obviously
have an unrealistic concept of where their surgical
journey is taking them and have great difficulty in
accepting the fact that any major surgical proce-
dure carries inherent risk.

- Excessively demanding patients. In general, the
patient who brings with him/her photographs,
drawings and exact architectural specifications
should be managed with great caution. Such a pa-
tient has little comprehension that the surgeon is
dealing with human flesh and blood; not wood or
clay. This patient must be made to understand the
realities of surgery, the vagaries of the healing pro-
cess and the margin of error that is a natural part
of any elective procedure. Such patients show very

little flexibility in accepting any failure on the part
of the surgeon to deliver what the patient antici-
pated.

- Familial disapproval. It is far more comfortable,
although not essential, if the immediate family ap-
proves of the surgery being sought. If there is dis-
approval, errors in communication or less than
optimal results, this may produce an automatic
“See, I told you so!” reaction, which deepens the
guilt and dissatisfaction of the patient.

- Patients you do not like (or who do not like you).
Regardless of the surgeon’s personality, in life there
are people whom you simply “do not like” or who
do not like you. Most experienced surgeons know
within minutes of entering the examining room
whether or not they will or will not be operating on
that patient. Accepting a patient whom you basi-
cally dislike is a serious mistake. A clash of person-
alities for whatever reason is bound to affect the
outcome of the case, regardless of the actual quali-
ty of the postoperative result. No matter how “in-
teresting” such a case may appear, it is far better to
decline the patient.

— The “surgiholic” [4]. A patient who has had a vari-
ety of plastic surgery procedures performed is of-
ten attempting to compensate for a poor self-image
with repeated surgeries. In addition to the implica-
tions of such a personality pattern, the surgeon is
also confronted with a more difficult anatomical
situation owing to the previous surgeries. He or she
also risks unfavorable comparison with previous
surgeons. Often the percentage of achievable im-
provement is not worth the risk of the procedure.

Generally speaking, there is a clear risk-benefit ratio
to every surgical procedure. If the risk-benefit ratio is
favorable, the surgery can be encouraged and has a
high probability of success. If the risk-benefit ratio is
unfavorable, the reverse not only applies, but the un-
intended consequences of the unfavorable outcome
may turn out to be disproportionate to the surgical
result. The only way to avoid this debacle is to learn
how to identify those patients whose body image and
personality characteristics make them unsuitable for
the surgery that they seek.

17.7
Scarring in General

Most surgeons assume the patient understands
that healing entails formation of scar. Unfortunately,
it is seldom discussed in the preoperative consulta-
tion. In plastic and reconstructive surgery, the ap-
pearance of the resulting scar can be the major genesis
of dissatisfaction. It is imperative that the plastic sur-
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geon obtains from the patient clear evidence of their
comprehension that without scar there is no healing.
The patient must be made to understand that their
healing qualities are as individual to them as the tex-
ture of their hair or the color of their eyes; it is built
into their genetic program. Documentation of such
conversation in the preoperative chart should go a
long way towards making any resulting claim more
defensible.

17.8
Psychological and Psychiatric Aspects
of Modifying Anatomy

The growing popularity of elective aesthetic surgery
makes it imperative to establish clear criteria of pa-
tient selection. Who, then, is the “ideal” candidate for
aesthetic surgery? The surgeon must differentiate be-
tween healthy and unhealthy reasons for seeking aes-
thetic improvement.

Most litigation in plastic surgery has the common
denominator of poor communication. This doctor-
patient relationship can be shattered by the surgeon’s
arrogance, hostility, coldness (real or imagined) or
simply by the fact that the patient feels that “he or she
did not care”. There are only two ways to avoid such a
debacle: (1) make sure that the patient has no reason
to feel that way and (2) avoid a patient who is going to
feel that way no matter what is done.

Although the doctor’s skill, reputation and other
intangible factors contribute to a patient’s sense of
confidence, rapport between patient and doctor is
based on open and accurate communication. This
will normally prevent the vicious cycle of disappoint-
ment, anger and frustration by the patient, and reac-
tive hostility, defensiveness, followed by arrogance
from the doctor, which deepens the patient’s anger
and ultimately may provoke a lawsuit.

17.8.1
Anger: a Root Cause of Malpractice Claims

Patients feel both anxious and bewildered when elec-
tive surgery does not go smoothly. The borderline be-
tween anxiety and anger is tenuous, and the conver-
sion factor is uncertainty — fear of the unknown. A
patient frightened by a postoperative complication or
uncertain about the future may surmise: “If it is the
doctor’s fault, then the responsibility for correction
falls on the doctor.”

The patient’s perceptions may clash with the physi-
cian’s anxieties, insecurities and wounded pride.
The patient blames the physician, who in turn be-
comes defensive. At this delicate juncture, the physi-
cian’s reaction can set in motion or prevent a chain

reaction. The physician must put aside feelings of
disappointment, anxiety, defensiveness and hostility
to understand that he or she is probably dealing with
a frightened patient who is using anger to gain con-
trol.

The patient’s perception that the physician under-
stands that uncertainty, and will join with him/her to
help to overcome it, may be the deciding factor in pre-
serving the therapeutic relationship.

One of the worst errors in dealing with angry or
dissatisfied patients is to try to avoid them. It is neces-
sary to actively participate in the process rather than
attempting to avoid the issue. Nothing will diffuse
anger more effectively than a clear manifestation of
concern and willingness to do everything possible to
correct the situation.

17.8.2
Body Dysmorphic Disorder

Beware of the patient showing a pathological preoc-
cupation about a physical trait that may be within
normal limits or so insignificant as to be hardly no-
ticeable, but which to the patient has become a con-
suming obsession [5].

As the popularity of aesthetic surgery increases,
one is reminded of the fairytale that asks the ques-
tion: “Mirror, mirror on the wall, who’s the fairest of
them all?” The number of patients finding comfort
and solace in repetitive elective surgical procedures is
growing. Beyond the unrealistic expectations of aes-
thetic correction, many patients are seeking surgery
when the need for it is dubious at best. The physical
change sought through surgery is usually more a
manifestation of flawed body image in a disturbed
mind than a measurable deviation from physical nor-
mality.

As the trend to advertising and “marketing” cos-
metic surgery grows worldwide, there is greater prob-
ability that those living in the shadow of borderline
psychological abnormality will eventually decide on
the surgeon’s scalpel, rather than the psychiatrist’s
consultation as an answer to their problem.

Since patients with body dysmorphic disorder nev-
er carry that badge openly into the consultation with
the plastic surgeon, medical disputes about the surgi-
cal outcome depend entirely on what was said versus
what was understood. This is where accurate detailed
documentation of what was said becomes absolutely
critical.

In the best of all possible worlds, the prospective
patient would project from his or her mind onto a
screen exactly the changes he or she conceives, for the
surgeon to decide whether or not he/she can translate
that image into reality. Lamentably, we are still many
decades short of achieving such imaginary technolo-



82

gy. It is easy for the well-meaning surgeon to be de-
ceived about the patient’s pathological motivation.

There are many examples of beneficial change
wrought through successful aesthetic corrective sur-
gery. Nonetheless, statistically the odds for an unfa-
vorable result and a claim are much greater when the
comparison between the objective deformity and the
distress it creates in the patient is out of proportion
The surgeon is cautioned to search for appropriate
psychological balance and lean strongly against sur-
gery in those where there is doubt.

It is possible to reduce the likelihood of all these
unpleasant experiences by the application of simple
principles: maintaining good communication and
rapport with the patient through good times and bad,
restricting your practice to those procedures with
which you feel thoroughly comfortable, close and
careful attention to documentation of your activities,

and above all, the realization that a normal tempera-
ture and a valid credit card by themselves are very
poor criteria for elective aesthetic surgery.
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CHAPTER 18

Identifying the Body Dysmorphic Patient

in Aesthetic Surgery

Darryl James Hodgkinson

18.1
Introduction

Body dysmorphic disorder (BDD), formally called
body dysmorphophobia, is a psychiatric illness of per-
ceived ugliness. The disorder has been referred to in
the medical literature for nearly 100 years but only re-
cently entered the psychiatric classification of diseas-
es.

Increasingly, patients with BDD seek out a cosmet-
ic surgeon to find a solution to their perceived, often-
delusional body fixation and too often are profoundly
dissatisfied with the outcomes of cosmetic surgery.
Plastic surgeons have been aware of the difficulty op-
erating on patients with psychiatric disorders and
gave advice [5] to refuse surgery to those individuals
with imagined disfigurement [14]. The plastic sur-
geon should be aware of BDD, know how to identify
the possibility of its presence and refer to a mental
health care professional, rather than unwittingly op-
erate on a patient.

18.2
BDD - the Scope of the Problem

In 1997, the Diagnostics and Statistical Manual of
Mental Diseases (fourth edition; DMS 4) published by
the American Psychiatric Association classified BDD
as a somatoform disorder. BDD is on the increase
within the general population and perhaps 2% of the
population are affected and the incidence is rising.
The manifestations of the disorder include a fixation
on appearance and social avoidance mechanisms be-
cause of a perceived deformity and becomes evident
in 70% of cases in late teenage years. The disease is
progressive and body part dysfunction can change
over time. The incidence appears to be about equal for
both sexes. The public is also much like the medical
fraternity becoming more aware of BDD. Popular
books [12] as well as self-help manuals [3] and Web-
site support and chat rooms are available for the grow-
ing number of the population who have or believe
they suffer from BDD [17, 18].

18.3
The Characteristics of Individuals Suffering from BDD

BDD sufferers are extremely disparaging concerning
their body appearance far in excess of what an objec-
tive assessment would be. Their fixation upon their
appearance leads to social avoidance, hours per day of
preoccupation eventually interfering with profession-
al and personal lives. The causation is not known;
however, psychological factors may play a part, in-
cluding early teasing at school, and an accentuation
by print media on body perfection and the perceived
psychosocial benefits of an ideal form of beauty are
thought to play a part. A neurobiological explanation
has been sought and suggested as a precursor, making
individuals vulnerable to developing BDD. The treat-
ment response of BDD to serotonin reuptake inhibi-
tors (SRI) also suggests that a disturbed brain chemis-
try may play an important role. The sufferer may
resort to extreme rituals of camouflage, including ex-
cessive make-up, wearing wigs and large hats, and
may often turn to dermatologists or plastic surgeons
to seek out a surgical solution. Depression and sui-
cidal behavior is not infrequent.

The body sites reported most frequently of concern
include hair, nose, skin, eyes, thighs, abdomen, breast
size and shape, lips, chin, scars, height and teeth. It is
difficult to delineate between obsessive-compulsive
disorder and the treatment of both is similar. Besides
depression, the occurrence of sexual dysfunction
makes diagnosis difficult [19].

People with eating disorders and obesity have sim-
ilar features to those of BDD patients, such as fre-
quently weighing themselves, checking in the mirror
and excessive weightlifting or exercising. Other symp-
toms might include avoidance of mirrors or reflective
surfaces, constant scrutinizing the appearance of oth-
ers, excessive grooming (Fig. 18.1), seeking reassur-
ance from parents or dependence on others for con-
stant reassurance, touching, picking or fiddling with
the defect, repeated measuring or photographing of
the defect, avoidance of social contact, withdrawn,
housebound truancy, avoiding athletics, boating or
drama classes and failure to hold employment.
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Figure 1 - Hodakinson

18.4
Signs of BDD

To the surgeon, catastrophized dislike or disgust of a
minimum defect or variation in size, shape or mini-
mal scar is an alert or red flag to suggest BDD. The
over-made-up or doll-like patient, or those with a
clinging friend, parent or relative also can be an alert.
The difficulty arises in the degree of disability exhib-
ited by those with a minor disorder and the more
subtle presentation which can become florid symp-
tomatology after cosmetic surgery.

18.5
The Cosmetic Surgery Junkie

Up to 6-15% of patients presenting to the plastic sur-
geon for cosmetic surgery may suffer from BDD [13].
Patients previously operated upon, especially if mul-
tiple times and the patients are still dissatisfied, could
likely be afflicted by BDD.

The cosmetic surgery junkie is a red flag candidate.
In rhinoplastic surgery, it is estimated that men are
three times more likely to be dissatisfied with their
surgery than women [7]. The outcome of cosmetic
surgery for each patient must be judged in psycho-
logical terms as well as in objective changes and for
the patient the expectations are mostly psychological
or psychosocial [11]. We need to appreciate the expec-
tations of external factors improving (enhancement
of social networks, relationships and employment) is
paramount for the patient (Fig. 18.2); hence, a dissat-
isfied patient may have failed with the external factors
and attributes failure to the perceived unsuccessful
cosmetic surgery operation.

Fig. 18.1. Body dysmorphic disorder
patients may either check themselves
in mirrors constantly or avoid them
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Figure 2 - Hodgkinson

Fig. 18.2. The expectations for a patient are mainly psychologi-
cal or psychosocial

The solution becomes more surgery, which com-
pounds a pre-existing unresolved, psychosocial prob-
lem. If patients regard cosmetic surgery as a life pana-
cea or epic-changing event, they are likely to be
disappointed when the physical changes do not lead
to the anticipated social outcome. After surgery, pain,
numbness, minor healing problems or complications
will accentuate anxieties in all patients and especially
in the BDD patient, resulting in the exacerbation of
symptoms or a BDD attack with feelings of anger,
hopelessness and despair.
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18.6
Diagnostic Tests for BDD

Cosmetic surgery aims to improve a patient’s body
image and self-esteem (Fig. 18.3). Disturbances of
body image are present in a wide variety of psychiat-
ric illnesses, including hypochondria, eating disor-
ders, social phobia and schizophrenia [1]. Psychologi-
cal evaluation of patients is not standard in clinical
plastic surgery practice. Questioning of motivation
and interview techniques to ascertain how realistic a
patient is, however, standard. Considering that 50%
of patients presenting for cosmetic surgery are on
psychotropic medications and 27% of those are taking
antidepressants suggests that perhaps some standard
psychological tests should be introduced into the ini-
tial cosmetic surgery consultation [9]. Only a few au-
thors have suggested this as a routine [15].

A suspicion of BDD might indicate that a simple
standard questionnaire be called the BDD question-
naire (Table 18.1) [12]. A more specific diagnostic
questionnaire is the BDD examination self-report [3].
To determine the severity of BDD, Phillips [12] has
developed the BDD-YBOCS to be used by interview-
ing mental health care professionals to assess the se-
verity of the disorder. This tool is more likely to be
used as a clinical research tool by a psychiatrist. The
diagnosis is confirmed by a psychiatrist who confirms
the criteria as outlined in the DSM 4 which meet that
for BDD. The plastic surgeon’s suspicion or red flags
perhaps with the aid of a screening BDD question-
naire should alert him/her to refer the patient to a
psychologist or psychiatrist who can confirm the di-
agnosis and initiate treatment if the diagnosis is con-
firmed.

Figure 3 — Hodgkinson

18.7
Treatment of BDD

Once BDD is suspected or identified, avoidance of
surgery is paramount and referral to the mental health
care professional obligatory. Cognitive behavior ther-
apy is a mainstay treatment for dealing with the be-
havioral components of BDD, focusing on response,
prevention and behavioral change.

Medications complement the behavior therapy
and, in particular, SRIs are clinically helpful as they
are in the treatment of anxiety disorders. The pre-
scribing and management of these patients is out of
the realm of the plastic surgeon and is left to the treat-
ing psychiatrist.

18.8
The Consequences of Operating on Patients
with BDD

All surgeons have had or will have the unfortunate
experience of operating on patients who become pro-
foundly dissatisfied with the surgical outcome even
when objectively the result is satisfactory. It is likely
that many of these patients were not diagnosed with
BDD prior to them becoming unwittingly operated
on. A minor problem such as wound healing, scar,
numbness or persistent bruising can trigger profound
dissatisfaction or the BDD “attack,” No amount of en-
couragement or support will mitigate their disap-
pointment and these people become the total focus of
you and your staff’s working and out-of-office time
often at the expense of other patients in the practice.
The stress levels of the treating surgeon and his/her

Fig.18.3. A satisfied cosmetic surgery
patient has an improved body image
and self-esteem
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staff are increased dramatically. This worsens if the
dissatisfied patient begins to threaten the physician
with violence. Unchecked, the BDD patient often pro-
ceeds to litigation. Bodily harm and even murder of a
surgeon are possible but an unlikely sequence. The
following three cases , two patients I operated unwit-
tingly on and another I reviewed for a colleague, dem-
onstrate the diverse but disturbing sequelae of operat-
ing on patients with BDD.

18.8.1
Kate

Kate, a 20-year-old attractive white woman, presented
for breast enlargement. Her request was for 600 ml as
she claimed she wanted to become a Penthouse cen-
terfold model. T acquiesced and provided a larger than
normal DD result. Within 12 months, the patient re-
quested even larger implants to 800 ml. The request
was denied. She then wished to have facial enhance-
ment, larger lips, cheek implants, rhinoplasty and la-
ser resurfacing. What followed was a conservative
rhinoplasty as well as a Terino shell silicone implant
bilaterally and laser resurfacing. Initially, the patient
was satisfied with the result but she began wearing
huge sombrero-like hats and became extremely made
up, using extreme amounts of make-up and lipstick.
She soon requested another rhinoplasty saying she
wanted her nose to be small and to look “operated
upon.” After I refused to reoperate, she ignored my
counseling not to destroy a perfectly good surgical re-
sult and found a willing surgeon to operation on her
nose. Her operated-on nose gave her a bizarre simian
appearance with which she was ambivalent. Her in-
terpersonal relations with older, married men and the
suicide of a peer male boyfriend accompanied the un-
happy consequences of her cosmetic surgery. I asked
Kate if she thought she should never have started with
cosmetic surgery and she concurred. Kate demon-
strates the trap of repeated surgeries which eventually
led to a deformity justifying her delusions of unat-
tractiveness.

18.8.2
Brad

Brad, a 25-year-old male actor, presented for assess-
ment of his nose, having previously had three rhino-
plasties, two of which were performed by recognized
rhinoplastic surgeons. Both surgeons and the original
operator had refunded the patient the surgical fee af-
ter the patient became profoundly dissatisfied with
their effort. There was a slight deformity of the dor-
sum of the nose and irregularity of the glabella owing
to lack of infracture of the nasal bones confirmed by

CAT scan. Multiple consultations followed along with
communication with two of the previous surgeons.
The patient claimed that his acting career had been
adversely affected by his nasal appearance. A conser-
vative rhinoplasty was agreed upon and a slight mod-
ification of the dorsum and osteotomy to narrow the
bony vault was carried out. Immediately, the patient
was dissatisfied and would not hear that swelling was
still present 6 weeks postoperatively. The patient re-
turned repeatedly and brought with him a female
partner from whom he regularly sought reassurance
and confirmation of his distress and inability to work.
He demanded a refund of his surgical fee. After refus-
ing this initially, I referred the problem to my medical
indemnity company, who after reviewing all docu-
ments and photographs recommended I not acquiesce
to the patient’s demands. On informing the patient of
my indemnity company’s decision, Brad reigned
down a litany of abuse saying that he would get the
surgeon (me) and was on his way to get his money.
These threats were reported to local police, who con-
tacted Brad advising him not to proceed with his
threats and not to contact the office. I have not heard
from the patient since, however, to my angst, I have
been notified that Brad is a member of my local pri-
vate tennis club and I am now not comfortable play-
ing at that club. Brad illustrates how dissatisfaction
occurs quickly after surgery and can become violent.
It also points to the fact that male secondary rhino-
plastic cases are of particular concern for BDD.

18.8.3
Janene

Janene’s file was sent to me to review by the indem-
nity company of a colleague in another state of
Australia. Preoperatively, the patient, a 41-year-old
woman had a doll-like facial appearance. She was fas-
tidiously attired, complained of wrinkles around her
eyes, some crow’s-feet and some excessive skin in her
upper eyelids. The surgeon skilled at laser blepharo-
plasty suggested a modest removal of upper-lid skin
and lower-lid laserbrasion of her wrinkles. The proce-
dures were carried out without complications. At
3 months, there was no lag ophthalmia, minimal pig-
mentary changes and good elimination of the crow’s-
feet and lower-lid wrinkles. Janene was, however, pro-
foundly dissatisfied, saying that her life had been
ruined. She wrote a 25 page letter of complaint to the
operating surgeon. She reported the surgeon to the
State Medical Board and arrived at the surgeon’s of-
fice on Christmas Eve demanding her clinical notes.
The local police had to be summoned to remove her
from the premises. Janene pursued her complaint
through the Health Care Complaints Commission
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and subsequently her case was heard and brought be-
fore the State Medical Board. A disciplinary hearing
of the operating surgeon then ensued. This patient
represents the “doll-like” perfectionist, obsessed with
her appearance with no minimal deformity who is
unwittingly operated on by a colleague.

18.9
Discussion

There is a paucity of plastic surgery literature regard-
ing the psychosocial changes in patients who undergo
cosmetic surgery [15]. We are aware that surgery will
not affect a positive psychosocial change in patients
with BDD. BDD is now recognized as a specific entity
similar to how the public and medical profession
viewed anorexia nervosa in the 1960s and 1970s and
we recognize the treatment of the disorder as psychi-
atric and not surgical. Efforts to screen for BDDs are
coming into our plastic surgery literature [2] but this
is usually in a university-based setting rather than in
an individual private practice [10, 16]. Awareness of
the pitfalls of operating on patients with BDD alerts
us to the possible adverse psychosocial pitfalls and
operating on other patients with related somatoform
disorders and, in particular, obese patients. Obese pa-
tients might maintain their victim status and be dis-
satisfied with the ever-increasing services offered to
them, including large-volume liposuction and skin
resection procedures after bariatric surgical stomach
stapling. Whether interview technique or specific
BDD testing is used to identify the potential BDD suf-
ferer, the responsibility of the operating surgeon is to
deny surgery. Dissatisfaction with a cosmetic surgery
operation which falls short of a patient’s expectations
can lead to a legal judgment against the surgeon even
if the objective result is satisfactory [8]. The legal pro-
fession has a penchant for compensation of “victims”
and the BDD patient dissatisfied with surgery falls
into the category of “victim.” BDD unrecognized is
no longer likely to be a satisfactory excuse for the in-
curred suffering of the postoperative patient. The so-
cial isolation, depression and loss of time from occu-
pation by their fixation compounds the damages
against the surgeon. BDD is firmly established as a
psychiatric illness and it behooves us to recognize
these patients before rather than after they have un-
dergone surgery [4, 6].
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CHAPTER 19

Examination

Dimitrije E. Panfilov

The next step is diagnosis. We take at least an en face
picture of the patient and, if possible, both profiles, to
be able to analyse it together with the patient after-
wards. Then the patient is turned towards a large mir-
ror and we turn towards the patient’s face. She/he ex-
plains which details are disturbing her/him. We now
can explain what we can do and how. Incisions and
especially the scar position should be explained in de-
tail. Also, operative technique and changing the facial
structures by pulling the skin should be demonstrat-
ed. Nowadays PC simulation of the possible result of
the surgery in many clinics and offices in developed
countries is a “conditio sine qua non”, that means
obligatory.

At the same time we examine the quality of the
skin, its thickness, and mobility. If we have an idea of
what else could improve the facial appearance of this
particular patient, we ask her/him to propose it. Some
patients are thankful for this, but some already have
their prefabricated opinion of what they want to
achieve and cannot follow our ideas. This is what we
have to respect. The aim of anthropometric perfec-
tion of the plastic surgeon is not the deciding factor,
but the wishes of the patient.

Anyhow, each and every face is unique, so we have
to make an individualized plan of surgical and non-

surgical measurements which we believe will promise
the most effective improvement of our patient’s face.
It is advisable to list these points according to the ef-
fectiveness for this particular face from the most ef-
fective to the least effective ones, because it is finan-
cially different if we do just one or more operative
steps. The patient who is not willing (or able) to pay
for a composite treatment can choose the treatments
which will bring her/him the most effectiveness.

When we then analyse the picture of the patient
together with her/him, they are mostly astonished
how they look on digital or Polaroid photographs
which are fully illuminated, without shadows. This
makes it easier to propose operative steps and plan
the composite surgery together with the patient. Also
it is very useful after weeks or months, when the pa-
tient has forgotten how he/she looked , to compare the
preoperative and postoperative pictures. Then all
doubts disappear.
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Fig.19.1. A photographic studio can
be improvised with a demonstrating
mirror in the corner of the consulting
room, hidden behind a partition wall



CHAPTER 20

20

Digital Photography and Computer Imaging

Luiz S. Toledo, Richard W. Dabb

20.1
Introduction

Plastic surgeons have an intimate relationship with
photography. It has always been part of our practices
for documenting our work, for educational and legal
purposes. The digital revolution has completely
changed our offices, our office budgets, our lectures
and our profession. The first change came when we
introduced computers into our practice.

The use of the new computer programs as a means
of filing preoperative and postoperative photographs
and postsurgical projection images is now widely
used amongst plastic surgeons.

Digital photography was next. Use of celluloid
might be ending and soon all image capturing will be
digital. The digital storage of images is no longer a
problem, the color is constant, the image does not de-
teriorate as traditional film does, and can be stored,
reproduced and accessed easily and quickly. Presenta-
tions for congresses and patients have improved. We
have witnessed the change from slide carrousels to
digital presentations in our congresses.

People are usually resistant to change and many
plastic surgeons are still afraid to enter the digital
photography era. It takes time to learn and to adapt to
anew technology. The same is true with surgical tech-
niques. Surgeons who rarely change surgical tech-
niques will probably be the last ones to buy a digital
camera. Maybe they can buy one, but not use it in
their practices.

Some questions arise: Should we replace our film
cameras completely? Are we going to print out every
photograph taken or just store them on the hard disk,
printing just a few? Will the photographs be taken in
a studio, an examining room, an operating room or
by the bedside?

You will have to determine the quality of the cam-
era you actually need, and what price range you can
afford. Buy only what you really need! Of course it is
good to have the best camera available, but how often
will you use all of its features? If your main concern is
image quality, your initial investment will be bigger

than if you prefer ease of use. If you only need photo-

graphs for smaller prints, a lower-resolution camera

will do.

You will want to pay only for the features that are
most important to you. Some surgeons are more spe-
cialized in faces, others perform more body proce-
dures. Will you need the camera for closeups or for
body photographs? Probably both. We can photo-
graph for documentation, to monitor a treatment or
to alter the image during a patient consultation. Not
every surgeon teaches or lectures. Some features
might be unnecessary if you do not. Some surgeons
photograph several cases per day, others only a couple
of cases per week. You will have to think also about
the recurring costs, such as the type and quality of
prints. You can make your own prints, using self-de-
veloping instant film or you can email the digital im-
ages to a laboratory and have them delivered to your
office. That will depend on the time available, if you
have to take the prints to the operating room or only
attach them to the patient’s chart.

There is a wide variety of printers available:

- Black and white laser printer: They produce inex-
pensive grayscale prints suitable for many purpos-
es.

- Color laser printer: A color laser printer offers a
good speed and low per print costs. It is not the
best choice for photography, but the results on
plain paper can be impressive.

- Inkjet Printer: These inexpensive printers provide
very good color prints. The print speed is very slow,
but with special paper they can provide the best re-
sults.

- Photo Printer: Instant color film or photographic
paper is used to produce true photographic output
from digital files. Expensive.

Digital photography can save you money because you
can capture and review images and print only the
good ones. And the storage card can be erased and
reused as soon as you transfer the images to the com-
puter.
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20.2
Computers

If you have computers in every room, patient data can
be entered by front-office staff and images captured
in photographic room or studio are available immedi-
ately in examining rooms. If you want to save money
on your computer, the processor — CPU - is probably
a good place to trim. You do not have to get the latest,
fastest, because the difference between 1 and 2.3 GHz
probably will not be noticeable. But you will need at
least 512 MB of memory - RAM - or more for imag-
ing. You will also need a high-capacity hard drive
(120 GB or more) and probably another external hard
drive to store images and for backup. Remember you
can probably store about 1,000 images per gigabyte.
You can also backup on CD-R or DVD and for this
you will need a recorder. If you need to transfer pho-
tographs or lecture presentations to another computer
you can do it with a CD-R or a Flashcard.

20.3
E-Labs

If you do not want to print the photographs yourself,
most cities today have e-labs. You can email your files
to an e-lab and receive the printed photos the next day
by courier. Large files (up to 1 GB) can be sent to the
laboratory via http://www.yousendit.com. Many lab-
oratories already have their own Internet system on
their Web site where you can upload your photo-
graphs.

20.4
Cameras

There are several cameras on the market. You will

have to choose the one that best suits your interests.

And it is probably better to have more than one. You

might want to leave your office camera all set for the

professional work and take another camera, usually a

smaller one, with you to different places. Some ex-

amples of cameras are:

1. Sony Cyber-shot DSC-H1 (Fig. 20.1)

5.1 megapixel CCD imager

Pop-up flash

- Multipattern metering

- Auto focus and manual exposure modes. Macro
2cm

- Wide-angle, telephoto, closeup

- Sony lens 36-432 mm (35 mm equivalent) x12
optical zoom, F2.8-F3.7

- 2.5in. LCD monitor

- USB connection

Fig.20.2. Fuji S2 digital SLR

- Storage: Memory Stick/Memory Stick Pro

- Sensitivity: ISO 100-400

- Price range: US $500

2. Fuji S2 digital SLR (Fig. 20.2)

- Six megapixel CCD

- Popup flash. Flash Synch socket (X-type), ac-
cepts dual flash heads and studio lights.

— Through-the-lens metering

- 2in. LCD display

- Connection: Dual IEEE 1394 FireWire and USB
interface for image transfer and computer-con-
trolled shooting



- Macro Nikkor 60 mm. Auto focus and manual
(macro 22 cm)

- Storage: Dual media slots for SmartMedia and
Compact Flash type I

- Sensitivity: ISO 100-1,600

- Price range: US $3,000

20.4.1
The Importance of Lighting

Photography means the recording of light. Just by
changing the position of the lights we can improve a
patient’s appearance. Images captured just minutes
apart may seem like before and after pictures.

We can use different types of flash:
- Camera-mounted flash
- Built-in/pop-up flash
- External flash

For any camera-mounted flash, cast shadows are an
issue. Red-eye can also be a problem although red-eye
reduction is a standard feature on most cameras. Re-
member it is just a reduction, not removal. Keeping
the flash away from the lens reduces instances of red-
eye and often produces more attractive portraits. If
you want maximum flash control, look for a camera
that allows you to manually adjust its output too.

To eliminate red-eye use an external camera-
mounted flash You will need a camera with either a
hot shoe or a sync connection. It is important that the
flash and camera be compatible so that the camera
can not only trigger the flash, but also control the
power as well. This allows for the use of automatic
metering.

20.4.2
Types of Light Sources

20.4.2.1
Pop-Up Flash

Figure 20.3 shows a photograph taken with the flash
located directly above the camera lens, so when the
camera was held sideways for a vertical image the
light was coming from the side and threw a very
strong shadow behind the opposite side of the pa-
tient.

Figures 20.4 and 20.5 are two examples using an
external camera-mounted flash system with dual
flash heads. To give you an idea of the kind of control
and flexibility you can get with an external flash, both
of these images were captured using the same flash
system.

In the first image, the two flash heads were posi-
tioned on either side of the camera lenses (Fig. 20.4).
As we can see, the two light sources throw two shad-

Fig.20.3. With the flash located directly above the camera lens
when the camera was held sideways for a vertical image, the
light coming from the side creates a very strong shadow be-
hind the opposite side of the patient

Fig.20.4. An example using an external camera-mounted flash
system with dual flash heads. The two flash heads were posi-
tioned on either side of the camera lenses. As we can see, the
two light sources throw two shadows behind the patient
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Fig.20.5. Another example using an external camera-mounted
flash system with dual flash heads. Here the flash unit was
rotated by 90°. We obtain two shadows, above the head and
under the chin

Fig.20.6. By disabling one of the heads, one achieves a single
light source positioned at the top of the frame, which throws a
shadow that is mostly hidden behind the patient

ows behind the patient, but each shadow is softened
somewhat by the opposing flash head.

In the second image, the flash unit was rotated by
90° (Fig. 20.5). When one of the heads was disabled,
the result was a single light source positioned at the
top of the frame, which throws a shadow that is most-
ly hidden behind the patient (Fig. 20.6).

20.4.2.2
Studio Strobes

Studio strobes may be equipped with large diffusers

known as “soft boxes.” The diffuse light produces dif-

fuse shadows that are not especially distracting.
Studio strobe considerations:

- Flash sync connection

- Manual controls

- Sensitivity (ISO/ASA) and aperture range

— Low ISO numbers and large f numbers

For the image in Fig. 20.7, the patient was positioned
about 1 ftin front of the backdrop. If you have enough
space to move the patient farther away from the back-
drop, you may be able to pretty much eliminate the
cast shadows altogether. What has actually happened
here is that the shadows have gotten so large and dif-
fuse that they bleed out of the frame.

Fig. 20.7. Studio strobes may be equipped with large diffusers
known as “soft boxes.” With the patient positioned about 1 ft
in front of the backdrop, we can still see some shadows, but, by
moving the patient 3 ft away from the backdrop, you may be
able to pretty much eliminate the cast shadows altogether
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20.4.2.3
Hot Lights (Video Lights)

A better option when using a point-and-shoot digital
camera may be to use “hot” lights, so called because
they are always on. Using a steady light source instead
of strobes allows you to use the camera in program
mode, which can greatly simplify things. Kinoflo is a
special light for video and filming that combines two
different light temperatures.

20.4.3
Lenses

You have probably learned that for facial photography
you want to use a lens that is s somewhere around
100 mm. This provides the most natural appearance.
If you use a lens that is too short, facial photographs
will exhibit a “fisheye” effect.
What to look for in a lens:
- Quality
- Interchangeable?
- Zoom (none or manual, i.e., controlled focal
length)
- Focus (manual and/or good auto)
- Focal length (35 mm equivalent)

20.4.4
Resolution

Resolution is somewhat analogous to film grain. If
you capture one image using 100 speed film and an-
other using 1,000 speed film (Figs. 20.8a, 20.9a), you
might not notice much difference until you go to en-
large the two images. Then you would see that the
1,000 speed film is much grainier (Figs. 20.8b, 20.9b).

If we take a small area of each image and enlarge it,
we see that the higher-resolution image contains
much greater detail. Since we have enlarged a portion
of the images, we are now looking at only 238,210 and
6,324 pixels, respectively. As you can see, this differ-
ence is noticeable.

How many pixels is enough? That depends on how
your images will be used. Usually two million pixels
is enough for our office work. This means you can se-
lect your camera on the basis of features other than
resolution. Even if you do not base your decision on
resolution, you may find that the camera you end up
buying just happens to have a resolution of three or
four megapixels or higher. After all, the average reso-
lution is continuing to climb. But should you always
capture images at the camera’s maximum resolution?
Most cameras let you select from several resolution
settings.

Fig. 20.8. a Image resolution of 1,494 megapixels (4.1 MB). See
also Fig.20.9a. b If we take a small area of the image and en-
large it we see that the higher-resolution image contains much
greater detail (cf. Fig. 20.9b). Since we have enlarged a por-
tion of the image, we are now looking at only 238,210 pixels
(56 KB).

Today most cameras vary from 1.3 to ten megapix-
els. The key is knowing what you need from your pho-
tos. For photographs of size 8 in.x10 in. or larger, a
camera with at least three megapixels is a necessity.
For photograph sizes such as 3 in.x5 in. or 4 in.x6 in.
you find great results and lower prices in the one to
two megapixel class. It does not hurt to have more
megapixels than you need, as it leaves room to grow.
Just remember to shoot at a higher resolution.
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Fig. 20.9. a The resolution of the image in Fig. 20.8a has been
reduced from 1,494 megapixels (4.1 MB) to 381 megapixels
(172 KB). Viewed in this manner, the two images are indistin-
guishable. b If we take a small area of the image and enlarge it
we see that the higher-resolution image contains much greater
detail (cf. Fig. 20.8b). Since we have enlarged a portion of the
image, we are now looking at only 6,324 pixels (4 KB). As you
can see, this difference is noticeable

The following is a list of resolution/size examples:

- Web: 300x400=120,000 pixels

- Projector: 1024x768=786,432 pixels

- High-resolution monitor: 1,600x1,200=1.92
megapixels

- Inkjet (8 in.x10 in. at 150 lines per inch):
1,200x1,500=1.8 megapixels

- Journal (4 in.x5 in. at 300 lines per inch):
1,200x1,500=1.8 megapixels

Digital cameras come in all shapes and sizes. While
there are some very small digital cameras on the mar-
ket that produce beautiful photos, their petite size
cannot physically house all the features consumers
want. Keep in mind that while your neighbor has a
digital camera that will fit in his pocket, your need for
a x10 optical zoom or an external flash calls for an
average to larger-size camera. If a small camera tops
your list of important features, be aware that you may
be sacrificing other features.

Now even if you do not need six million pixels you
might want to have a camera that offer this. But there
are higher costs of high resolution. Higher resolution
leads to larger files that take up more storage space,
require more RAM and may slow down many sys-
tems. Unless you have a specific reason for capturing
extremely high resolution images, we recommend
capturing images at a resolution of two million to
three million pixels.

It does not matter how many images the camera
can store because of removable storage media that al-
low you to transfer the images to a computer and re-
use the memory card. Images are a part of the patient
record. They need to be transferred to a hard drive or
network server that is backed up on a regular basis.

20.4.5
Memory Cards

The type of memory card used by the camera is an-
other factor to consider. If you want your camera for
traveling, a higher-capacity memory card is very han-
dy for storing photos until you can download them to
a computer. If you use a camera at work or frequently
carry it with you, you may want a more durable card.
Compact Flash memory cards are currently the most
popular type of memory card on the market because
of their durability and the wide range of storage they
offer (from 16 MB to 1 GB). There are more cameras
on the market today that accept Compact Flash mem-
ory cards than any other type of memory, which
means that you have more choices in cameras, mem-
ory cards and card readers.

20.4.6
Card Readers

You have just finished taking pictures. Now you need
to get them into your computer. There are two ways to
make that happen: attaching your camera directly to
the computer (also known as tethering) or using a
memory card reader.

Card readers are available for all popular memory
card types, including Compact Flash, SmartMedia,
Sony Memory Stick, and more. USB is the most com-
mon type of card reader interface, and for good rea-
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son: most computers include at least one USB connec-
tion port, and USB card readers provide good transfer
speeds.

Some computers - laptops, in particular — come
with slots that accept cards directly into the computer
or via a PC card adapter. These features essentially
function in the same way a card reader does.

Some cameras accept IEEE 1394 FireWire and USB
interfaces for image transfer and computer-controlled
shooting. With this feature, the image can be cap-
tured directly by the imaging software. The software
will also regulate the camera settings and standardize
them for every area of the body to be photographed.

20.4.7
Battery

Make sure the camera you select accepts rechargeable
batteries. A good camera takes roughly 100 photo-
graphs with a single charge. Always have two or three
recharged batteries for when you have to photograph
in different places.

20.4.8
Image Sensor

The image sensor captures the intensity of light. To
capture color images, the individual sensor elements
are filtered to respond to the red, blue or green compo-
nents of the incoming light. This means there three im-
ages are actually captured and combined to create one
color image. So a two million pixel image is actually
made up of two million red pixels, two million green
pixels and two million blue pixels. Each of these pixels
takes up 1 B of memory when the image is open.

To calculate image size, we simply multiply the im-
age resolution by 3.

20.4.9
Storage Capacity

The image size is the amount of data contained in an
image and the file size is the amount of storage space
consumed by an image file. File size is related to im-
age size, but the two are not necessarily equal.

File size is also expressed in bytes, but it is a mea-
sure of how much space an image file takes up when it
is saved to a storage card or disk.

If we want to figure out how many two million
pixel images we can store on an 8 MB Compact Flash
card, we start by calculating image size - in the case
of the two million pixel example, 6 MB. Without
compression we could store only one image, but a
6 MB file with 1:8 JPEG compression is reduced to
0.75 MB. So we can fit about ten images on the 8 MB
card.

Fig. 20.10. a JPEG compression: this 2 MB image may be saved
as a 1.2 MB (Fig 20.11a), or a 172 KB (Fig 20.12a) JPEG im-
age. Looking at these images like this, we find it pretty dif-
ficult to see any difference. h When we enlarge the aggressively
compressed image, we can see a difference (cf. Figs. 20.11b,
20.12b)

We can safely compress images to about one tenth
of their original size with no noticeable difference in
quality. Maybe even to as much as 1/20, but beyond
that we can notice the degradation.
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Fig. 20.11. a JPEG compression: 1.2 MB JPEG image com-
pressed from a 2 MB image (Fig. 20.10a). b When we enlarge
the aggressively compressed image, we can see a difference
(cf. Figs. 20.10b, 20.12b)

For example, the 2 MB image in Fig. 20.10a) may
be saved as a 1.2 MB JPEG image (Fig. 20.11a) or a
172 KB JPEG image (Fig. 20.12a). Looking at these
images like this, we find it pretty difficult to see any
difference, but when we look at the aggressively com-
pressed image, however, we can see a difference
(Figs. 20.10b, 20.11b, 20.12b.

Fig. 20.12. a JPEG compression: 172KB JPEG image com-
pressed from a 2 MB image (Fig. 20.10a). b When we enlarge
the aggressively compressed image, we can see a difference
(cf. Figs. 20.10b, 20.11b)

20.5
Computer Imaging

When deciding on an imaging software for your prac-
tice, make sure you get software that allows you to
perform as efficiently as possible. It should be quick
and easy to get images from a digital camera, assign
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them to a patient, tag them with data and find the im-
ages when you need them. To compare images you
may find that software designed specifically for the
medical field offers a big advantage over a generic im-
age management program. Medical-specific software
makes it easier to perform these basic functions: im-
age adjustment, annotation, presentations, simulation
(Fig. 20.13) and printing.

The accuracy of computer imaging is 80% [1]. This
means that surgeons and patients agreed that the val-
ue of prediction was about 80%.

When we use computer imaging for the prepara-
tion of surgical procedures and their predictability,
the final results prove to be comparable with those
programmed, particularly in the case of rhinoplasty
and liposuction.

The following is a list of computer imaging soft-
ware considerations:

- Will you use the software in front of patients?
- Will you use the software on a network?

- Who will support the software?

- Istraining available?

Fig.20.13. Simulation with the mirror-
image software. Left preoperative state,
center simulated result and right 1 year
after rhinoplasty and chin augmenta-
tion

Most patients think computer imaging should be a
routine part of preoperative evaluation [2]. Before-
and-after photographs have long been used to dem-
onstrate to patients the effects of aesthetic surgery.
Computer imaging can keep patient expectations re-
alistic and lead to a truly informed consent [3].
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CHAPTER 21

Dermography

Dimitrije E. Panfilov

It is possible to make drawings on the skin with spe-
cial water-resistant felt pens. We have learned to use
drawings in liposuction in different body areas be-
cause fat tissue has a different arrangement and form
when we stand or lie. Also the face has a different
shape when we are standing, lying on the back, or if
we are in a forward prone position. As we grow older
the changes will be more and more obvious.

In breast surgery, we make drawings and markings
when we plan surgery with the patient in the standing
position. We know that the position of the breast is in
front of a woman when she stands or sits. Both breasts
flow to the lateral chest wall when the woman lies on
her back. These changes also increase with advanced

age.

Fig.21.1. a Forward prone position - simulated face appearance in 10 years. b Lying on the back - simulated facial appearance

after facelift

Fig.21.2. a Immediately before surgery, in front of a mirror - planning of surgery and dermographic markings. b Marking of
supratrochlear and supraorbital nerves (17 and 27 mm lateral of the midline) before endoscopic forehead lift



100

Analogous to this methodology, it would be an ad-
vantage if we use felt pens for markings in the stand-
ing position when planning facial surgeries. Every-
body judges herself/himself when standing or sitting,
not in a lying or in a prone position. This is the best
way to draw the vectors of traction which we intend to
apply onto facial structures. Topographic points could
be marked as well as incision lines and dangerous ar-
eas where the nerve branches are exposed.

We can surround the areas where we will apply li-
posuction in the head and neck or mark the structures
where we want to add some volume by autologous fat
micrografting. We are advised to mark asymmetric
structures to correct them in a proper way during the
surgery. In the middle of the neck, we can mark the

Fig.21.3. a Dermographic blue mark-
ings of incisions, vectors of superficial
musculo-aponeurotic system (SMAS)
and skin traction, SMAS-plication
line (black line), and superficial nerve
branches, lateral cheek dimple to be
augmented (green). b Vector arrows,
incisions, and superficial nerve
branches

midline to check our symmetric work in the neck ar-
eas. For instance, if we start with face-neck-lift on the
right side, when we have finished it our midline will
deviate to the right. When we have completed the left
side, our marking should be in the midposition again.
When doing prosopoplasty, we often correct more
facial “mosaic stones ” and not only the facelift. After
a couple of hours of surgery, we are not in danger of
forgetting some of operative steps we agreed upon
with the patient before surgery. Or the mistake will
not befall us that happened to a poor Danish surgeon
in Berlin. The patient was astonished after surgery
that his upper eyelids had been operated on, and not
as he wanted, the lower eyelids. All happened in front
of running cameras. The TV audience was not enthu-

Fig.21.4. a Asymmetry of nasal skeleton
and chin marking where the hump of
the nose is to be implanted. b Forehead
nerve branches (green) and areas for
microlipografting (blue)
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Fig.21.5. a Vectors of traction (black
arrows), incision lines, crow’s-feet,
areas for microlipofilling (blue), frontal
and marginal branch of facial nerve,
and supraorbital and supratrochlear
nerves (red lines). b Nose corrections
and areas for microlipofilling (blue),
microliposuction (black), larynx projec-
tion (red)

Fig.21.6. a Skin incisions and vectors and microlipofilling areas (blue), SMAS vectors (black). b The same patient 2 weeks postop-
eratively. ¢ Her left side with dotted blue lines for frontal and marginal branches of the facial nerve

siastic about this forgetfulness! With pre-existing
drawings, such mishaps cannot happen.

Psychologically it is also good that the patient real-
izes the precision with which the surgeon prepares
the surgery. This is the moment when the patient,
standing in front of a mirror, can articulate his/her
wishes and additional suggestions, or ask the last
questions. Some patients call these drawings “Indian
war colours” or some sort of “Aboriginal art”. Any-
how, they also help the surgeon to recapitulate his/her
surgical concept for this particular patient and to fo-
cus his/her mind on the upcoming surgery.

We use an Edding 3000 permanent marker, which
is available in Germany. We recommend blue, black,
and green. A red colour is not as visible on the skin as
the other ones.
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Fig.21.7. a Microlipofilling in lower face and platysma bands of the neck: the upper part to be corrected by corseting, the lower
part by notching. b Bottom view of a male face with submental witch’s chin correction, autologous microlipofilling, nose cor-
rection, and mini-facelift

Fig.21.8. a Midline marked preoperatively on a standing
patient. b The right side has been lifted - the marking
deviates to the right. ¢ After the left side has been completed,
the marking is in the midposition again




CHAPTER 22

Operating Room

Dimitrije E. Panfilov

The operating room is the “heart” of any surgical
clinic. As we deal with physically healthy patients, the
possible risks should be reduced to a minimum. Nos-
ocomial infections should be avoided and such clinics
should in the optimal situation only be used for plas-
tic surgery and aesthetic—cosmetic operations. Surgi-
cal specialities which deal with inflammatory and
septical indications, like abdominal surgery and proc-
tology, do not match the extreme need for aseptic
work we require.

The operating room should be spacious, at least
25 m?, bright, allowing direct optical impression of
outward climate and natural light sources. This is
important for the members of the operating team
and their positive motivation, which is not so high if
they work in artificially illuminated spaces. Air con-
ditioning is necessary, especially if implantations and
transplantations are to be performed. Reducing mi-
crobiological contamination is also the aim of air con-
ditioning, with especially high standards required in
some countries. Special glass should hinder any ob-
server from outside from looking into the operating
theatre. The average temperature inside should range
between 18 and 22 °C.

There should be separated and isolated space for
disinfection of hands for surgeons and assistants, liq-
uid soap, and a disinfector container should be acti-
vated with the elbow and water flow should be started
automatically through hand movement or with a le-
ver arm or foot pedal. The entrance door into the the-
atre should have a bull’s-eye window and should be
hermetically closed and activated with an electric
switch. There should be three separated areas adjoin-
ing the operating area: changing and dressing room
for staff, entrance separated from the exit for patients,
and the third area for instruments ending in the ster-
ilization room (if possible with two sterilizers: a
quicker, smaller one and a bigger one with digitalized
data). Each of those three areas should not cross each
other.

The walls and floor should be tiled. In some coun-
tries it is allowed for there to be a silicon sheet cover-
ing to enable easy and complete cleaning and disin-
fection. Plugs have to be at least 120 cm above the
floor. If possible, one wall might have an image of a
smooth water surface or some scenery of water life
with fish and plants but without too much colourful
accentuation. It has been found that electroencepha-

Fig.22.1. How should we do a facelift
operation - standing or sitting?

We prefer the sitting position, which
allows comfortable operative action
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lographs show the lowest waves if human beings look
at water, because all life, ontogenetically and philoge-
netically, comes out of the water. Such images will ad-
ditionally calm down our patients, which is psycho-
logically very important.

Does music have its place in the operating theatre?
Many surgeons of the older generation will answer
negatively. This is certainly a justifiable point of view
in the case of unusual operations or emergency sur-
gery, or when undesired complications might be ex-
pected. When the patient is struggling between life
and death or when the anaesthetist needs to assess the
function of lung and heart with a stethoscope, music
is out of place.

When scheduled operations are being performed
for which the entire surgical staff is well adjusted to
working together and all the phases of the operation
are well mastered by all the members of the operating
team, then carefully chosen and correctly dosed mu-
sic can most certainly help in the quest for perfec-
tion.

Music is nowadays used for the treatment of vari-
ous disorders. Books are available on the market con-
taining CDs such as The Musical Medicine Cupboard,
Musical Psychotherapy, and Health Through Music.

Music by Bach, Vivaldi, Tchaikovsky, and Mozart
has a particularly inspiring effect during aesthetic op-
erations. Some pieces by Sarasate, Grieg, or de Falla

Fig.22.2. The operating room should
have facilities for teaching workshops
with video and audio transmission to
the audience, or just to record surgeries
for video archives

are an excellent supplement to the atmosphere in the
operating theatre. I also operate to the sounds of com-
positions by Chopin, to the Spanish guitar, or to the
only and unique violin concerto in D major by
Beethoven. It does not appear impossible that Cho-
pin’s nocturnes, Boccherini’s minuet, Toselli’s sere-
nade, or Strauss’s waltzes can penetrate into the fin-
gertips of a plastic surgeon and help create a more
beautiful and harmonious result.

Apart from classical music, the musical back-
ground is also excellently supplemented by instru-
mental music featuring the saxophone, clarinet, and
piano - even the violinists Zacharias, Mantovani, or
Grapelli. Heavy metal or hard rock would do more
harm than it would be of use. It would be interesting
to conduct research into which type of music patients
would choose for their operations. In our private clin-
ic Nefertiti in Bonn, Germany, we have asked in our
questionnaire given to the patients preoperatively
which of six kinds of music the patients would prefer
to have played during their surgery. The top answers
by far were classical and instrumental music.
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CHAPTER 23

Local Anesthesia for Facial Surgery

A. Aldo Mottura

231
Introduction

Local anesthesia has been used in facial cosmetic sur-
gery for decades [1-4]. The anesthetic drugs allow op-
erating without general anesthesia; the addition of
bupivacaine gives some hours of postoperative pain
relief; adrenaline produces vasoconstriction for some
hours and a profuse infiltration separates the planes
of dissection, thus facilitating the surgery. For local
anesthesia, light or deep sedation is always necessary.
For this kind of anesthesia, four steps should be con-
sidered [5].

23.2
Selection of the Patient

There are both calm and relaxed patients and very
nervous ones. This last kind of patient is conflictive
and needs a different preparation and possibly a
deeper sedation. Smokers, alcoholics, hypertensive
patients and tranquilizer users have their hepatic me-
tabolism accelerated and will probably need a differ-
ent plan for sedation [6].

23.3
Sedation

To bring a patient to the operating room in the opti-
mal condition, an appropriate preparation should be
followed. There are calm and relaxed individuals who
need less care, while others need sedation for some
days before surgery. But it is extremely important that
the patient has a relaxing sleep the night before. When
patients have had a bad night, adrenaline is secreted
and they enter the surgery not totally relaxed [7].
There are two methods of sedation. The patient
can be superficially sedated and the surgeon or the
anesthesiologist can have verbal contact with the pa-
tient or, in contrast, the patient is operated on under
deep sedation. In the former case, when the patient
wakes up adrenaline is secreted; therefore, the blood

pressure and the hepatic metabolism of the drugs ad-
ministrated increase. Then more or repetitive seda-
tion should be administered and vasoconstriction
does not last long.

When the patient is under deep sedation, breath-
ing spontaneously, the blood pressure remains low
and so does the hepatic metabolism of drugs. Under
deep sedation, the patient can have problems with the
airways, because the neck tilts, and the tongue relaxes
and obstructs the pharynges. In some cases, an oral
or pharyngeal tube is needed. As oxygen is adminis-
trated through a nasal tube, it has to be moved from
the frontal area to the neck when each area is ap-
proached.

The association of midazolan-fentanyl is the best
combination to keep the patient asleep. Midazolan
should be administered in a small bolus so that no re-
spiratory depression arises. Fentanyl should be ad-
ministered before the infiltration. When the surgery
lasts for some hours, complementary ketorolac injec-
tions help to keep the patient free of positional pains.

One hour before surgery, complementary sedation
with propofol helps a prompt postoperative recovery
[8]. Nausea and vomiting should be prevented during
surgery by administering metoclopramide or ondase-
stron, because after surgery these are undesirable ef-
fects.

Sedation can be conducted by an anesthesiologist,
by a well-trained nurse or by a technician. The last
two can keep the patient under control during sur-
gery but the anesthesiologist manages a wider range
of drugs and options. In the case of an anesthetic
problem, the anesthesiologist has more possibilities to
reverse it and the surgeon is legally better protected.

234
Anesthetic Drugs

Lidocaine is a very old and safe anesthetic drug
that allows 90 min of numbness. Its standard dose is
7 g/kg, or 25 ml of 2% lidocaine (500 mg) for a 70 kg
person, but it is known that this dose can be aug-
mented many times; some papers mention about
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Fig.23.1. Five hundred anesthetic solutions are prepared

seven times the maximum recommended dose [9]
(Fig. 23.1).

Bupivacaine is a long-lasting anesthetic that is
largely used in block anesthesia. Its dose is 1.25 mg/
kg, 25 ml of 0.50% bupivacaine for a 70 kg person and
its action lasts 6 h.

The standard concentration of adrenaline is 1:1,000
and it can be diluted in 100 or 500 ml, obtaining a
dilution of 1:100,000 to 1:500,000 [10]. This drug’s va-
soconstrictive action lasts 5-7 h and causes brief side
effects like tachycardia and hypertension.

If the patient is awake and the surgeon needs to
neutralize the acid anesthetic solution, then the addi-
tion of bicarbonate is indicated. If the patient is under
deep sedation, bicarbonate is unnecessary.

For a coronal lift, I use approximately 200 ml, for a
facelift 150 ml and for the neck 150 ml depending on
the size of the head and neck of each patient.

23.5
Technique of Infiltration

The infiltration should begin with a very fine needle,
injecting slowly, because rapid distension of tissues is
painful. Once the skin has been anesthetized, the fine
needle is changed for a longer one or for a cannula.
The inner side of an Abbocatt no. 16 or a spinal needle
are also very useful.

In general, I infiltrate the whole forehead, face and
neck at the beginning of the surgery. This way, when
the second or third region is approached, it already
has an appropriate vasoconstriction. The infiltration
is begun at the facial region where the surgeon will
first start. If the surgeon begins at the forehead, this
area is infiltrated first.

I start with the face and, in general, I infiltrate 1-
2 cm outside the whole marked area of the face and
neck, because the dissection can cross the premarked
limits. In the central part of the neck, I infiltrate the
skin and the posterior aspect of the central fat so as to
facilitate its dissection [11, 12].

With use of 200 ml of the same solution, the scalp
is infiltrated first with a long needle in the hypoder-
mis underneath the incision line and 2 cm behind the
marked line, and deep into the frontal muscle or into
the galea. Then [ infiltrate the forehead, in the subga-
leal plane up to the orbital rim and the nasal dorsum

Fig.23.2. Distribution of the infiltration
for a forehead-face-neck-lift
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to assure a better vasoconstrictive effect of the plane
to be undermined (Fig. 23.2).

When I finish the infiltration, 15 min has already
elapsed and I can start surgery on the region that was
firstly infiltrated. I usually begin with the face and
then go on with the neck. Before the superficial mus-
culo-aponeurotic system dissection, I infiltrate this
plane for vasoconstriction and for hydraulic dissec-
tion and separation of the planes. The whole surgery
takes me 3-4 h. I never have to reinject while I am
finishing with the sutures.

A pale color of the skin shows a well-infiltrated
area, while an island of reddish skin means an area
that has not been infiltrated, such as often happens in
postacne scarred skin.

When I have already dissected one side of the face
and neck, I introduce two compresses under the skin
and I go to the contralateral side, where I repeat the
procedure. Then I come back to the first side and I
remove the compress slowly while doing the coagula-
tion of the vessels.

23.6
Discussion

I have more than 25 years’ experience using local an-
esthesia for facelift. At the beginning of my practice, I
personally did the sedation using a premedication
with morphine-prometazine-atropine, but postop-
erative recovery was not fast. Then I used valium-ket-
amine, but later changed to midazolan-fentanyl. For
10 years ago I have had an anesthesiologist in each
surgery and he combines midazolan—propofol-fen-
tanyl according to the case. He also uses flumazenyl
to wake up the patient at the end of the surgery. Using
metoclopramide and ondasestron, I have a rate of less
than 10% postoperative vomiting.

The argument that after using adrenaline there isa
vasodilatation is against the experience of most of fa-
cial surgeons. Bleeding does not occur because after
some hours of vasoconstriction, the sealing of the sec-
tioned arteries and veins and the clot of the intravas-
cular coagulation are firm.

It is often heard that surgeons say they use a tu-
mescent infiltration in the face and neck. As the tu-
mescence is massive, tense, or hard like a ball infiltra-
tion and this does not happen on the face and neck,
the use of the term tumescence is totally inappropri-
ate for this surgery.

The doses of anesthetic drugs are well tolerated
when used much diluted. Big faces and heads need a
greater amount of infiltration, while small ones need
less. Hydraulic distension of local anesthetics reduces
the bleeding and facilitates the undermining.

I routinely use bupivacaine, which gives 3-4 h pain
relief after surgery. I have not had a single problem
with this drug in my experience of more than 3,000
aesthetic surgeries.

23.7
Conclusions

Local anesthesia and deep sedation is a good combi-
nation for ambulatory surgery. With local anesthesia,
there is no intubation and a low rate of vomiting. With
bupivacaine, there are some hours of postoperative
pain relief. The cost of anesthesia is also lower.
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Operative Instruments

Dimitrije E. Panfilov

Every surgeon is used to using certain instruments
which he/she learned to work with during his/her
training. Worldwide there are very competent manu-
facturers of surgical instruments, and facial plastic
surgery is constantly developing. New ideas are grow-
ing and arising with every new generation of plastic
surgeons.

For each surgery a fundamental set of instruments
should be packed into special containers and very
common instruments are separately packed as single
packages to be available if needed for replacement as
well as such instruments which we do not use rou-
tinely.

Tuttlingen in southern Germany has several firms
specializing in the manufacture of special instru-
ments and equipment for medical purposes. In the
past, the ironsmiths used to go to Paris to learn the
high art of ironwork and then returned to Tuttlingen.
When visiting these factories one just cannot help ad-

miring the precision and care put into the honing of
these instruments to the highest degree of perfection.
My preferred company is Medicon, which has a spe-
cialized department for plastic surgery and a cata-
logue with set suggestions for different cosmetic sur-
geries.

The instruments in Figs. 24.2-24.10 are just a per-
sonal suggestion of mine, without claim to general ac-
ceptance. This is a sample of what could be recom-
mended. During main meetings many booths are
rented by instrument manufacturers and plastic sur-
geons frequently visit them and try the handling of
new tools.
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Fig.24.1. a Set of instruments
for routine facelift used by the
author. b Preferred scissors:
Stevens, Castanares, Metzen-
baum, Gorney, Gorney-Long,
Rees
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Fig.24.2. Instruments for facelift
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Fig.24.3. Instruments for facelift




Fig.24.4. Instruments for facelift
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Fig.24.5. Instruments for rhinoplasty




Fig. 24.6. Instruments for rhinoplasty
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Instruments for blepharoplasty
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Fig.24.8. Instruments for otoplasty

—— — __ mmeaioon 400.03.03 -

Fig.24.9. a Author’s antihelix file. b Author’s file in action
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Fig.24.10. Instruments for autologous fat transfer
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25

High-Tech Equipment

Dimitrije E. Panfilov

Developments in the fields of technology and chemis-
try and other scientific achievements have brought
some magnificent advances. Quite a number of oper-
ative procedures which were unthinkable only a short
time ago have now become routine work.

Today we have sources of heat at our disposal to
“spot-weld” even the smallest vessels. Manufacturers
supply us with different electrocoagulators. They pro-
vide various options ranging from bloodless cutting to
coagulating and are a great help when operating inas-
much as they allow precise and speedy haemostasis.
Because they produce extra heat, they are not the first
choice when cutting the skin - they may produce burns
of wound edges with prolonged wound healing.

Light sources are very important for properly dis-
tinguishing tissue elements from each other during
the operation. Operating lights are becoming increas-
ingly better. Head lamps are also available which fol-
low the movements of the surgeon’s head and line of
vision, as well as cold-light sources with flexible ca-
bles which can be introduced into the body’s interior.

Nowadays we have microcameras with their own
light source with a diameter of 4 or even 2.7 mm. For
endoscopic surgery, a few, barely 1-cm-long, incisions
are made through which probes are inserted, which
in turn direct light sources, miniature video cameras,

and instruments to the actual site of the operation.
This requires some degree of rethinking. Usually the
surgeon’s attention is concentrated on the operating
field of the patient while operating. During endoscop-
ic surgery, however, the surgeon has to look at a mon-
itor on to which an enlarged image of the operative
procedure is displayed. Much has become possible in
aesthetic facial surgery today using endoscopic sur-
gery. The forehead lifting should be a routine endo-
scopic procedure in modern offices. Once a surgeon is
used to it, the surgeon will find ways to access the
deeper layers of the midface to achieve astonishing
results through minimal skin incisions. Several in-
vited co-authors explain this technique in their guest
chapters.

Laser technology is one of the great achievements
of our time and enjoys a wide variety of uses in medi-
cine. It uses a bundled ray of light with the following
characteristics: single-coloured (monochromaticity),
synchronous oscillation (coherence), and high emit-
tance. So much energy, intensity, and precision was
hitherto unknown. The mechanism of the effect has
three components:

1. Coagulation (clotting)
2. Carbonization (charring)
3. Vaporization

Fig.25.1. High-tech on the operat-

ing table: suction cannula, cold light,
radiosurgery “pen”, electrocoagulatory
forceps
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Particularly the first and third components are de-
sired and utilized in medicine.

The core of a laser is the resonator. Here the light
ray is generated and transmitted via a system of mir-
rors to the site where the photochemical effect is
needed. Different wavelengths result in different
colours. A distinction is made between several types
of laser: argon laser, CO, laser, helium-neon laser,
neodymium-YAG laser, excimer laser, etc. The spec-
trum ranges from simple “soft-laser” systems, which
produce hardly more than an irritation and general
toning of the skin, to the ultrapulse laser, with a
computer-controlled scatter effect. Admittedly, an
overdose cannot always be ruled out, even with the
latest and most expensive system, also referred to as a
resurfacing laser.

Unlike when using the cold or electric knife, eye-
hand-foot coordination is required when lasering.
All those present must wear protective glasses and the
assistant holds an air aspirator ready to draw off the
evaporations. Surgeons have their “sights” on the op-
erating field, the laser handle with the infrared light
maker in their hand, and their foot over the release
pedal. They have to focus their concentration on the
target site. Any cloths in the vicinity should be kept as
moist as possible, otherwise swabs and strips of tulle
gras would easily ignite.

It is also possible to learn this technically most de-
manding form of therapy with “practice runs”. Count-
less apples, oranges, and grapefruits serve as “guinea

pigs”.

Very good results can be achieved with the laser,
provided that these three components are optimal:
1. A well-defined indication
2. A well-chosen device
3. A well-trained surgeon

With a laser one can cut, coagulate, and remove small
tumours, Tattoos and port-wine stains react well to
laser therapy. Care should be taken with pigmented
moles, however: a very experienced diagnostician
must first dispel any final suspicion of a malignant
pigmented tumour — malignant melanoma.

Not only the latest ultrapulse resurfacing CO, laser
is capable of removing the most superficial layer of
skin. The principle is the same as with the already
known methods of dermabrasion or peeling. Industry
sometimes invests vast sums in advertising cam-
paigns, however, so that the impression is forced upon
people that the laser is a universal remedy. Blind trust
in technology takes on its strongest form when it
comes to laser technology. Of course, excellent results
can be also achieved with lasers for the removal of su-
perficial wrinkles, but the patients must be very well
selected and the doses optimally adjusted. See the
special chapters on this by Ashok Gupta (Chap. 70)
and Carlos Oscar Nebel (Chap. 71).
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26 Radiofrequency Surgery as a Refinement

Fig.26.1. a Radiofrequency generator. b Radiofrequency “pen” allows maximal precision

There is a need for absolutely precise incisions in
many areas of aesthetic surgery. It is also most impor-
tant to have the option of dry, bloodless incision lines
and to avoid pressure of the blade on the skin, allow-
ing it to be divided “by touch”. Both of these prerequi-
sites are fulfilled with radiofrequency surgery using
a frequency of 4 MHz. It is also useful if the same
device is able to coagulate blood vessels.

Ellman International of New York markets patent-
ed radiowave instruments and has effectively rede-
fined the significance of radiosurgery, particularly its
use in cosmetic surgery. For the experienced operat-
ing surgeon, its advantage over all the alternative
techniques, such as scalpel, laser, or electrosurgery, is
indisputable.

Reduced heat production produces faster healing
and lower postoperative discomfort. The aesthetic
surgeon is able to make an accurate incision, without
applying pressure and without the tissue being pulled;
much the same way as an artist wields an ink pen
while drawing. The radiowave incisions both improve
haemostasis and are antibacterial. Histologic tissue
samples are not distorted by artefacts, as is the case
with electrosurgery and laser surgery. Scar formation
is optimal and superior to all other procedures (scal-
pel, laser, etc.).

We use this high-tech tool for blepharoplasties,
facelifts, direct excisions in facial surgery, nostrils

Fig.26.2. “Bull’s-horn” incision with radiofrequency treat-
ment

and lip commissures, neck incisions, and in all loca-
tions where a high degree of precision is required.
Radiosurgery is used predominantly in aesthetic
facial surgery where surgical techniques cannot be
applied with the same degree of precision or they are
not as straightforward as radiowave surgery. When
making an incision, the skin is simply touched by the
electrode; it is 100% precise, and there is no tissue
warping. The instrument’s hand piece is similar to a
penholder. Surgery with lasers, on the other hand, is
complicated, imprecise, and associated with pro-
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longed wound healing owing to denaturation of the
wound edges from the effects of extreme heat, which
is an unsatisfactory compromise for the advantage of
minimizing intraoperative bleeding. In contrast to
radiowaves, the conventional scalpel cuts under ap-
plication of pressure and pulling, which is an impre-
cise incision technique for soft tissues such as eyelid
skin; the scalpel does also not provide simultaneous
haemostasis.

Other operations such as rhinophyma treatment,
endoscopic browlift, hair transplant, and tumour re-
moval will benefit from 4.0 MHz radiosurgery, as
would many major surgical interventions such as
breast surgery, dermolipectomy, abdominal plastic
surgery, and vein surgery. A particular issue is the
minimal scar tissue formation. At times we are even
able to make some scars invisible.

The benefit of radiosurgery for cosmetic surgery
lies in its superior results and the ease of the method,
establishing it as a valuable aid. Although work with
radiowaves requires operative skill and most impor-
tantly a steady hand, any surgeon new to this tech-
nique need not fear lengthy training or an extended
learning curve. Like other high-tech tools, radiosur-
gery enables us to achieve detail improvement of our
operations and softer scarring.
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Organization of a Beauty Clinic
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271
Introduction

The idea of organizing a clinic is certainly fascinating
and captivating. However, not only the organizational
aspect must be analyzed but the whole context, which
includes motivation and favorable and unfavorable
conditions.

The size of the physical structure and the team,
what to offer, the organizational structure, mainte-
nance and continuity at long term must also be taken
into consideration.

The doctor himself/herself is not an entrepreneur
and at the moment the clinic has been set up the focus
changes completely, with more of the doctor’s time
being absorbed by administrative matters.

27.2
Motivation

The very first topic to be analyzed is the motivation
which leads to this investment (Table 27.1). There are
several reasons, such as the need to concentrate work
with all its surgical volume in only one place, thus
providing time-saving since it will not be necessary to
move from hospital to hospital in different parts of
the city. Beyond that, the ideal environment for the
plastic surgery and its associated services provides a
differential in attending, with refinement and de-
tails.

Furthermore, the environment where only plastic
surgeries are performed avoids both contamination
and the possibility of hospital infection. The reduc-
tion of hospital costs owing to its smaller structure
will also provide a greater viability of surgeries, in-
creasing the work potential.

The idea of a clinic as a highly profitable business
involves a concept of association among professionals
with larger structures and this is not what we want to
take into consideration.

Table 27.1. Motivation

27.3
Favorable Conditions

When taking over the organization of your own clin-
ic, you can idealize it according to your concept and
professional experience, making it functional, practi-
cal, fitting it to your specific needs taking into consid-
eration the way the patient would like to be treated. In
other words, personalizing the service of the clinic to
our way of being.

Surgeries become more viable with the reduction
of costs. There are more vacancies for admitting pa-
tients as well as free schedules in the operating rooms
and that not only tranquilizes but also makes the doc-
tor’s job much easier. Concerning cases of infection,
they will present much less danger than those arising
in hospital.

274
Unfavorable Conditions

The responsibility one takes over on setting up a clin-
ic is not evident at first. It is extremely important that
this aspect be analyzed as not only the medical re-
sponsibility but also the surgeon’s responsibility is at
stake. The responsibility is an entity which is con-
nected to the medical responsibility.

The preoccupation with the patient goes beyond
the surgical act, involving each organizational detail
of the entity, such as employees, equipment, materi-
als, and security. In the case of juridical actions both
the doctor and the entity have to take responsibility
for them.
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The financial aspect has to be taken into consider-
ation concerning the building of a clinic since there is
the planning of the physical construction, the pur-
chase of equipment and decoration. Not less impor-
tant is the maintenance of all this structure, employ-
ees, and replacement of equipment and materials on
an uninterrupted basis.

27.5
Name of the Institution

If the institution is a private clinic it can be named
after the professional; however, a fantasy name disen-
tails the entity from the professional mainly if there
are more doctors or other professionals. The designa-
tion of the name of the clinic must create a connec-
tion between the beauty and the professionalism it
intends to offer. Strong names with an aesthetic con-
notation highlight and give an impact to the brand,
such as Nefertiti and Athena, among others.

27.6
Physical Structure

The physical structure must involve all the sectors of
the clinic: the arranging of the appointments, the sur-
gical act itself, the immediate recovery, rooms, and
supporting services and associated services.

27.6.1
Offices

A space for appointments can be used by one or more
professionals of the same specialty or other correlated
specialties. It must offer a reception as well as waiting
room(s), taking into consideration a proper place for
the surgical returns, especially the ones which involve
the face so that the patients operated on will not feel
embarrassed, neither will the new patients.

According to the volume of work, several attending
rooms are advisable for they facilitate the flux of the
postsurgical returns, diminishing the waiting time
and the patient will receive basic attention from the
nurse.

The room for the first appointment can be larger
and better decorated, while the return rooms can be
more functional. The circulation among the rooms
must be restricted to the doctors and their team
(Fig. 27.1).

27.6.2
Hospitable Environment

27.6.2.1
Reception

The reception must be exclusive to the hospitable
area, not involving the offices. It must have a healthy
and clean aspect and it can be formed by several am-
bient facilities, such as gardens, a television area and
some kind of service, such as coffee and water, in or-
der to ease the waiting time (Fig. 27.2).

Fig.27.1. Doctor’s office
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Fig.27.2. a Reception. b Special and agreeable waiting rooms

A special room (a VIP room) is important for spe-
cial people or for face surgeries, so the patient can
have a more private experience

27.6.2.2
Operating Room

The number of rooms must be in proportion to the
intended surgical flux and the number of profession-
als involved. The physical structure of the number of
the rooms must be super-dimensioned so that it will
not become precociously insufficient. Plastic surgery
has the particularity of presenting the time of finish-
ing as a moment of refinement. That is why it takes so
long.

Since the hygiene and cleaning of the room be-
tween surgeries as well as the anesthesia procedure
take time, more rooms enable us to proceed faster to
the following surgeries.

As the surgeon spends a great deal of his/her time
on surgical procedures both his/her mental and emo-
tional quality of life must be taken into consideration.
The rooms must be large, with windows which permit
interaction with nature, preserving his/her emotional
balance and keeping him/her in contact with the en-
vironment: sun, rain, sky, greenery, etc. Subtle details
which preserve sensibility and balance are so very im-
portant and necessary in our specialty (Fig. 27.3).

Fig.27.3. Operating room keeping the
surgeon in contact with the environ-
ment
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26.6.2.3

The Doctor’s Room

Just like the operating room, the doctor’s room must
be cozy. It does not have to be large, but should be
pleasant. This room provides the surgeon with a place
to rest and recompose himself/herself (Fig. 27.4).

27.6.2.4
Recovering

The number of beds must also be in proportion to the
number of rooms and the surgical flux. They also
have to be super-dimensioned. They must have equip-
ment to control the recovery of the patient after anes-
thesia (Fig. 27.5).

Fig.27.4. Doctor’s room

Structures correlated to the operating rooms, such
as the sterilization area, pharmacy, storehouse and
the area for the cleaning material, must be structured
on the basis of a practical and functional flux.

27.6.2.5
Hospitalization
(Individual Apartments and Day Apartments)

Apartments or suites must be designed with refine-
ment as they are the places where the patient and his/
her family will be most of the time. The day apart-
ments are designed for surgeries that do not demand
hospitalization, such as blepharoplasty, minor lipo-
suctions, rhinoplasties, mammaplasty and retouch-

Fig.27.5. Recovery room
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ing. They are furnished with more beds for observing
the patient after he/she leaves the recovering area of
the operating room. In this area a snack can be served
so that the anesthesiological criterion can be analyzed
in order to release the patient at the end of the day.

This kind of accommodation where the patient
stays for a very short period reduces the costs of the
procedure and provides us with security on releasing
the patient who is recovering perfectly. Not to men-
tion the fast turnover for the clinic (Fig 27.6).

The nurse’s place can be only one, that is, they can
attend both the day apartments as well as the other
apartments (Fig. 27.7).

Fig.27.7. Nurse’s place

27.6.2.6

Support Services

Support services can be used depending on the cost-
benefit to the clinic. They are kitchen, laundry, blood
bank and clinical laboratory. Rooms must be allocat-
ed for storage, distribution and general maintenance.

21.7
Organizational Structure

In the organizational structure all the functional and
administrative hierarchy can be found and differs ac-
cording to the country (Fig. 27.8).
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| ADMINISTRATIVE COUNCIL |

| ADMINISTRATOR |

:INTERNAL COMMISSION FOR THE:_
1 PREVENTION OF ACCIDENTS

|| CONTROLLING COMMISSION OF |
! HOSPITAL INFECTION !

TECHNICAL DIRECTOR

| | ADMINISTRATIVE DIRECTOR

Fig.27.8. Minimum organogram
of a day clinic in Brazil

27.8
Associated Services

27.81
Aesthetic Physiotherapy

Other services complement the structure of a plastic
surgery clinic. One of the most frequently used is the
service of aesthetic physiotherapy, which involves the
postsurgical lymphatic drainage, of maintenance and
facial aesthetics.

Specialized professionals and in agreement with
medical indications execute a specific complementary
job clarifying doubts and anxieties of patients. Dur-
ing the preoperative period, services such as relaxing,
massage and Reiki can be used (Fig. 27.9).

27.8.2
Laser Therapy

Ambulatory lasers complement aesthetics treatments
such as removal of spots, hair, tattoos, vascular le-
sions and facial rejuvenation.

Our clinic, The Institute of Laser Treatment — In-
tralaser — uses lasers for all these treatments, assem-
bling professional dermatologists, plastic surgeons,
vascular surgeons and pediatricians. In the case of
high-tech equipment, the group of professionals col-
laborate on the costs of purchasing and maintaining
and optimizing the usage of gadgets, avoiding under-
use (Fig. 27.10).

Fig.27.9. Aesthetic physiotherapy
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27.83
Spa

The spa permits both pre- and postoperative use, with
the uses being most different : day spa, with intern-
ment or even health insurance with mediator spas.

27.8.4
Marketing

When the structure is functioning properly, market-
ing has an extremely important role for the dream to
come true. Several different methods can be applied;
however, the most important one is client satisfaction,
which nowadays makes all the difference. Businesses
multiply, technology develops, health professionals
specialize more and more and the client chooses the
one who makes the best offer and has the best condi-
tions.

Fig. 27.10. Laser service

Advertising can be used; however, it must be ethi-
cal, subtle and not abusive. A Web site on the Internet
as an important tool and it must be used in order to
market the clinic, its services and professionals.

Particularly in our clinic we use folders which show
the different procedures and a 3 monthly magazine
which divulges new techniques and technologies, sur-
gical procedures, dermatological and other correlated
specialties. It always presents these in an informative,
educational manner, without any sensationalism, tak-
ing into consideration its own name Ethics and Aes-
thetics.

The magazine presents information that is easy
and agreeable reading, and it is of great help since the
patient arrives at our offices aware of the basic no-
tions and their correct procedures, without the dis-
tortions of the media in general (Fig. 27.11).

Fig.27.11. Marketing — magazine and folders



27 Successful Office—Clinic Management: Organization of a Beauty Clinic

129

279
The Charm of the Athena Clinic

The Athena Clinic offers different facilities, such as
office services, clinic, aesthetic physiotherapy and a
laser center (Intralaser), in a structure today called
Centro Médico Athena (Medical Center Athena).
(Fig. 27.12).

It offers all kinds of plastic surgeries, including mi-
crosurgery, but facial rejuvenation minimally invasive
surgery is the “most important one” performed by the
clinic.

With the description of the videoendoscopic tech-
nique in 2001 in Aesthetic Plastic Surgery with tempo-
ral access to the medial and inferior face, associated
with frontal endoscopy and/or a laser, facial rejuvena-
tion has been the most requested surgery in our clinic
(Figs 27.13, 27.14).
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CHAPTER 28

Forehead

Dimitrije E. Panfilov

The upper third of the face is limited by the hairline
above and the eyebrows below. The most powerful
muscles, innervated by fronto-temporal branches
of n. facialis, are m. frontalis and mm. corrugatores
supercilii. The hyperaction of frontalis ingraves the
horizontal “wrinkles of concentration” and corruga-
tors produce vertical glabellar “wrinkles of anger” or
“worry wrinkles”.

The superficial wrinkles can be treated by peeling
(mechanical dermabrasion, chemical abrasion, laser
abrasion, or by radiofrequency treatment) through
permanent or nonpermanent skin-fillers or by Botox,
the huge popularity of which some 3-4 years ago has
diminished for two reasons. First, its measurable ef-
fect lasts only 8 weeks; second, faces with a china sur-
face have no mimetic expressions. Autologous fat
transfer into the lower two thirds of the face is very
successful but is less effective in the forehead, proba-
bly because of strong tension of the skin in this re-
gion.

In the last 10 years I only twice did a classic fore-
head lift with preferably ciliar incisions. The majority
of foreheads were treated by endoscopic forehead lift.

If two or more forehead wrinkles are very deep,
they can be excised, well adapted, and sutured in two
layers very carefully. After a while, the scar will look
like a single wrinkle.

Thanks to endoscopic technology, we are now able
to lift the forehead through three to five incisions of
1-2 cm length. The light source and the microcamera
have a diameter of 4 or even 2.7 mm and on monitor
we see anatomical structures magnified 10 times.

Endofrontal lift is almost always associated with
temporal lift, which can also be performed isolated.
Temporal excision should be made in a prolonged line
from the nostril to the lateral canthus.

The medial part of the forehead can be reached
through a T-incision. Caudal preparation with a less
or more curved rasparatorium follows in the sub-
periostal layer, backwards on the scalp in the subga-
leal layer. After weakening of frontal muscle, the oc-
cipital muscle produces more tension through the
galea. Proceeding forward and caudal with the raspa-
ratorium, we reach the level of the eyebrows. Here we
need a horizontal complete uninterrupted section of
the periosteum from the left end of left eyebrow to the
right end of the right eyebrow. This is easy to perform
with the rasparatorium turned opposite to the bone
curvature.

Care should be taken of the nn. supratrochleares,
which arise 17 mm lateral of the midline, and the nn.
supraorbitales, which are 27 mm away from the mid-
line, as Lopez from New York found after cadaveric
studies. This distances are constant. Knowing this,

Fig.28.1. Endoscopic forehead lift
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Fig.28.2. a Chemical peeling. b Laser peeling. ¢ Botox

we can do endo-forehead lift without an endoscope.
We would not recommend this, unless the operating
surgeon has done many endoscopic surgeries before.
An endoscopic muscle-grasper is very useful for re-
moving corrugator and procerus muscle fibres.

For fixation we use neither metal nor resorbable
screws. From inside we apply fibrin glue, pull the skin
manually, and keep this position for 3 min and close
the V incision, temporal incisions, and eventually two
more minimal incisions, if needed as an entrance for
instruments, with stapled clamps.

The outside fixation starts with suture strips as pa-
per stitching plaster to keep the eyebrows elevated,
starting from the midline. Thereafter the adhesive
bandages are applied in the same manner and should
remain for 8 days. Removal should be done starting
from the eyebrows and pulling backwards.

Bibliography

Please see the general bibliography at the end of this
book.
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Fig.28.3. aZigzag incision allows an inconspicuous suture line. b Exposed frontal bone and the m. procerus and mm. corrugators
supercilii. ¢ Suture line at the end of the surgery. The same patient d before and e 2 weeks after surgery
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Fig.28.4. a Two deep horizontal wrinkles. b Excision with
radiofrequency treatment without any bleeding. ¢ Ten days
postoperatively; the scar will soon look like a single wrinkle

Fig.28.5. a Endoscopic microcamera with a cold-light source.  surgery with minimal scaring and minimal complications.
b Sitting above the head of the patient, looking at the procerus  d Four or five well-chosen instruments will do the job
muscle fibres at the nasal root on the monitor. ¢ Nonbleeding



28 Forehead

137

Fig.28.6. a Superficial temporal fascia incised, prepared and tightened backwards to be sutured at the deep temporal fascia.
b Semilunar area of hairy skin removed and sutured

Fig.28.7. a Dermographic markings of the nn. supratrochleares  the midpart of the frontal skin should be pulled backwards,
medial and nn. supraorbitales lateral (green vertical lines).  the lower T wings cut off, and sutured in a V manner: T-V-
Wrinkles are marked in blue. b T-incision: after preparation,  plasty
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Fig.28.8. a Fibrin glue applied subperiostally. b Adhesive
bandages pulled backwards and stapled parieto-occipitally.
¢ Below the adhesive bandages, vertical pull of the eyebrows
through suture strips

Fig.28.9. a Vertical glabellar, horizontal wrinkles and deep eyebrow position. b Removing of wrinkles and opening of the eyes
through elevation of the eyebrows - “nonscrewing method”
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A More Conservative Open Frontal Lift 29

A. Aldo Mottura

29.1
Introduction

Even though the endoscopic frontal lift appeared to
replace the traditional open techniques, the initial en-
thusiasm has been decreasing in the last few years. Ac-
cording to recent papers, in the USA half of the plastic
surgeons still prefer the open techniques [2-5].

There are two standard open frontal lifts: the in-
tracapillary or coronal lift and the precapillary one
[3]. In both, surgeons transect the galea and revert the
frontal flap to treat the frontal, corrugator and proc-
erous muscles [6-8]. As a disadvantage, these tech-
niques require the incision to be long enough and the
galea to be transacted all along the skin incision to
turn over the flap. As a consequence of that, long scars
should be expected as well as an alteration of the sen-
sitivity of the scalp which is often observed as a result
of the section of the sensitive nerves of the scalp. Be-
sides, when the arteries and veins of the scalp are sec-
tioned, there is a diminution of the blood supply of
the scalp that in the course of years produces a de-
crease in the hair population of the scalp.

In accordance with Knize’s concept [8] of the lat-
eral subgaleal dissection of the forehead, I began to
try another way of doing an open frontal lift without
undesirable side effects.

29.2
Indications

In my routine, I use the endoscopic procedures in
young patients or in minor or moderate brow ptosis.
But when I am confronted with a marked ptosis and
a resection of skin or scalp is necessary, the open
techniques are selected. If the forehead is a narrow
one, so that the hairline can be moved 1-2 cm back-
ward, I use the intracapillary or coronal technique,
but if there is a receding hairline that cannot be moved
backward, in that case or when the patient would like
to have a narrower forehead, I select the precapillary
technique. When the patient has a 6-7-cm-wide fore-
head but with a coronal technique this should be

Fig.29.2. Facia folding in the precapillary approach
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moved 2 cm backward, this precapillary technique
should also be considered (Figs. 29.1, 29.2).

With the patient in a standing or sitting position, I
pencil on the skin or on the scalp the amount of skin
I will remove. I consider a ratio of brow elevation to
skin removal of 1:1 for the precapillary technique and
1:2 for the intracapillary one.

29.3
Surgical Technique

I infiltrate under the incision lines and in the area to
be dissected a solution composed of 10 ml lidocaine,
10 ml bupivacaine, 0.5ml 1:1,000 adrenaline and
150-200 ml saline solution. Then I do the incision on
the skin all along the marks and the skin is easily
stripped off the galea.

With the intracapillary technique, a small incision
is performed in the middle of the galea from where I

Fig.29.3. Intracapillary scalp resection marking

introduce a dissector that separates the galea from the
periosteum. One additional 5 mm small incision 1 cm
posterior to the hairline is made for the introduction
of a pair of scissors to have direct access to the orbital
rim. The scissors progress in the subgaleal plane and
an opening is made perpendicularly to the frontal
bone to separate the attachment of the galea from the
periosteum and at the orbital rim. In case the inci-
sions extend to the temporal regions, complementary
small incisions at the galea facilitate the lateral subga-
leal dissection. Once the forehead is completely mo-
bile, the folding of the galea is performed with a 3/0
Vicryl running suture taking big bites at the galea at
both sides of the cutaneous wedges. After three to five
bites, the thread is pulled strongly and the galea is au-
tomatically folded, and this is repeated to the other
end of the incision. This way the skin contacts with-
out any tension and can be stapled (Figs. 29.3-29.8).

Fig.29.4. The galea is opened and a dissector is introduced for
a subgaleal dissection

Fig.29.5. The scissor is opened transversally at the orbital rim

Fig.29.6. A continous running 3/0 Vicryl suture, taking big
bites of the galea at the skin edges is shown
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Fig.29.7. Pulling the thread strongly, the galea is folded and the
skin edges approach without tension

In the precapillary technique, the skin incisions
are marked following the irregularities of the hairline
or in a W pattern. The subgaleal dissection and galea
folding are conducted in the same way, but the skin
sutures are performed using 6/0 mononylon separate
sutures.

The treatment of the corrugator or the procerous
muscles can be performed through an upper-lid inci-
sion or using the assistance of the endoscope trough
the galea when, as in most cases, concomitant supe-
rior blepharoplasty is performed.

No compression bandage is used and for some
hours gauze soaked in cold chamomile tea is applied
over the forehead

Fig.29.8. Skin suture with staples without tension

29.4
Results

I have experience of 34 cases using the coronal ap-
proach, and of 30 cases using the precapillary one. I
had to touch up a small part of the scar in three cases
with the precapillary approach and in one case with
the coronal one. I had to review the whole procedure
in one case of unsatisfactory brow elevation when I
used the coronal technique [11, 12]. Transitory hair
loss around the scar was observed in one case of the
coronal approach, with the total amount of the hair
population being recovered in the fifth month. When
the precapillary approach was used, transitory pares-
thesia of the scalp recovered total sensation before the
sixth month. When the precapillary technique was

Fig.29.9. a Precapillary markings.
b Three-year follow-up
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Fig.29.10. a Intracapillary approach,
preoperative view. b Postoperatively,
3-year follow-up. ¢ Oblique preope-
rative view. d Postoperative view.

e The patient can raise the eyebrows.
f The patient can lower the eyebrows

Fig.29.11. a Intracapillary approach.
b Two-year follow-up
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used, in no case did the patient complain about the
scar. There was no case of diminution of the hair
population posterior to the scar. Stable results can be
observed 3-4 years after surgery (Figs. 29.9-29.12).

29.5
Discussion

The first complete technique concerning the open
frontal lift has to be accredited to the Argentinian
José Vinas [13], who described in 1967 the coronal
and precapillary approaches, transecting the galea
and everting the frontal flap. Since then this tech-
nique has been carried out with slight variations. Ac-
cording to De la Plaza’s ideas [4] of subgaleal dissec-
tion, the mobile part of the scalp, I would add that by
folding the galea, this tissue is tensed and still remains
mobile, thus preserving an important part of the ex-
pression. A mobile galea as opposed to a fixed galea
obtained after its fixation to the bone. Moreover, re-
secting a strip of skin contributes to stretching the
skin and to smoothing the wrinkled forehead.

Without transecting the galea, the plane where ar-
teries, veins and nerves run, the blood supply of the
forehead and scalp is preserved, which is especially
important in elderly persons.

At the orbital rim region, opening the scissors in a
transverse way and only dissecting and separating the
planes do not damage the vessels and nerves [9, 10]
(Figs. 29.13, 29.14). The dissection should be gentle,
especially at the lateral site where the fine nerves of
the frontal branch run.

After some precapillary procedures, some months
of paresthesia can be observed, posteriorly to the scar.
This can be the consequence of the compression of
the galea suturing, but absorbable threads release the
possible nerve compression after 3-4 weeks.

Folding the galea with a running suture is a fast,
simple and uniform procedure that can also be done
with separate stitches, but is more demanding and
time-consuming. The whole coronal procedure takes

Fig.29.12. a Intracapillary approach.
b Two-year follow-up with the sclera
corrected

Fig.29.13. The supperficial venous system of the forehead and
scalp is not interrupted

Fig.29.14. The arteries of the forehead and scalp are not tran-
sected
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around 20 min to perform, while the precapillary
procedure takes about 40 min.

Some difficulties in the dissection can be observed
in secondary cases when the galea is fixed to the deep
temporal facia or to the bone. The W incisions as pro-
posed by Camirand [1] at the hairline with the scalpel
beveled 30° reduce the skin tension at the scars and
allow the hair to grow into and anteriorly to the scars;
thus, inconspicuous scars are obtained

With this conservative way of doing an open fron-
tal lift, two of the three drawback of the standard
open technique are avoided, i.e., preserving the blood
supply of the scalp and the integrity of the nerves. The
length of the scars can also be reduced according to
each case because there is no need to make large inci-
sions from one earlobe to the other, because the fron-
tal flap is not everted. Comparing some cases of endo-
scopic frontal lift when three to five incisions are
made, we find that in some cases they reach 12 cm,
while with the open procedures, the incisions are 14—
18 cm long, so the difference is not significant.

Some hours of postoperative pain relief can be ob-
tained with the use of bupivacaine in the anaesthetic
solution.

29.6
Conclusions

By using this conservative open frontal lift, the brows
can be elevated with a simple and fast technique, leav-
ing acceptable scars, with a minimal rate of allopecias
and without the drawbacks of the classic open tech-
niques. It is an excellent alternative for those surgeons
who still perform the classic open frontal lift.
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CHAPTER 30

Forehead and Midface Videoendoscopic Surgery

Ruth Graf, Daniele Pace, Luiz Roberto de Araujo

30.1
Introduction

Since the introduction of endoscopic brow lifting in
the mid-1990s, videoendoscopic surgery has become
widely accepted as a method for rejuvenation of the
upper third of the face, mainly to achieve eyebrow
and forehead elevation. It has many indications and it
is performed to correct eyebrow ptosis and to treat
glabellar rhytids created by corrugators, and depres-
sor supercilii and procerus muscles.

Several factors, including natural aging, facial
nerve injuries and facial trauma, may cause brow pto-
sis, although congenital or hereditary factors may
also cause this condition. Eyebrow lifting and/or fore-
head lifting is not a new concept; however, videoen-
doscopic technique for these procedures is relatively
new.

Videoendoscopic surgery of the forehead and mid-
face intends to treat forehead wrinkles, elevate the
lateral portion of the brow, release the depressor mus-
cles of the glabella, free periorbital ligaments, elevate
soft tissue of the midface and correct asymmetries. To
accomplish these goals, one must study the frontal,
periorbital and midface anatomy. Advantages include
visualization and tissue manipulation through very
short incisions with image magnification and treat-
ment of wide areas with short scars.

In the physiology of eyebrow ptosis, the depressor
muscles pull down the medial portion and the frontal
muscle elevates the medial and central portions of the
brows, creating horizontal wrinkles on the forehead.
On the other hand, there is soft-tissue ptosis on the
temporal area owing to the absence of the frontal
muscle lateral to the temporal adhesion zone, with
descent of the brow tail.

Recent articles report that videoendoscopic sur-
gery of the forehead and midface shows excellent re-
sults. The advantages are significant reduction of the
incision length, better camouflage of these incisions
and less bleeding and surgical trauma. Besides, it re-
duces the dysesthesia of the scalp because the deep
branch of the supraorbital nerve is injured less.

There are several fixation methods, including ab-
sorbable and nonabsorbable screws, sutures, cortical
tunnel, Endotine and fibrin glue.

The disadvantages include higher cost related to
the sophisticated equipment necessary and the long
learning curve to achieve proficiency.

Counterindications are previous craniotomy or
frontal sinus or bone fracture. Complications include
relapse, asymmetry, dysesthesia, paresis, hematomas,
burns and alopecia.

30.2
History

One of the earliest reports concerning the use of en-
doscopic techniques in plastic surgery was in 1992
when Core and Vasconez [2] described the endoscop-
ic coronal lift. In the follow-up article published in
1995, they noted that the complication rate in endo-
scopic brow lifts was not greater than in the open
technique [3]. They reported recurrent ptosis in less
than 2% of patients. In addition to using external su-
ture stabilization for 3-5 days, they also excised a tri-
angle of skin just in front of the hairline.

In 1994, Vasconez [27] published a new article de-
scribing endoscopic forehead lifting. He detailed the
use of an endoscope to guide the release of supraor-
bital and glabella soft tissues. Dissection was on the
subgaleal plane and procerus and corrugator muscles
were severed. The fixation technique was not clearly
described and seemed to be variable.

Since the first reports, multiple variations of the
technique have been used, mostly regarding different
incisions, planes of dissection and methods of fixation.

In 1993, Marchac [16, 17] described the use of an
endoscope to elevate forehead, malar and maxillary
tissues, through a subperiosteal plane and fibrin glue
fixation.

Isse [6] in 1994 described the subperiosteal endo-
scopic technique for the forehead, dissection over the
deep temporal fascia in the temporal area, supraperi-
osteal plane in the midface and lower third, and sub-
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cutaneous cervical dissection. He described tissue el-
evation with vertical and medial vectors with fixation
stitches of the forehead to the galea superiorly, and su-
perficial temporal fascia and superficial musculo-
aponeurotic system (SMAS) to the deep temporal fas-
cia in the temporal area [7, 8].

In 1994, Ramirez [24-26] described the use of vid-
eoendoscopic surgery for the forehead, midface and
lower face. He used the subperiosteal plane for all
these areas, affirming the need to release the perios-
teum of the superior gingival sulcus. He also de-
scribed the biplanar approach at the level of the zygo-
matic arch.

Since 1995, Knize [10-14] has published several ar-
ticles regarding the frontal and temporal anatomy,
where he identified fully in detail all structures and
elements that should be well known to facilitate the
performance of endoscopic technique in order to
avoid neurovascular injuries. He described the de-
pressor muscles of the eyebrows: procerus, corruga-
tors (transverse and oblique head) and depressor su-
percilii, which should be severed. On the other hand,
the transverse head of the corrugator muscle should
be left intact to prevent widening of the brows.

Many authors studied fixation techniques in endo-
scopic surgery, over a long-term period. McKinney
[19] and Daniel [4] used central and temporal fixation
with screws; however, McKinney[20] uses lateral fixa-
tion with galea sutures to the deep temporal fascia
and bony fixation in parasagittal incisions. He be-
lieves that such maneuvers decrease risks of sagittal
sinus and middle meningeal artery damage, alopecia
and allow a longer esthetic outcome. Jones [9] com-
pared the use of cortical tunnel suture fixation with
fibrin glue. He found sutures were a better method of
fixation. De Cordier [5] makes three triangular pre-
capillary incisions that are sutured in a transverse
fashion creating additional elevation besides the tem-
porary sutures in the incisions 5 cm posterior to the
hairline, kept in place for 3-5 days. Casagrande [1]
described in 2000 the transcutaneous fixation of the
midface with a needle.

In 2000, Little [15] embraced the idea of volumetric
enhancement of the face with special regard to mid-
face elevation.

Mendelson et al. [21-23] described in 2000 new ana-
tomic terms for the periorbital and facial areas, which
are zones of adhesion (temporal adhesion), septii (su-
perior and inferior temporal septum, periorbital sep-
tum) and real ligaments (zygomatic and masseteric).

Matarasso [18] in 2000 evaluated facial rejuvena-
tion and developed an algorithm for the selection of
the appropriate technique, and so in patients with
only forehead rhytids with no associated surgery he
indicates botulinum toxin injections with a laser; for
patients with glabellar creases with no surgery associ-

ated he indicates endoscopic surgery; and when there
is a blepharoplasty he corrects the depressor muscles
through the same incision. Finally, in patients with
brow ptosis he performs endoscopic surgery and when
there is rhytidectomy associated he makes temporal
suspension through the temporal aspect of face-lift
incision.

30.3
Surgical Technique

30.3.1
Preoperative Period and Anesthesia

With the patient under sedation, the skin marks and
initiated with the temporal fixation zone, the hair is
divided exactly where the incisions will be placed,
meaning one central, two paramedial (1.5 cm medial
to the temporal line to avoid injury of the deep branch
of the supraorbital nerve, which crosses within 1.5 cm
medial to this line) and two temporal incisions
marked as a continuation of a imaginary line drawn
from nasal ala to the corner of the eye, 2 cm behind
the hairline (Fig. 30.1). Xylocaine (1%) and marcaine
with 1:200,000 epinephrine is injected in the areas to
be operated on.

30.3.2
Incisions

The anatomy of the orbital and frontal area has a mul-
tilayered structure, including skin, subcutaneous tis-
sue, muscles (orbicularis oculi laterally, corrugators,
depressor supercilii and procerus medially), galea,
periosteum and bone.

Incisions of 1.5 cm each (one central and two para-
medial) are made in a vertical fashion to avoid nerve
injury and are placed just a few millimeters behind
the hairline. The temporal incision is 3 cm long and is
placed 2 cm behind the hairline, perpendicular to the
direction of the vectors.

30.3.3
Dissection

The undermining on the frontal area is performed at
first blindly, with a curved dissector in the subperios-
teal plane, down to 2 cm above the superior orbital
rim. In the temporal area a blunt round dissector is
used, superficial to the deep temporal fascia. Right
after this dissection, a 4 mm 30° endoscope is intro-
duced, with a protection sleeve with a curved tip to
facilitate undermining and visualization. The sub-
periosteal plane is used and the dissection is per-
formed under endoscope vision down to the superior
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Fig.30.1. Hair prepping with incisions
according to the deep branch of the
supraorbital nerve and the temporal
zone of fixation
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orbital rim, carefully avoiding supraorbital nerve
damage bilaterally. Afterwards, with the endoscope
placed in the paramedial incision and face-lift scis-
sors in the temporal incision, the temporal ligament is
ruptured down to the lateral orbital rim, including its
terminal portion, till the superior orbital septum is
visualized. The temporal ligament or temporal fusion
line (Knize) or medial temporal septum (Mendelson)
is a zone of confluence of superficial temporal fascia
and galea, and also deep temporal fascia and frontal
bone periosteum. This ligament is present till the
lateral portion of the superior orbital rim.

The dissection continues medially by cutting the
periosteum and galea in the superior orbital rim (ar-
cus marginalis) till the supraorbital nerve is visual-
ized (Fig. 30.2). The arcus marginalis is an area of
thickening of the galea in the superior portion of the
orbit and acts as an adherence point to the septum
orbitalis.

Next, the dissection is completed in the temporal
area with visualization of the sentinel vein (medial
zygomatic-temporal vein) (Fig. 30.3), which is cauter-
ized to avoid tearing and bleeding of this vessel dur-
ing endoscope manipulation when working towards
the midface.

Lateral to this vein there is the medial zygomatic-
temporal nerve that can be preserved or severed (sen-
sitive nerve to the surrounding skin). Medial to the
sentinel vein, dissection goes to the lower eyelid, and
laterally it goes towards the midface. At that point,
the undermining can be subperiosteal or supraperios-
teal. Our preference is the supraperiosteal plane,
which is the same continuing above the deep tempo-
ral fascia with no need to incise the periosteum at the
level of the zygomatic arch. The undermining contin-

Fig.30.2. Supraorbital nerve

ues below the orbicularis oculi muscle and supraperi-
osteal in the lower eyelid, releasing the inferior peri-
orbital septum (retaining ligament), responsible for
the nasojugal crease (Fig. 30.4). The precantal tendon
is released to allow rotation of all periorbital elements
superior, inferior and also laterally.

Right next to the sentinel vein, lateral to it, dissec-
tion goes down to the midface in the supraperiosteal
plane, below the suborbicularis oculi fat towards the
nasolabial fold, undermining below the SMAS and
above the zygomaticus major muscle. The medial
limit for the dissection is the infraorbital nerve, and
laterally the motor nerves for the zygomaticus major
muscle, branches of the facial nerve. A blind maneu-
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Fig.30.3. Sentinel vein and medial zygomatic-temporal nerve

ver is made rotating medially and superiorly, to de-
tach the zygomatic ligament laterally. The motor
branches of the facial nerve should be preserved dur-
ing videoendoscopic facial surgery. The temporal
branch of the facial nerve runs 1.5 cm above and lat-
erally to the superior orbital rim and should remain
in the flap throughout the surgery. The zygomatic
branches of the facial nerve run between the orbicu-
laris oculi muscle and the zygomaticus major muscle,
penetrating the orbicularis oculi muscle through sev-
eral branches (lateral, medial and inferior).

After the undermining is finished in the midface
and temporal area, dissection is completed in the gla-
bella. The endoscope is placed in the central incision
on the subperiosteal plane, and 1 cm above the gla-
bella, the periosteum and galea are ruptured with the
curved dissector. As a result, the depressor muscles
are visualized, from lateral to medial: corrugators
(transverse and oblique portion), depressor supercilii
and procerus. With a curved grasper, these muscles

Fig.30.4. a Undermining below the orbicularis oculi muscle and supraperiosteal in the lower eyelid, releasing the inferior perior-
bital septum (retaining ligament), responsible for the nasojugal crease. b External view showing the place of undermining

Fig.30.5. a Corrugator muscle. b Supratroclear nerves
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are divided with gentle maneuvers, beginning from
the bony end towards the skin, except for the trans-
verse portion of the corrugator, in order to avoid wid-
ening of the brows. During this point of the proce-
dure, the supratrochlear nerves and vessels are
identified, and should be preserved (Fig. 30.5).

The nerves observed in videoendoscopic surgery
are supraorbital and supratrochlear, which exit from
their specific foramen. The correct release of the peri-
osteum in the superior orbital rim and division of
procerus muscle, depressor supercilii and corruga-
tors, preserving sensitive nerves in the supraorbital
area, is one the most critical steps in videoendoscopic
surgery. Obviously, avoiding injury of the temporal
branch of the facial nerve is also very important for a
successful procedure.

There are six planes of dissection:

1. Frontal dissection: subperiosteal

2. Temporal dissection: between superficial and deep
temporal fascia

3. Upper-eyelid dissection: preseptal and suborbicu-
lar

4. Lateral orbital rim dissection: supraperiosteal

5. Lower-eyelid dissection: supraperiosteal and sub-
orbicular

6. Zygomatic-malar dissection: suborbicular and
suprazygomaticus major muscle

30.3.4
Fixation

Finally, after all the dissection is completed, the flap
can be easily mobilized. Fixation is then started with
demarcation of three points of reference in the follow-
ing order: (1) inferior and lateral malar area; (2) cen-

tral malar area; and (3) lateral cantal tendon. With the
endoscope, a Casagrande needle is introduced in the
points previously marked (Fig. 30.6). The introduc-
tion begins externally and then with the endoscope
(to avoid nerve damage), reaching the temporal inci-
sion, where 3.0 colorless nylon is placed in position
and finally the needle is pulled back to the entry ori-
fice, grasping around 1 cm of the midface flap, going
back to the temporal incision, where the suture line is
withdrawn from the needle. The third point passes
also in the periosteum superiorly, so to fixate the mio-
cutaneous orbicular flap in a superior position. These
three points are sutured in the deep temporal fascia at
the level of the temporal incision. Fixation of the fore-
head is performed with cortical tunnels in the para-
medial incisions, fixating the periosteum to the corti-
cal tunnel (2.0 nylon), with the goal to elevate the
forehead, mainly in the lateral portion of the brows
(Fig. 30.7).

Fig.30.6. Fixation of midthird of the face

Fig.30.7. a Cortical tunnel for fixation of the forehead. b Note the tunnel just in the cortical bone.
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The last step is scalp sutures without skin resection
and no tension. Tape over the area dissected is kept
for 1 week to decrease the possibility of hematomas
and seroma.

Fig.30.8. Forty-year-old female patient
submitted to videoendoscopic surgery of
the forehead and midface, preoperative
and postoperative period 2 years later.
The lower photographs show an increase
of the distance between the brow and the
upper eyelid

30.3.5
Results

There are good outcomes in a long-term period, with
maintenance of brow elevation, reduction of glabellar
creases, lateral rotation of periorbital elements and
midface elevation (Figs. 30.8-30.10). Swelling is ef-
faced in 30-60 days, persisting rarely for more than
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3 months. Relapse and asymmetry may occur, and
sometimes surgical revision is necessary. Dysesthesia
and paresis may occur owing to nervous compression
by the endoscope or surgical manipulation, or even
through cauterization. Therefore, only the sentinel
vein should be cauterized; further bleeding should be
controlled by external compression and cold saline
only. If there is a permanent nerve injury, the nerve
on the opposite side should be divided as well to
achieve balance. Skin burn may happen if cauteriza-
tion is extensive, so it should be avoided. Hematoma
is rarely described. Alopecia may appear owing to
overly manipulated tissue or excessive suture tension.
Prevention is always the best treatment.

30.4
Conclusions

Videoendoscopic surgery of the forehead and midface
is less invasive, with short discrete incisions, where
treatment is performed under direct vision with the

Fig.30.9. Sixty-three-year-old female
patient submitted to videoendoscopic
surgery of the forehead and midface
associated with blepharoplasty, preop-
erative and postoperative period 2 years
later

endoscope. It is indicated at any age, as a single proce-
dure or associated with rhytidectomy, blepharoplasty,
chemical peeling, laser and facial fillers. The learning
curve may be long, as appropriate training with spe-
cific surgical instruments is needed. Anatomy study
is absolutely mandatory and workshops on the tech-
nique as well as observation of experienced peers is
very important.
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31

The Subperiosteal Browlift

Carl A. Troilius

31.1
Introduction

Most surgeons today practicing aesthetic surgery ad-
vocate an endoscopic subperiosteal technique for ele-
vation of the brow and elimination of the glabella fur-
rows and wrinkles [1-10]. The reason for this is of
course the ability to avoid the bicoronal scar with pos-
sible hair loss [7, 11], the avoidance of transection of
the supraorbital nerves and the subsequent numbness
of the scalp behind the scar. The transection of the su-
praorbital nerves at the incision is also believed to be
the cause of a prolonged period of itching of the scalp.
The bicoronal subgaleal browlift also gives the patient
a markedly raised hairline, usually in the ratio of
2-3 times the distance the eyebrows are elevated [12].

It is true that also the subperiosteal browlift raises
the hairline, but not more than the distance that the
brows are raised [13].

The operative time of the two procedures is about
the same in the hands of a trained surgeon. It has also
been proven that the long-term result of a subgaleal
approach is less reliable and stable compared with
that of the subperiosteal approach [14].

The stability and well-proven efficacy of the sub-
periosteal method are independent of whether the
procedure is done openly or with the aid of an endo-
scope. The two factors that matter for the result are
the plane of dissection and the altering of the muscle
balance in the brow [9, 10, 15] (Oscar Ramirez, per-
sonal communication, May 1996).

If the brow is raised with applied tension and some
kind of fixation is used, the tension is applied to the
periosteum - a strong and inelastic structure. The
height-altered periosteum will stick to the bone within
a few days, after which fixation is really not needed.

If, however, you try to correct the height of the
brows by cutting and shortening the galea, you are re-
lying on a totally elastic structure, which over a few
months will elongate and the brow will resume its
earlier position.

By following our patients over the last 10 years, we
have recently concluded that in most cases where only
a minor to moderate raising of the brow is indicated,

we really do not need a fixation at all. We rely only on
changing the balance of muscle vectors around eye-
brows, the release of the forehead and raising of the
brows as well as the excision of parts of the corrugator
supercilii, dpressor supercilii and the procerus mus-
cles. Scoring and damage to the frontalis muscle
should be avoided. The habit of scoring the frontalis
muscle comes from a misunderstanding of the cause
and nature of the wrinkles in the forehead. The fron-
talis muscle should be regarded as our friend as it is
the only muscle that actually lifts the eyebrows [12,
16-18].

A natural eyebrow lift is achieved by interrupting
the restrictive forces of the corrugator supercilii and
procerus muscles, against the upward action of the
occipitofrontalis muscle [19].

Use of a subperiostal, endoscopic method can have
some disadvantages. The fact is that the method is so
effective and the skin can be pulled so tightly that the
eyebrows end up unnaturally high. This can occur
through a primary factor of applying too much pull
between the periosteum and the fixation in the bone,
if such is used. The other possible reason for exagger-
ated results is a later development. It is the slow rais-
ing of the forehead and eyebrows owing to the changed
muscle balance in the glabella area. This development
is also support for the conclusion that fixation is not
necessary at all for forehead lifts where the desired re-
sult is a moderate lift of the eyebrows, less than 4 mm
[20] (Fig. 31.1).

Long-term studies spanning 5 years indicate that if
you measure the height of a patient’s eyebrows from
the center of the pupil to the top edge of the eyebrow
before surgery and then again 1 year after, there is
often a harmonic, natural rise of about 4-7 mm net. If
the same patient is measured digitally 4 years later,
their eyebrows are now a further 1-2mm higher
(Figs. 31.2, 31.3). This is a statistically significant re-
sult that can only be explained by the change in mus-
cle balance occurring around the eyebrows when the
negative, downward-pulling vectors through the
musculus procerus, depressor supercilii and corruga-
tor supercilii are eliminated or greatly weakened to
the benefit of the upward-pulling vector through the
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Fig.31.1. a The postoperative result (b)

1 year after a subperiosteal browlift
without any fixation of the scalp. There
is a definite increase in the height of the
medial brows

Fig.31.2. a The preoperative condition. b The postoperative result 1 year after a subperiosteal browlift with fixation. ¢ The increase
in the height of the brows 5 years postoperatively compared with the height 1 year postoperatively

Fig.31.3. a The preoperative condition. b The postoperative result 1 year after a subperiosteal browlift with fixation. ¢ The increase
in the height of the brows 5 years postoperatively compared to the height 1 year postoperatively
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musculus frontalis, which intact over time can slowly
affect the eyebrows and forehead, causing them to
rise. A natural conclusion is that fixation is not neces-
sary or perhaps even not desirable for small or moder-
ate eyebrow lifts or often when the indication for sur-
gery is a desire for a change in eyebrow shape, that is
to say a lift of either the lateral or the medial ends,
perhaps in combination with elimination of vertical
wrinkles in the glabella or general horizontal wrin-
kles in the forehead.

31.2
Indication for Surgery

A forehead lift is an extremely special operation. Very
few of the patients that sit in our consultation chair
ask specifically for a forehead lift. It is more common
for them to ask about eyelid surgery, mentioning that
they have a tired appearance. As surgeons, we can of-
ten identify the problem as a combination of excess
skin at the upper eyelid with eyebrows that sit low or
that have lateral ends that lie lower than the medial
ends. This contributes to a tired appearance. If you do
not first adjust the eyebrows to a normal level and re-
shape them, upper-eyelid surgery has little chance of
success and there is little chance that the patient will
be satisfied afterward. It is also a well-known fact that
if you solely perform upper-eyelid surgery on a pa-
tient, the eyebrows will be lowered 3-4 mm [16]
(Fig. 31.4). This is because prior to the surgery, the pa-
tient felt the weight of the extra skin on the upper eye-
lid and tried to compensate for such over many years
by raising the forehead with the help of the musculus
frontalis. After upper-eyelid surgery, this stimulus to
the musculus frontalis disappears and the muscle be-
gins to relax, causing the eyebrows to lower. This is
not always a negative development, but it is something
the surgeon must take into consideration during the
consultation.

Other patients that sit in our consultation chair
may have been told by others that they look angry or
sad. There has been no case where the patient saw a
clear connection between this appearance and their
eyebrows, so patients in this situation do not tend to
ask about a forehead lift. That is why it is up to us as
experts in the field to help the patient understand the
connection between his/her appearance and the pro-
cession and shape of the eyebrows, perhaps in combi-
nation with deep vertical wrinkles in the glabella
area. An alternative treatment of the latter condition
can be a Botox injection in the area. If done well, this
can imitate the effects of a forehead lift with muscle
resection. The effects, however, are only temporary.

We should, however, under no circumstances con-
tribute to an indiscriminate raising of the eyebrows,

28.0 mm

Fig.31.4. aPostoperative result 6 months after an upper bleph-
aroplasty (b) shows that the brow descends 4 mm when no
browlift is done simultaneously

Fig.31.5. The height of the brow of a young model is usually a
lot lower than we create in our browlifts today

which often results in an unnatural appearance. We
should instead analyze the shape of the eyebrows and
their position in relation to the eyelids. If we as sur-
geons honestly examine our results with different
types of forehead lifts and compare them with the ap-
pearance of a young, beautiful model (Fig. 31.5), we
will unfortunately find that our surgical browlifts of-
ten have an unnaturally high position. For this rea-
son, I now only use fixation in any form in about half
of all my forehead lifts.

313
Surgical Technique

You start by examining the patient from the front
while he/she is in a sitting position. You then mark the
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shape and position of the eyebrows. It is important to
examine which part of the eyebrow needs to be raised
the most and which needs to be raised the least. The
point in the eyebrow that is to be raised the most is
transferred vertically up to the hairline.

First you make an incision at the front edge of the
hairline along the midline, followed by two vertical
incisions on each side, which correspond to the
marked point of each eyebrow (Fig. 31.6). If the pa-
tient has an abnormally high or receding hairline,
these incisions can be made in non-hair-bearing skin
provided that intradermal sutures are used upon
completion. Hereafter, you begin dissection from the
central incision and release the periosteum blindly
but without destroying it. Use slow, steady movements
with the elevator. From the central incision, it is im-
portant to lift the periosteum on each side of the two
lateral incisions in order to keep the periosteum as in-
tact as possible in these two lateral incisions if you
wish to apply a fixation suture here. There is no dis-
section rearward behind the incisions over the scalp.
An important factor in how easy the dissection is,
how little blood there is and whether the periosteum
can be lifted in a piece that is as whole as possible is
the infiltration anesthesia administered prior to sur-
gery. By applying the needle with the beveled side
down, slightly tangential to the skin, you can with hy-
drodissection facilitate the later release of the perios-
teum. The endoscope is then introduced from the
center incision and an elevator is introduced in one of
the lateral holes, depending on at which side you be-
gin (Fig. 31.7). Dissection occurs under the eye all the
way down to the orbital rim. Dissection releases the
periosteum all the way out to the lateral orbital rim,

Fig.31.6. The incisions in the scalp

where the sentinel vein is often hit and bleeding must
be stopped. You then dissect along the temporalis
muscle so that the dissected pocket is well outside of
the lateral edge of the eyebrow. Exercise care around
the supraorbital nerve, which runs approximately
2 cm laterally of the midline. As you know, the nerve
can lie in a channel a bit up the bone, which is why
you may come across it before coming to the orbital
rim. This is the case about 15% of the time. Perform
dissection in the glabella area as far as the instru-
ments allow.

The next instrument is an elevator that is curved
downward and makes it possible to release the perios-
teum around the orbital rim. When the pocket is
completely open from one lateral end to the other, a
scalpel, honed elevator or laser is used to cut the peri-
osteum from one lateral orbital rim across to the oth-
er. Try to make this incision as low as possible while
watching for nerves and blood vessels in the supraor-
bital area. The next step is to use an upward-bent ele-
vator to lift the periosteum and spread it, to make it
possible to see the underlying nerves and muscles.
The most important part of the entire operation
comes next: muscle resectioning in the glabella area.
At this stage, it is good to have a long instrument that
is insulated and can be used to coagulate bleeds. The
best is along, insulated, curved suctioning device that
can suction smoke and blood while you coagulate a
source that is being suctioned. We use graspers as we
not only cut the muscles but also resect so much of
them that it is not possible for the ends to rejoin. Un-
less the patient has deep, vertical wrinkles in the gla-
bella area, it is not necessary to completely resect all
muscles. At this stage, you do not need to worry that
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Fig.31.8. A small titanium screw is used for fixation if needed

there will be a depression after muscle resectioning in
the glabella area as experience tells us that this does
not occur. The resected area is filled out rather quick-
ly with fibrous tissue. After ensuring that all bleeding
has stopped and inspecting the area, we remove the
endoscope. If fixation is to be used, now is the time.
We never use external fixation with staples as this
undoubtedly leads to unnecessary hair loss and is un-
comfortable for the patient. We use one of two inter-
nal fixations. The first possibility is a 4 mm titanium
screw that is drilled into the bone at a drill speed of
ten revolutions per second with cooling, where the
drill has a stop at 3 mm.

A suture is then placed through both sides of the
periosteum in front of the incision and is then pulled

Fig.31.7. The endoscope is introduced
after the initial dissection

back to be tied around the screw before it is screwed as
flat into the skull as possible (Fig. 31.8). As stated ear-
lier, we avoid pulling this fixation suture too hard as
you can expect a few more millimeters of lift in the
future in addition to the immediate results of the eye-
brow lift directly after surgery. Choice of suture is ir-
relevant as the periosteum fastens within 72 h. The
second possibility for fixation is a so-called Endotine
device (Coapt Systems, Palo Alto, CA, USA), which is
a small bioabsorbable plate that is fastened in a pre-
drilled hole in the skull. The plate has several small,
2-mm-long upward-pointing tines in which you fas-
ten the periosteum. This method works wonderfully,
but is quite costly.

The incisions are then closed with staples if they lie
behind the hairline or with intradermal sutures if
they lie in front of the hairline. We do not use drains
or dressings. The hair is washed with water on the op-
erating table and then washed thoroughly with sham-
poo the next morning. We recommend to our patients
that they allow 1-2 weeks for convalescence

314
Complications

Bleeding and infection are two possible complica-
tions, but luckily they are very rare. We have experi-
enced one instance of bleeding in 1,000 operations
and have yet to experience any infection. This is likely
due to the extremely good vascularization in the area.
The patient commonly experiences a temporal lack of
sensation in the area of the forehead and backwards.
This usually returns within a few months.
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Eyebrow Manoeuvres

Dimitrije E. Panfilov

The form and position of the eyebrows signalize vari-
ous moods. Knitted eyebrows and a lined brow betray
worry and apprehension. If one eyebrow is lowered
and the other raised, this pattern resembles a hori-
zontal question mark and indicates suspicion. Eye-
brows drawn obliquely together betray sorrow. A
quick movement with the eyebrows is interpreted as a
signal of greeting among humans. The lowering of
eyebrows is seen as expressing an unpleasant surprise.
Wide-open eyes indicate a real surprise. Knitted eye-
brows are looking for protection, while tightly closed
eyes express revulsion. The eyebrows of a man are
bushier than those of a woman. Women pluck their
eyebrows to look even more feminine.

Surgical treatment of eyebrow position can harmo-
nize the facial expression. Very often we can see the
asymmetric position of eyebrows owing to unilateral
hyperaction of the corresponding m. frontalis. This
can be corrected through grasping more frontalis
fibres on the more elevated side.

If one eyebrow is positioned too deep, it can be
elevated by a unilateral endoscopic procedure and
unilateral - not central — T-V-plasty.

In bushy male eyebrows, the asymmetry can be
reached by asymmetric direct skin excision more over
the lower eyebrow.

Fig.32.1. a Hypertrophic m. procerus and mm. corrugators
supercilii and threatening shape of both eyebrows - right more
than left. b Harmonizing of glabellar region and symmetrizing

The Brazilian surgeon Antonio Graziosi suggested
in 1998 his browlifting with threads without under-
mining, using minimum incisions. There could be
one to three threads per brow as a single procedure
or it can be combined with other facial surgeries.
Eyebrows have to be suspended to the periosteum
behind the hair limit. For a single procedure we need
only two instruments: the hollow probe and small
Dechamp and one colourless nylon 4-0 suture.

Porfirio Castillo-Campos from Mexico has sug-
gested a hook which is covered with plastified sheet in
the middle, so that only the hook itself and the other
end expose metal. Through medial or one of the lat-
eral incisions behind the hair limit, this hook can
catch either the corrugator or the frontalis muscle.

With electrocautery we touch the outside end of
this hook and by pulling on it we divide the muscle
partially or totally.
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Fig.32.2. a Dermographic planning to elevate the left eyebrow endoscopically and through T-V-plasty. b Symmetrical eyebrow
position 3 weeks later. Slight hair loss will recover after 6 months

Fig.32.3. a Lower right eyebrow. b Dermographic planning. ¢ Symmetric, elevated eyebrows and “opened eyes”
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Fig.32.4. a Demographic planning. b Only two instruments are needed. ¢ Slight elevation of eyebrow tail. d-g This simple proce-
dure just to elevate the “tail” of the eyebrow is demonstrated in four steps. Notice the slight overcorrection through a tightened
suture in step 4 (g)
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Fig.32.5. a The hook position simulated above the skin.
b The hook catching the left corrugator connected with elec-
trocautery. ¢ The hook cauterizing the left frontalis muscle
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33 Eyelids

Dimitrije E. Panfilov

The first type of skin to become wrinkled is the skin
of the eyelids, because it is the thinnest skin of the
entire human body. When we communicate with each
other, we usually look each other in the eye. Lax eye-
lids do not allow the inner energy of a person, which
is possibly present to a large extent, to become appar-
ent; such a person’s capability and even vitality go un-
recognized.

Excessive reading, PC work, watching TV, working
under neon-light illumination, and hereditary factors
play a role in this process. The eyelids can reveal
changes associated with disorders of the kidneys,
heart, and thyroid gland, or which become apparent
from alcohol or drug abuse. The swollen eyes of some-
one with a psychosomatic disorder may reflect “un-
cried tears”, originating from unexpressed emotions.
An eyelid lift will therefore convey the impression of
an altogether much fresher person.

With its relatively low cost and little effort, this op-
eration has a relatively high effect and is therefore

very popular, not only amongst women. It is the most
frequent aesthetic surgery performed for outpatients
and also the most common aesthetic procedure which
plastic surgeons undergo themselves. The author of
this book is not an exception to this rule.
There are three indications in periorbital rejuvena-
tion:
1. Ptotic “baggy” upper eyelids
2. Pufty lower eyelids
3. Multiple fine wrinkles in the lateral part of the or-
bita: crow’s-feet

What are criteria of aesthetically pleasing eyes?:

- Rima oculli (palprebral fissure) should be verti-
cally between 12-14 mm in the adult.

- Thehorizontal eye axis (distance between the com-
missures) should be between 28 and 30 mm.

- The lateral commissure should be positioned supe-
rior to the medial commissure.

Fig.33.1. a The patient is looking at the root of the surgeon’s nose. The overlapping skin has been marked. b Closed eyes. ¢ Semi-
lunar excision area — completed markings. d Skin excisions and e pull-out running intradermal sutures
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Fig.33.2. a Excess skin check with T-forceps. b Precise excision with radiofrequency waves (4.0 MHz). ¢ After 10 days the scar is
still visible, but could be hidden with cosmetic camouflage. d Unobtrusive scarring after 3 months

Fig.33.3. a Central fat pad and b medial fat pad to be clamped with forceps, cut off, and coagulated for haemostasis

— The highest point of upper-eyelid curvature is
slightly nasal from the pupil.

- The lowest portion of the lower-eyelid curvature is
slightly temporal from the limbus.

Before starting to do eyelid surgery, we have to reca-
pitulate many anatomical details. To understand the
physiology of eyelids we should realize the complexity
of the orbicularis oculi muscle. After myocardium

muscle, this is the second-most active muscle of the
human body-it contracts on average every 4 s when
we are awake. It is the mechanical protector of the
eyeball (corneal reflex) and the collector and distribu-
tor of lacrimal secretion. Owing to its delicate syn-
chronic movements, this muscle is the protagonist of
fine mimic expressions.

Some surgical techniques produce dysfunction of
the orbicularis oculi muscle. In upper eyelids we also
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Fig. 33.4. a Pleasing eye: palpebral fissure: 12-14 mm horizontal eye axis: 28-30 mm. b Sometimes in the lateral part of the upper
orbita the lacrimal gland could show prolapse. It should be repositioned and closed by septal sutures

Fig.33.5. a Only upper blepharoplasty produces b a more
awaked, fresh appearance. ¢ Overlapping upper eyelids.
d Three weeks after upper blepharoplasty. e “Dramatic”
improvement after 8 weeks
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Fig.33.6. a The skin should be carefully separated from underlying fibres of orbicularis oculi muscle. b More skin excision from
the lateral triangle than ¢ from the subciliar region. d Removal of central extruded fat pad

sometimes preserve fibres of the orbicularis oculi
muscle to restore the fullness of them, but in the lower
eyelids nowadays we almost regularly preserve them
to save the innervation which comes from temporo-
frontal and zygomatic branches of the facial nerve.
Some 15 years ago it was usual to take out a strip of
orbicularis oculi muscle fibres in lower blepharoplas-
ty. Today it would be done just in the case of muscle
hypertrophy that is obvious preoperatively.

Today’s trend is “less is not more but very often
more than enough”. Or to use a German saying:
“Enough is better than too much.” We should operate

on eyelids as conservatively as possible, that is the ad-
vice of Glenn Jelks from New York.

For lower blepharoplasty the special “no-touch
technique” has been developed. “No touch” is related
to the orbicularis oculi muscle and its innervation.
Access to the infraorbital herniated fat should be done
transconjuctivally - through a 1-cm-long incision
parallel to the lower eyelid rim and 3 mm below it.
The fat pads could be repositioned or carefully re-
duced. The excess skin should be removed superfi-
cially without touching the fibres of the orbicularis
oculi muscle from both sides!
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Fig.33.7. a Three extruded fat pads from medial, central,

and lateral compartments of the lower eyelid. b Removed
skin and fat pads of upper (above) and lower (below) eyelids. ¢
Skin closure with 6-0 monofilament nylon pull-out sutures

Fig.33.8. a “Baggy” upper eyelids and negative vector of lower eyelid cheek junction. b Much smoother appearance postopera-
tively

Photographic documentation pre- and postopera- There are six standard views which can be recom-

tively is very important: mended: (1) straight look into the objective — open

- For analysis: preoperatively what should be done, eyes, (2) closed eyes, (3) look 45° above and (4) 45° be-
postoperatively to check the results achieved low the horizontal line, (5) left profile, and (6) right

- To show the change (improvement) to the patient  profile.

- For scientific reasons The eyebrow position can influence the upper-eye-

- Sometimes for forensic reasons lid appearance through medial, lateral, or complete

brow ptosis. Upper-eyelid ageing may include medial
bags, lateral bags, dermatochalasis, and levator weak-
ness or dehiscence.
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Fig.33.9. a “Heavy” upper and lower eyelids due to muscle hypertrophy. b “Evil look” turns to “mild look”. ¢ Hypertrophy of
orbicularis oculi muscle fibres only below. d Partial resected strip of muscle fibres of lower eyelid

Fig.33.10. a Orbicularis oculi muscle loop and upper-side
orbita edge. The suture b fitted and ¢ tightened. Only excess
skin to be removed
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Lower-eyelid ageing can produce skin excess, fat
herniation, scleral show, orbicularis hypertrophy, and
festooning.

Patient selection is very important. Good candi-
dates have obvious deformity and psychic stability.
Relative contraindications are patients with:

- Significant orbital pathology
- Exophtalmos

- “Dry eye” syndrome

- Unrealistic expectations

Fig.33.12. a Muscle fibre subcantal loop of the lower eyelid
(Lassus loop) has been a prepared and b sutured to the peri-
osteum of the upper-side orbita edge. ¢ End of the surgery

Before surgery we perform dermographic planning.
First the lower incision should be marked between 9
and 13 mm above the rim, on closed eyes. Then the
patient opens her/his eyes and looks at the root of our
nose when we face each other symmetrically. Now we
mark the corresponding point of excess skin overlap-
ping the lower incision line. The patient closes his/her
eyes again and we complete marking semilunar skin
area to be excised. At the same time we mark a 2-
4 mm incision in one of crow’s-feet as access to the
lower blepharoplasty, which should be 7-10 mm be-
low the upper-eyelid incision line.
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Fig.33.13. a Thirty-four year old women who worked for 10 years under neon light illumination. b Appearance 3 months post-

operatively

Fig.33.14. a Septum orbitale to be sutured to the arcus mar-
ginalis. b Finished suture. ¢ In this patient on the right side
the fat has been repositioned and the septum orbitale closed

Doing dermographic markings in the standing po-
sition, we should remember that inexperienced plas-
tic surgeons make usually the mistake of not excising
enough skin from upper eyelids, and much worse ex-
cise too much skin from lower eyelids. Then, some-
times full skin grafts have to be inserted to mitigate
the mistake. The mistake with the upper eyelids is
easy to correct: just remove the small strip of still ex-
cess skin. We control the proposed skin excision by

(Hamra) and the left side suspended per muscle loop (Lassus).
d There is no obvious difference 2 weeks postoperatively

asking the patient to open and close his/her eyes sev-
eral times.

With local anaesthesia and intravenous analgose-
dation, we remove now sufficient redundant upper-
eyelid skin; if the eyelids are “heavy” we remove also
a strip of orbicularis oculi muscle and finally one to
two fat pads. We should remove well-defined supra-
tarsal skin so that the scar will clearly fit into the or-
bitopalpebral sulcus.
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Fig.33.15. a Transconjunctival fat pad expulsion. b Squeezing
the fat pad with forceps, removal, and haemostasis. The patient
cbefore and d after “no-touch technique” of lower eyelid - only

a small strip of external skin has been removed and classic
upper blepharoplasty

Fig.33.16. a A lot of excess skin and fat. b Six weeks postoperatively In dark skin the ends of scars are visible longer

The goal of lower blepharoplasty is modest remov-
al of excess skin because the overcorrection is unfor-
giving. If we perform both upper and lower blepharo-
plasty, it is advisable to suture the upper eyelid first,
before resecting the skin of the lower eyelid. Some
amount of tension will arise and prevent us from re-
secting too much skin from lower eyelid.

When we undermine the skin of the lower eyelid
by spreading scissors or forceps, we continue the short
2-4 mm lateral incision 1 mm below the ciliary mar-
gin in the medial direction and it looks like a bayonet.
This may be done with scissors, radiofrequency waves,
or a scalpel blade. The skin flap should be carefully
separated from the underlying orbicularis oculi mus-
cle fibres. When resecting the skin, we remove more
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from the lateral triangle than from below the eyelash-
es to prevent ectropion!

There are mostly three compartments of the lower
eyelid with fat pads: medial, central, and lateral. The
central herniated and extruding fat pad is usually the
largest one. In the past, we used to moderately resect
them - otherwise we would deepen the hollow lower
eyelid, which is aesthetically disadvantageous. The fat
pads can appear with slight digital pressure on the
eyelid and they “jump out” if we incise the tiny sheet
which surrounds them. We squeeze the fat pad with
small forceps, remove the excess fat with scissors, and
electrocoagulate the stump for haemostasis. Today,
most prominent plastic surgeons prefer the reposition
of the fat pads into the infraorbital space to raise the
eyeball and to prevent enophtalmos. The septum or-
bitale should be sutured on the arcus marginalis to
close the infraorbital space after herniated fat has
been repositioned.

The semilunar excision of the upper eyelids is re-
lated to the excess skin and should not be extended
onto nasal skin. Otherwise a transverse scar contrac-
ture or webbing will occur. We end the operation with
haemostasis by a electrocautary device and skin clo-
sure with 6-0 monofilament nylon intradermal pull-
out sutures and paper stitching plaster or we can also
use Dermabond if the wound edges are adaptable.

Fig.33.17. a Malar fat pads are hardly correctable with lower
blepharoplasty. b Dermographic markings for conventional
upper blepharoplasty and direct excisions of malar fat pads
- reverse lower blepharoplasty (of Juarez Avelar). ¢ The scars
look like skin folds

If we do both upper and lower blepharoplasty, it is
advisable to put a single interpalpebral fixation some
3 mm medial to the lateral eye angle for 4-7 days.
Doing so, we can prevent in most cases the reactive
inflammatory ectropion.

Postoperative treatment should include light cool-
ing of eyes in the first 6 h to prevent bleeding and
swelling. Eyedrops of physiological solution are rec-
ommended for the first few days as well as cleaning
the eyelashes with small cotton wool sticks. We re-
move the pull-out-sutures after 3-6 days.

There are numerous things that can go wrong.
Some of them are extremely seldom, like blindness:

1. Dry eye syndrome (lubrication should be done).

. Scar hypertrophy and keloids (rare).

. Epiphora (tearing) and chemosis.

. Prolonged discoloration.

. Postoperative bleeding (oestrogen hormones? as-
pirin? coffee?).

. Atrophy resulting from steroid injections.

. Retrobulbar haematoma.

8. Loss of vision (retinal artery occlusion associated
with retrobulbar haematoma). In Moser’s classic
article there were seven cases of postoperative
unilateral blindness.

9. Overresection of fat pads.

10. Ptosis (“lazy eye” preoperatively?).

U W N

N



174

Fig.33.18. a Severe conjunctivitis with inflammatory ectropion after lower blepharoplasty (2 years before, laser peeling was done).
b Condition after 3 months of conservative therapy (eyedrops, steroids, lymphodrainage)

11.

12.

13.

Persistent small wrinkles (Patient: “Look at me
when I smile!” Surgeon: “If you don’t smile, you
will get wrinkles on your soul, and then you are
really old.”).

Temporary paresis of the lower eyelid (spontane-
ous recovery within a few days).

Damage to the inferior oblique muscle (diplopia!):
too deep preparation between the medial and the

Fig.33.19. a Interpalprebral fixation at the end of both upper
and lower blepharoplasty of the upper eyelid - first step.

b Lower eyelid has been stitched - second step. ¢ The suture is
completed, interpalprebral fissure is narrowed for 3-6 days,
but the conjunctivitis has been prevented

14.

15.
16.
17.

central fat pad could damage the attachment of
this muscle.

Wound dehiscence (too early setting of contact
lenses? — they should not be worn for 3 weeks
postoperatively).

Infection.

Blepharitis.

Inability to close the eyes (temporarily).
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Fig.33.20. Severe postoperative blepharitis had been treated

conventionally and operatively by partial conjunctivectomy;

5 months of treatment requires extreme patience from both

patient and surgeon

Fig.33.21. Real ectropion (from another office): 4 mm deficit
of eyelid closure on both sides due to too early blepharoplasty
with removal of wrinkle filler 2 weeks before; the patient lost
her job, wedding cancelled - personal catastrophe

18.
19.
20.

21.
22.
23.

The real ectropion.

Too much upper-eyelid skin remains.

Irregular or unsightly scars (dramatic improve-
ment within 8-10 weeks is possible)

Prolapsed lacrimal glands.

Persisting malar pouches.

Lower-eyelid laxity.

Fig.33.22. a Threatening conjunctivitis with reactive ectro-
pion 5 days postoperatively after removal of pull-out-sutures.
b Interpalprebral suture on fifth day postoperatively. ¢ After
3 weeks, scleral show and ectropion disappeared

The most common complication in our clinic is irri-
tative conjunctivitis mostly starting from a lateral
angle sometimes on both eyes, but mostly just as uni-
lateral conjunctivitis causing inflammatory ectropi-
on, which is reversible if conservatively treated (eye-
drops, steroids, massage) but could take months to be
cured. Steven Fagien from the USA has suggested be-
palpebral fixation at the end of surgery to prevent this
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Fig.33.23. Instead of sutures, skin closure could be made by a skin adhesives (Dermabond). and b suture stripe; peroperative
sclera protection by vitamin ointment (Bepanten)

irritative ectropion. When doing both upper and low-
er eyelids, we now use routinely this suture. Once we
applied it on the fifth day. When we were removing
the pull-out sutures, conjunctivitis and unilateral in-
flammatory ectropion developed. When the bepalpe-
bral suture was applied for 3 weeks the inflammation
and ectropion disappeared.

When I was starting my career as a plastic surgeon,
I thought blepharoplasty would be one of the simplest

surgeries to perform. Now I know it is one of most
demanding operative procedures in aesthetic plastic
surgery and the failures are often “unforgettable”.
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CHAPTER 34

Periorbital Rejuvenation

André Camirand

34.1
Introduction

In managing periorbital ageing, one must evaluate
the brow, the upper lid, the lower lid (position, amount
of skin, muscle and herniated fat pads), the anti-Mon-
goloid fissure, the wrinkles (frontal, corrugator, pro-
cerus, static and dynamic crow’s-feet), the width of
the forehead (level of the hairline), the tear trough de-
formity and the very important position of the globe
in the orbit (enophthalmia).

34.2
Brow Lift and Upper Blepharoplasty

As we age, the hairline recedes and the brow comes
down. The width of the forehead increases, an obvi-
ous sign of ageing. The brow coming down below the
orbital rim will come closer to the eyelashes (the nor-
mal distance being 2.5 cm in women and 2 cm in
men) creating a pseudodermachalasis of the upper
lid. This will camouflage in many cases the ageing of
the shallow upper lid. The lowered brow will be partly
responsible for the static crow’s-feet and the chalasis
in the glabellar area. We develop frontal wrinkles be-
cause we soon learn that when we look in the mirror,
we improve our appearance (brow and upper lid) and
eventually we develop a reflex of raising one’s brow
when we recognise someone on the street, thus giving
a better impression of our physical appearance. We

also raise our lowered brows to see better, all of this
accentuating the frontal wrinkles. An upper blepha-
roplasty with an unaddressed lower brow will further
activate the frontal muscles and make the frontal
wrinkles more obvious. Besides, it will further reduce
the distance between the brow and the eyelashes.

An open brow lift will raise the brow, reduce the
pseudodermachalasis of the upper lids, and improve
the glabellar wrinkles and static crow’s-feet. One can
simultaneously do an upper blepharoplasty but I pre-
fer to wait 3 months longer to do it. I cut and coagu-
late the procerus, the corrugator and occasionally the
vertical fibres of the lateral orbicularis oculi muscle.
This will prevent or delay a recurrence. Sectioning the
vertical fibres will reduce the dynamic crow’s-feet.

A subcutaneous, a subgaleal or a subperiosteal ap-
proach can be utilised; I prefer the subperiosteal ap-
proach and go below the orbital rim and I section the
periosteum with small scissors from one side to the
other. This can give me a more permanent result and
reduce the tension on skin closure.

Only the open hairline incision can reduce the
width of forehead, the most obvious signs of the age-
ing face (man or woman) and, in practice, this has
been the greatest source of satisfaction. The hairline
incision can be inconspicuous if it is bevelled in order
to cut the hair follicles of the proximal flap as the hair
will grow through the distal flap provided it is bev-
elled with the same angle as the incision (approxi-
mately 45°) (Figs. 34.1, 34.2). Besides bevelling the
incision, we “W” plasty it [9, 10].

Fig.34.1. After dermabrasion on a man’s
cheek, hair will grow back and he will
have to shave. When a hairline incision
is bevelled (as well as the distal flap),
hair will grow in front of the scars as
the superficial cells of the distal flap
are shed
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Fig.34.2. Top: Scars with an incision done parallel to the hair follicles (it is visible, linear, nonpigmented and without hair grow-
ing into and in front of the scar). Botfom: An invisible scar and advanced hairline because hair grows in front of the scar

The endoscopic lift is very efficient in raising the
median forehead and brow but remember the frontal
muscle does not raise the tail of the brow and there-
fore it would not help much to improve crow’s-feet. In
most patients, the lateral part must be raised more
than the medial counterpart. The same applies for the
transpalpebral corrugator and procerus resection
[12]. We can say the same for the use of Botox. So, the
lateral brow being lower than its medial counterpart
will become more obvious by weakening the central
depressor as it gives an unnatural and older look.

The majority of my patients need more of a lateral
raise than a medial raise and mostly the incomparable
benefit of advancing and lowering the hairline makes
the open brow lift my procedure of choice and this
can be done with a resulting inconspicuous scar.

34.3
Upper Lid

As the brow comes down, we get a pseudodermacha-
lasis of the upper lid, which is best managed by a brow
lift.

Also, one can have a chalasis with a high brow,
then an upper blepharoplasty is indicated. Often, the
descended brow will bring abundant skin, muscle and
orbital fat in the supratarsal space, giving the illusion
of fullness even in the presence of a sunken upper lid.
So, before doing a blepharoplasty, always raise the
brow approximately 2.5 cm from the upper eyelashes,
as you will likely observe a sunken upper lid. You will
then often decide to perform a conservative skin re-
section, without an orbicularis oculi and herniated fat
resection. As we age, the levator may stretch or detach
from the tarsus, but remains attached to the proximal
skin, thereby raising the supratorsal fold, and occa-
sionally you get an associated ptotic lid. The sunken
upper lid gets worse as the orbital fat moves out of the
orbit and is herniated in the lower lid (Table 34.1) -
the Rouleau phenomenon. This is aggravated by the
fat atrophy of ageing. All of these factors aggravate
the sunken upper lid and enophthalmia.

While performing upper blepharoplasty, I only re-
move skin and rarely some fat from the medial com-
partment. Exceptionally, I create a deeper supratarsal
fold (by removing orbicularis oculi and fat) when a
patient insists.
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Table 34.1. Lowering of the Lockwood suspensory ligament

Now, I make my excisions much lower, approxi-
mately 5 mm [11] above the ciliae to recreate a lower
supratarsal fold and lid fullness of youth. Remember
with age, the levator stretches and detaches itself from
the superior tarsus, but its skin attachment raises the
supratarsal fold, an obvious sign of ageing. It is wise
to reverse this sign of ageing.

One might have to shorten the levator in cases of
ptosis.

344
Ageing Lower Lid

As the lateral canthus stretches the lateral commis-
sure comes down, and with ageing we reduce our
Mongoloid appearance. Also, it gives less support to
the lower lid and it results in a pseudodermachalasis,
a rounded lower lid and scleral show. Anatomically,
we know that the Lockwood suspensory ligament,
which is a hammock-like structure anchored to the

Fig.34.3. Parasagittal section to show anterior orbital struc-
tures. I Superior rectus muscle, 2 levator muscle, 3 conjoining
of superior rectus muscle with levator muscle sheath, 4 Tenon’s
capsule, 5 suspensory ligament of superior fornix, 6 Whitnall’s
ligament, 7 frontalis muscle, 8 brow fat pad, 9 orbital orbicu-
laris, 10 arcus marginalis, 11 orbital septum, 12 preaponeu-
rotic fat pad, 13 preseptal orbicularis, 14 postorbicularis fas-
cia, I5 levator aponeurosis, 16 superior conjunctival fornix, 17
Miiller’s muscle, I8 conjunctiva, 19 superior tarsus, 20 pretar-
sal orbicularis, 21 inferior tarsus, 22 musculocutaneous rectra-
tor insertion, 23 conjunctiva, 24 inferior conjunctival fornix,
25 Tenon’s capsule, 26 inferior orbital septum, 27 Lockwood’s
ligament, 28 inferior tarsal muscle, 29 suspensory ligament of
inferior fornix, 30 inferior oblique, 31 capsulopalpebral fascia,
32 inferior rectus muscle

medial and lateral canthi, maintains the level of the
globe in the bony orbit (Figs. 34.3, 34.4). As the lateral
canthus comes down, so does the Lockwood suspen-
sory ligament and this will reduce the space between
the globe and the floor of the orbit [1-8]. Inevitably
the noncompressible infraorbital fat will be projected
anteriorly (the path of least resistance) and this fat
will herniate anteriorly and above the orbitomalar
ligament, which is not stretchable: we get herniated
fat pads and a tear trough deformity (Table 34.1). By
the same mechanism, we get an enophthalmia and
sunken upper lid (Fig 34.5).
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Fig.34.4. Left orbit viewed from below showing Lockwood’s
suspensory ligament. It will support the globe in position with-
in the orbit even after the floor has been surgically removed

In young patients, for congenital reasons, the Lock-
wood suspensory ligament, or even the lateral can-
thus, can stretch prematurely and it ends up with her-
niated fat pads and enophthalmia. If we relocate the
fat pad, we do not create exophthalmia, which proves
the volume of fat was always normal.

The enophthalmia is inevitable because the volume
of the rigid bony orbit is constant, so is the volume of
the noncompressible or extensible volume of the or-
bital fat. If fat comes out of the orbit, the eyeball has to
move back and down. It is inevitable.

The sunken upper lids result mostly because of the
lowering of the globe but also because the orbital fat
herniates into the lower lid and because of the reduc-
tion of the volume of the orbital content. In older age,
senile atrophy also plays a role. The sunken upper lid
might be masked by the ptosis of the brow. As the dis-
tance between the brow and upper lid is reduced, the
volume of the redundant skin orbicularis oculi is
larger than the volume of the herniated extraconical
fat, which is approximately 1 ml. By raising the brow,
the deep upper lid becomes obvious.

34.5
Tear Trough Deformity

If you have a herniated fat pad it will move anteriorly
and above the nonstretchable (with time it will stretch)
orbitomalar ligament and we get the tear trough de-
formity (Fig. 34.5). It will be managed by relocating
the herniated fat pad into the orbit where it belongs.

A tear trough deformity cannot exist without a herni-
ated fat pad. We feel our approach is more physiologi-
cal and anatomical than sectioning the orbitomalar
ligament and then splaying the fat into the cheek. By
freeing the orbitomalar ligament and relocating fat
onto the cheek, you add bulk that never was there
when younger. Besides, you might reduce the fat pad
volume or its projection, but never by as much as if
you relocated it completely into the orbit where it was
located before ageing; in other words, you only get a
partial correction of the herniated fat pad, some of
which is left in place. Beside the orbitomalar ligament
is an osseocutaneous ligament giving support to
the cheek and indirectly to the premalar fat pad. Will
they lose support with time? Should it not be left
intact?

34.6
Technique

In 1993, while performing a transconjunctival lower
blepharoplasty, we sutured the lower flap (conjuncti-
va, inferior tarsal muscle, and capsulopalpebral fas-
cia) to the arcus marginalis, which is the fusion of the
orbital septum with the periosteum of the orbital rim
(Fig. 34.3). We removed the double-pronged hook and
replaced the eyelid on the eyeball. Pressing on the
globe, we noticed two hernias, one on each side of the
stitch.

Encouraged by this observation, we placed two
more stitches to suture the lower flap to the orbital
rim. Then, pressing on the eyeball, we could not rec-
reate the herniated fat pad nor the enophthalmia. On
the opposite side, we used a continuous suture, and
this has been our only management of the herniated
fat pad since [1-8]. The level of satisfaction of our pa-
tients has been very high (Fig. 34.6). As you perform
your next tranconjunctival blepharoplasty, try one,
two, or three stitches, as I did the first time. Then if
you do not like it, remove your stitches and remove
the fat as usual. One can use the conventional trans-
conjunctival incision. You must keep away from the
inferior tarsus because you can damage anteriorly the
orbital septum and adjacent orbicularis oculi. They
converge with the capsulopalpebral fascia as they en-
ter into the inferior tarsus (Fig. 34.3). You must avoid
scarification at this level, and you must avoid the nu-
merous vertical motor nerves innervating the pretar-
sal orbicularis oculi muscle from behind (the nerves
run deep to the orbicularis oculi muscle; although
there is a multiplicity of nerves and it is difficult to
denervate the orbicularis oculi, one must be cau-
tious).

Before prepping and draping, I use 1% Xylocaine
1% with epinephrine to anaesthetise the lower lid and
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Fig.34.5. As the globe
comes down, the
extraconical orbital fat
must herniate anteri-
orly, which reduces the
orbital content and makes
enophthalmia inevitable.
Because the fat herniates
above the orbital malar
ligament, tear trough
deformity occurs, as well
as a sunken upper lid that
can be masked by a ptotic
brow
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into the orbital floor. Once draped, I use two drops of
0.5% Alcaine and two drops of Proviodine in each
conjunctival cul de sac it is always very contaminated
according to my ophtalmologist colleagues. Then, I
insert a corneal lens and raise the upper lid by sutur-
ing it to the forehead with a nylon 3x0 suture. Using a
double-pronged hook, I evert the lower lid and with
curved pointed scissors, I palpate and incise just be-
low the orbital rim and expose the fat as in any trans-
conjunctival blepharoplasty. With Adson-Brown for-
ceps and curved scissors, I free from the anterior
surface the herniated fat pad and expose the orbital
rim, which is easily palpable with the finger, the for-
ceps or the scissors. An assistant, using a Desmarais
retractor, or a double-pronged hook in one hand to
evert the lower lid and using a freer in the other hand
to push the herniated pad back over the orbital floor,
exposes the orbital rim. If any difficulty is encoun-
tered, then we do not hesitate to perform a lateral can-

Fig.34.6. Two different patients. Before
and after pictures of our technique,
which improves the herniated fat pad,
and the tear trough deformity and the
enophthalmia

tholysis. It is easily done, there is minimal morbidity,
no cosmetic sequelae and it makes everything so sim-
ple. I use an absorbable Bondex 4x0: a PE2 needle or
any equivalent needle is indispensable because it is
very small and very strong (there is very little space
available). I use a continuous suture to fix the lower
flap of the transconjunctival incision, which consists
of the conjunctival inferior tarsal muscle and the
capsulopalpebral fascia to the arcus marginalis. It is
always present medially (because of the origin of the
orbicularis oculiV), and laterally I suture the lower
flaps to the tissues surrounding the inferior orbital
rim; the suture does not have to be very strong, be-
cause the tension required to maintain the herniated
fat within the orbit is minimal; this can be verified by
using your fingers and reducing your pads while fac-

1) The arcus marginalis is often absent laterally.
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ing a mirror: it is minimal! If any fat ever herniates
between stitches, we push it back with forceps or use
the bipolar instrument to cauterise it; the resulting
scar would prevent a recurrence.

Once the suturing is complete, we always make
sure we have full movement of both the lower eyelid
and the eyeball. Using Adson-Brown forceps, we pull
the lower lid above the superior limbus and mobilise
the eyeball with the forceps to eliminate any possibil-
ity of tethering. Because the lower flap is sutured an-
teriorly to the orbital rim, the flap becomes almost
horizontal (in the upright position) or perpendicular
to the globe, behaving as a hinge (Fig. 34.5) and not
interfering with the motion of the globe. Besides, the
capsulopalpebral fascia is a very stretchable mem-
brane. Even so, the amount of tension required to
stretch the capsulopalpebral fascia is much greater
than the amount of tension required to maintain the
relocated fat pad within the orbit. With our technique,

- 1 Fig.34.6. Continued

the resulting conjunctival defect is no greater than
that resulting from transconjunctival blepharoplasty.
The conjunctiva has a great propensity to regenerate,
and this could be the reason why no one has ever
needed to graft a posttraumatic conjunctival defect.
We never suture our conjunctival defect. With our in-
cision, we button-hole the inferior tarsal muscle,
which maintains its medial and lateral attachment to
the tarsus, so it remains functional. One must remem-
ber this is an autonomous involuntary muscle for
emotional expression, as in a state of surprise or fear
it lowers the lower lid. Under normal circumstances,
the lower lid comes down because of gravity as we re-
lax the pretarsal orbicularis oculi, the push of the
more convex cornea and the downward voluntary
pull of the inferior rectus muscle and sheath, none of
which are manipulated with our technique.
Postoperatively, we recommend 0.3% Ciloxan (cip-
rofloxacine chlorhydrate) drops four times a day for
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1 week and Ciloxan ointment H.S. for 4 days, FML
(fluorometholone, a steroid by Allergan) four times a
day for 1 week then three times daily for 2 days, twice
daily for 2 days and daily for 2 days. For pain, we give
1-2 caplets of 500 mg acetaminophen every 4 h as re-
quired.

34.7
Cantholysis

When the commissure is short or too tight, or when
facing a technical difficulty, we should not hesitate to
do a lateral tarsorhaphy or tenolysis; it is most simple
and useful, with minimal mobidity. I use straight
scissors at the level of the lateral commissure and in
one motion cut horizontally the whole thickness from
skin to conjunctiva.

Then, we cut vertically the lower lateral canthal
ligament. This will expose the fat and orbital rim very
well and give us plenty of space to visualise and facili-
tate the suturing of the lower flap (containing the cap-
sulopalpebral flap) to the lower orbital rim.

If the lower lid has insufficient support, I remove a
few millimetres of the inferior lateral tarsal ligament
or inferior tarsus. Then, I put one stitch (Bondex) to
reapproximate perfectly the ligament and suture the
skin with a continuous 6x0 plain catgut. This ma-
noeuvre will tighten the lower lid and improve the
chalasis and ageing of the lower lid.

Even if I do not resect some ligament, I put one
stitch, but some ophthalmologists tell me there is no
need for it. This manoeuvre creates very little swelling
and is unlikely to cause more morbidity, but it cer-
tainly facilitates the procedure.

34.8
Canthoplasty

In cases of a marked anti-Mongoloid slant (because of
marked downward movement of the weak lateral can-
thus), a well-performed canthoplasty alone can over-
come most of the signs of ageing provided the brow is
not too low, in which case one would almost suture
the lateral ocular commissure to the brow. In such a
case, therefore, a concomitant brow lift would be im-
perative. However, if the Lockwood suspensory liga-
ment stretches more than the lateral canthus, which is
usual in younger patients, our technique is indicated.
Our technique of relocating the herniated fat pad can
be performed concomitantly with a canthoplasty if
necessary, but a good canthoplasty should be suffi-
cient when indicated, usually in older patients.

34.9
Complications

Rarely, we have seen allergies to topical medication
and using a protective lens, we never saw a corneal
abrasion.

At first, we did have some recurrences, but very
rarely has this happened over the past 9 years. Rarely,
we had to use the transcutaneous approach to remove
a vestigious lateral fat pad. The transconjunctival ap-
proach would have been an alternative. On a few oc-
casions we had conjunctival granulomas. These are
easily removed with a few drops of ophthalmic local
anaesthesia with or without local infiltration. We
grab the granuloma with forceps and cut the stalk
with small pointed scissors. We never had a granulo-
ma recur. The incidence was reduced considerably by
the use of resorbable sutures, and the application of a
few drops of Betadine before incising; the cul de sac is
always contaminated.

On a few occasions, we had downward retraction
and scleral show from scarification (not from pretar-
sal paresis or paralysis because we do not touch or
damage the orbicularis oculi and its innervation).
Massage could improve this with time. If not using
local anaesthesia to the lower lid or around the infra-
orbital rim and waiting 25-30 min, we use a double-
pronged hook on the conjunctival side of the lower lid
to pull and evert the lower lid.

Holding the hook between the thumb and the in-
dex finger of the left hand, we apply our third finger
(of the left hand) to the skin of the lower lid and feel
bands of scar if weeks or months have passed since
surgery.

If this procedure is performed early after surgery,
we can palpate a tightness through the skin or with
the tip of the scissors. Using small curved and pointed
scissors and penetrating the conjunctiva above the
original suture of the flap to the rim, we cut this scar
until the third finger cannot feel transcutaneously
any tethering throughout the whole lower lid. The
lower lid must be free to move above the upper lim-
bus. This manoeuvre must be performed thoroughly
whether it is done early or late postoperatively.

The following observations should be kept in
mind:

— Chemosis is a rare occurrence and will vanish with
conservative management.

- Use of a contact lens will eliminate any corneal ir-
ritation.

- Allergies to drops or ointments and bacterial con-
junctivitis can occur.



34 Periorbital Rejuvenation

185

References

. Camirand, A (1993/1994) “Canthopexy and transconjunc-
tival blepharoplasty are preferable to lower blepharoplasty”
Can J Plast Surg 1:184

. Camirand, A (1999) “Repositioning orbital fat with the
transconjunctival approach yields natural results” Aesth
Surg: 252-255

. Camirand, A, Doucet ] (1994)”Reinforcing the orbital sep-
tum of the eye through a transconjunctival approach” Oper
Tech Plast Reconstr Surg 1:160

. Camirand, A, Doucet, J (1996) “Surgical advances: A com-
prehensive approach to surgical rejuvenation of the eyes”
Aesth Plast Surg 20:15

. Camirand, A, Doucet, ], Harris, ] (1997) “Anatomy, patho-
physiology, and preventin of senile enophthalmia and asso-
ciated herniated lower eyelid fat pads” Plast Reconstr Surg
100:1535-1546

10.

11.

12.

. Camirand, A, Doucet, ], Harris, ] (1997) “Management of

the lower eyelid” Aesth Surg 17:45

. Camirand, A, Doucet, ], Harris, ] (1997) “Modern and

Physiological concepts of eyelid rejuvenation” Can J Plast
Surg 5:105

. Camirand, A, Docet, J, Harris, J (1997) “The aging eye:

Pathophysiology and management” Surg Technol 5:347

. Camirand, A, Doucet, ] (1997) “A comparison between

parallel hairline incisions and perpendicular incisions
when performing a face lift” Plast Reconst Surg 99:10-15
Camirand, A (2001) “Why I no longer use short incisions
in facial rejuvenation” Aesth Surg J 21:65-67

Fagien, S, Rohrich, R, Coberly, D, Stuzin, J (2004) “Current
concepts in aesthetic upper blepharoplasty” Plast Reconst
Surg 113(3):32e-42¢

Knize, D (2001) “Corrugator supercilii resection through
blepharoplasty incision by Bahman Guyuron, M.D.” Plast
Reconst Surg 107(2):606-607



CHAPTER 35

35

Crow’s-Feet

Dimitrije E. Panfilov

Lateral to the canthus there are often radially spread
wrinkles, especially if the patient smiles. It is possible
to reduce these “smiling” wrinkles by Botox injec-
tions - temporarily. For permanent removal, there is
a possibility to treat them from outside through epi-
dermal ablation with laser resurfacing or radiosurgi-
cal, chemical, or mechanical peel (dermabrasion).
Bruce Connell has shown that we can mark these
smiling wrinkles on the skin and by doing the facelift

surgery we remove these wrinkles caused by the lat-
eral fibres of orbicularis oculi muscle - theses are the
cutaneous attachments of this muscle, and we can
seal them with radiofrequency treatment, which does
not produce overheating like a laser or electrocautery.
This is very important because the frontal branch of
the facial nerve underlies these muscle fibres and
could be terminally damaged.

Fig.35.1. a Smiling patient before CO, laser resurfacing. b Immediately after the procedure

Fig.35.2. Radiosurgical sealing of
cutaneous attachments of the orbicw
laris oculi muscle
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Fig.35.3. a Sterile markings over cutaneous attachments of the orbicularis oculi muscle. b Muscle attachments destroyed and
sealed by radiofrequency treatment. Another patient ¢ before and d after such treatment
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Rhytidoplasty — Step by Step

Dimitrije E. Panfilov

36.1
Introduction

Volumetric sculpturing of the lower two thirds of the
face and neck is the contemporary attempt to beautify
the facial appearance which has been called for many
decades classic facelift. Since the 1970s we have done
it in two layers, including superficial musculo-apo-
neurotic system (SMAS) manoeuvres, and since the
early 1990s the third dimension has been included
and we have started to think and act volumetrically.

36.2
Preoperative Preparations

At home, before coming to the clinic or office, pa-
tients are advised to take shower with Betadine solu-
tion mixed with their hair shampoo. Before surgery
we prepare photodocumentation and make dermo-
graphic markings on the facial skin and the patient
can ask “last-minute questions” and bring her/his
ideas.

The patient lies on the operating table with a
slightly elevated head. After the anaesthesiologist has
introduced intravenous sedation, the head is com-
pletely prepared with mucosa-compatible antisepti-
cum (octenidine hydrochloride and phenoxyethanol-
water solution). The following are administered:
premedication, 2-5mg Midazolam (atropine and

metoclopramide); introduction of anaesthesia, 7.5-
15 mg Piritramid, 75-150 mg Clonidin, 20-30 mg
Propofol; maintenance of anaesthesia, 20-30 mg/h
Propofol, 2-3 1 oxygen per nasal tube. Then, the inci-
sion lines are instilled with 1% lidocaine hydrochlo-
ride with 1:200,000 adrenaline. The cheek and neck
area, which will be tunnelled or undermined, should
be anaesthetized with 20 ml of 1% lidocaine 1 with
1:200,000 adrenaline and 40 ml of 0.9% NaCl solu-
tion on each side, with a blunt tumescent cannula.
By doing so, we generally do not need haemostatic
electrocoagulation. The exceptions are sometimes
McGregor’s malar ligament and wound edges in the
retroauricular region.

Operative arrangements vary from surgeon to sur-
geon and from one surgical school to another. Some
Brazilian schools prefer endotracheal anaesthesia:
they suture sterile operative cloths (sterile operative
covering) to the skin and shave the hair where the in-
cisions will be made. They also mark the sinuous line
from the cheek bone, lateral to the mouth angle,
reaching the paramedical line on the neck, where the
perforant vessels should not be damaged as they pro-
vide blood supply for the skin flap. It is the border till
which the undermining would be safe.

European patients mostly prefer not to shave their
hair. We band tufts of hair with rubber bands to liber-
ate the incision line and prefer intravenous sedation
combined with local anaesthesia.
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Fig.36.1. a Incision line reaches the temple: temporal lift and
correction of crow’s-feet can be adjusted. b Design of incision
lines if access for correction of lower two thirds of the face
(and neck) has been planned. ¢ Retroauricular incision line
(red),vectors of traction and presumed superficial musculo-
aponeurotic system (SMAS) flap. d Extent of skin mobiliza-
tion in minimal-invasive, deep-intensive (MIDI) facelift

(red dotted line) and face-neck-lift (blue dotted line)

Fig.36.2. aShaved incision lines; sutured operative covering to the skin; protective plastic plug in the ear. b Personal way of opera-
tive arrangement for facelift
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36.3
Preferable Incision Lines

A scalpel blade is mostly used to make incisions
for facelift. If one has a 4.0 MHz radiofrequency in-
strument, it is possible to divide the skin by touch,
without any pressure on the skin and without bleed-
ing.

If we incise the border of the hair-bearing skin, we
should cut the skin perpendicular to the hair roots.
This will allow the hair to regrow, otherwise we will
have a more visible scar at the hair-bearing skin bor-
der.

If female patients have more hair in the preauricu-
lar region, similar to male hairy pattern (like side-
burns), it is desirable to remove this part of the hair-
bearing skin and it will look more feminine through
appropriate planning of excisions.

After facelift surgery comes the traction of the skin
and SMAS flap on the ear and frontal underlying Loré
fascia in the caudal direction, so we can presume the
dislocation of the ear downwards. Anticipating that
fact, we can prevent this by excising a smaller or larg-
er triangle of skin in the direct supraauricular region.
We make a preauricular incision in men 3-5 mm pre-
tragal. This scar will be hardly visible because the
border of the sideburns will just correspond to this
scar and will hide it accordingly.

In women it is of advantage to make a retrotragal
incision, which is very unobtrusive. To do so we trim
the skin miniflap which surrounds the tragus — we
have to remove excess fat below this skin flap. Addi-
tionally it is advisable to make the “dimple suture”
which takes a bit of skin-flap base and the perichon-
drium at the frontal base of tragus. In this way, the
tragus will have its projection. Otherwise it would
have an “amputated” look.

Fig.36.3. Precise incision lines with radiofrequency treatment without bleeding
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Fig.36.4. a Unobtrusive temporal prehairline scar. b Improper, visible temporal prehairline scar (another clinic). ¢ Prehairline
scar: normally not visible. d If we seek the terrace prehairline scar, we may find it

Fig.36.5. Reducing excess hair-bearing skin of the preauricular region in a woman
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Fig.36.6. a,b Excision of supraauricular skin triangle prevents  Fig.36.7. a Subdermo-epichondrial suture for creating a pre-
caudal dislocation of the ear due to the SMAS and skin trac-  tragal dimple. b Intradermal 3.0 Prolene suture. ¢ Proper tra-
tion. We make a pretragal preauricular incision in men. ¢Such  gus projection 2 weeks postoperatively

a scar is already hardly visible after 12 days
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Fig.36.8. a Improper visible preau-
ricular scar. b “Amputated” tragal look
without styling of the tragus. ¢ Visible
preauricular and supraauricular scars

When we finish the surgery, we leave anchorage
sutures supraauricular (one) and retroauricular (two),
where main tension of the skin flap is. An additional
anchorage suture with slight tension is above the tra-
gus. There should be no tension at the ear lobe.

When we perform retrotragal incision, our radio-
surgery needle or scalpel blade should “jump” on the
back side of the concha. Traction of the retroauricular
skin flap will pull the scar into the retroauricular sul-
cus. If our incision were in the sulcus, the skin flap

would pull it back and downwards, and it would be-
come visible.

We perform subcutaneous instillation of dilute lo-
cal anaesthetics with adrenalin with a blunt 1.6-mm-
diameter cannula. When we were using a sharp long
needle for that purpose, sometimes we cut small ves-
sels and produced haematomas. Even damage of nerve
branches could occur. Since we have used blunt can-
nulas we have had almost no haematomas.
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Fig.36.9. One anchorage supraauricular and two anchorage
retroauricular sutures; one anchorage suture supratragal
with semitension. No tension at the ear lobe at all!

Fig.36.10. a Flattened tragus after face-
lift in another office. b Reshaped tragus
through advanced and trimmed skin
miniflap and “dimple suture”
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Fig.36.11. a Retrotragal incision “jumping up” onto the back  to be resected at the level of the retroconchal skin incision.
of concha. b Another patient — same procedure. ¢ Advanced  d Advanced supra-, pre-, and retroauricular skin flaps to be
retroauricular skin flap, fixed with two anchorage sutures resected

Fig.36.12. a Unobtrusive scar settled down into the retroau- lar scar above and below the tragus; unobtrusive proper tragal
ricular sulcus, 2 years postoperatively. b Retroauricular hair  projection and hidden retrotragal scar
margin scar hardly visible 1 year postoperatively. ¢ Preauricu-
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Fig.36.13. a Administration of local anaesthetics and suprar-
enin with blunt cannula prevents subcutaneous haematomas.
b Instillation cannula has to be blunt - it does not cut small

36.4
Skin Flap Preparation

With local anaesthesia and preparation of subcutane-
ous separation with liposuction cannula of 2 mm di-
ameter we can achieve optimal preparation of 2 mm
of underlying fat attached at the skin flap. Juarez Ave-
lar has produced very useful instruments for this pur-
pose.

After the incisions have been made, tumescent an-
aesthesia infiltrated, and the subcutaneous layer of fat
determined by liposuction cannula or special divid-
ing instruments (see Chap. 39 by Juarez Avelar and
Yves Gerard Illouz), we start to elevate the skin. There
are two sorts of surgeons: one group prefers scalpel
division of the skin flap and the other one prefers us-
ing scissors. Preparation by scalpel is faster, but re-
quires virtuosity and absolute anatomical precision.
After all, there is danger that even with very experi-
enced surgeons the scalpel blade will run 1 or 2 mm

vessels (and nerves!) and does not cause bleeding and consecu-
tive haematomas

too deep. Then superficial nerve branches could be
damaged: n. auricularis magnus, marginal, buccal, or
the frontal branch of the facial nerve.

We prefer the technique with spreading scissors.
We drive with closed scissors below the skin. At the
end of this movement, we spread the scissors. Doing
so, we separate the tissue layers from each other.
The nerve branches can be stretched, but not cut!
It requires a couple of minutes longer for each side,
but this technique is safer regarding nerve damage
and enables a restful sleep for both surgeon and
patient.

Further preparation could be done by radiofre-
quency or fingers, like Sherell Aston described for his
finger-assisted facelift. Also Yves Gerard Illouz devel-
oped his nontraumatic technique of liposuction by
asking his instrument manufacturer to create a blunt
cannula which would be able to divide tissue layers
like his fingers at facelift preparation. In fact the feel-
ing and preparing finger is the most reliable “instru-
ment” for detachment of skin adhesions.

Fig.36.14. a Liposuction cannula simulated over the skin b helps to separate the proper layer of underlying fat attached to the skin

flap (should be about 2 mm)
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Fig.36.15. a, b Technique of spreading scissors simulated over the skin. ¢ Closed scissors advanced below the skin. d Spreading of

scissors at the end of their advancement

Blunt dissection does not provoke bleeding because
the vessels roll intraluminarly and plug themselves.
By sharp cutting, the vessels stay open and the mus-
cular layer protrudes at the cutting edge and can cause
bleeding. When I was starting my carrier as a plastic
surgeon, I spent almost one third of the operating
time stopping bleeding, to do haemostasis. Now with
blunt preparation I do almost no haemostasis; ex-

ceptions being sometimes the malar retaining liga-
ment — McGregor’s patch-when it has to be divided
sharply and sometimes the retroauricular region and
its skin edges. Additionally, electrocautery can tem-
porally damage the nerve branches by overheating
them even when they are separated from coagulated
vessels. This can cause mimetic disorders for a couple
of weeks.

Fig.36.16. a Aston’s finger-assisted malar elevation (FAME) technique. b Technique of the same author: open liposuction of sub-
mandibular fat and communication between incisions of periauricular and submental access
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Fig.36.17. Blunt preparation with scissors

Some 3-5cm in front of the tragus we meet the
malar retaining ligament or McGregor’s patch. It is
very firm structure and it is not always possible to di-
vide it bluntly. Electrocautery should be applied when

we have to cut it. This ligament is visible on aging
faces as a dimple 3-5 cm in front of the ear.

To have the best possible view below the skin flap
in the cheek or neck region we need sufficient illumi-
nation. Some surgeons use head lights, but they have
cables fixed at the surgeon’s back and this reduces his
mobility. We prefer a cold light source transmitted
through a special hook.

For skin flap release of persistent fibres of connect-
ing tissue similar to retaining ligaments between the
skin and the deeper SMAS-platysma layer, we use the
technique which has been popularized by Hector
Gonzales Miramontes. He grasps such fibres near
skin attachments and pulls them downwards. The ad-
vantage of this manoeuvre is that this does not pro-
duce bleeding like if we were to cut these rigid struc-
tures sharply. This is the “grasping forceps” technique.
Transillumination is a simple way to check the vessel
pattern of the skin flap. The light source is directed
onto the skin surface and we look from the other side
(below the flap) “through” the skin.

Fig.36.18. a Undetached malar ligament makes free advance-
ment of the skin flap impossible. b Closed forceps indicating
the malar ligament which has to be detached to liberate the
skin flap. ¢ Soft tissue from the cheek is drooping into jowls;

McGregor’s ligament retains skin, creating a typical dimple.
d Appearance after volumetric skin and SMAS rearrangement
and malar ligament detonchment
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Fig.36.19. a Hook with cold light over the skin. b The hook below the skin illuminating anatomic structures. ¢ Operating with a
head light. d Head light illuminating the operating field

Fig.36.20. a Forceps grasping the persistent fibres from skin attachment and b pulled down. ¢, d Grasping method of skin libera-
tion
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Fig.36.21. Transillumination to check the irrigation of the skin
flap

36.5
SMAS Variations

The skin flap has been raised, we have free access to
the deeper layer: SMAS and platysma. Pulling them
with forceps, we check their mobility.

Now we have to decide if the SMAS plication will
be enough to fill up the “empty cheeks” and to har-
monize the face. José Guerrerosantos has done a se-
ries of facelifts where on one side he did SMAS-flap
advancement and on the other side SMAS plication.
Ten years later he revisited these results and was not
able to say which side was done by which method
without looking at the patients’ records!

When we place sutures for plication or for SMAS-
flap fixation we should try to stitch the tissue of the
cheek in a radial direction from the ear lobe - not per-
pendicular to that imagined direction. In this way the
chance of getting branches of the facial nerve, which
follow this direction, into our suture is lower and the
surgery is safer.

In about 25% of all facelifts we perform, especially
in younger patients, we find plication of the SMAS
layer to be enough.

Fig.36.22. a Skin flap elevated with sufficient mobility. b Deep
layer exposed. ¢ Check of SMAS mobility
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Fig.36.23. a SMAS plication sutures as the surgeon sees them. b The volumetric effect which we gain with plication. The plication
suture is ¢ placed d tightened
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Fig.36.24. Patient with hollow cheeks
a before and b after SMAS plication
with volumetric effect

Fig.36.25. Bichat’s fat pad a protruded
and b sutured over the depressed area.
Patient ¢ before and d after Bichat’s fat
pad advancement combined with MIDI
facelift
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Fig.36.26. a Patient with plication and jowl advancement when
the right side has been done and the left has not bee done yet.
Notice the difference in the dermographic markings. b Pre-
operative midline deviates to the right; after completing the

Sometimes it is useful to fill up the depression of
the deep cheek layer by protruding Bichat’s fat pad
and by advancement of it. Usually we can add this
manoeuvre to some other volumetric procedures. To
perform it alone will be very rarely sufficient to solve
all the problems.

left side, the marking line should be in the midposition again.
Jowl miniflap ¢ advanced and d sutured. The same patient
e before and f 2 weeks after surgery

After SMAS fixation - by plication or flap advance-
ment — we can sometimes find that the fatty tissue of
the jowl is still mobile. If so, we can cut it off or ad-
vance it upwards and fix it to gain volumetric im-
provement.
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Fig.36.27. a Initial incision parallel to the preauricular wound
edge. b “Spreading scissors” for SMAS-flap undermining.
¢ SMAS-flap dissection by radiosurgery

Fig.36.28. a High SMAS flap elevated. b Buccal branches of the facial nerve are indicated with a white triangle

We have decided to elevate the SMAS flap and to
advance it. Five to ten millimetres in front of the pre-
auricular incision we cut an about 1-cm-long incision
in the vertical direction and undermine it with
spreading scissors.

We mostly make a horizontal incision at the lower
edge of the zygomatic arch, which is palpable directly
in front of the tragus. Sometimes we need to cut the
upper horizontal incision at the upper edge of the zy-

gomatic arch. We call this “high SMAS”. In that case
we have to respect the imagined line from the ear lobe
aiming some 5 mm above the lateral end of the eye-
brow. This is the position of the frontal branch of the
underlying facial nerve. By advanced dissection of the
SMAS flap, at the frontal border of the parotid gland
there are buccal branches of the facial nerve which
should not be cut. As a safe technique we use the
“spreading scissors” and “grasping forceps”.
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In the past, since 1974 the regular procedure with
the SMAS flap was that after advancement of it we
resected the cranial and lateral part of it in an L shape
or a boomerang shape. Nowadays we do it too, but

Fig.36.29. a SMAS flap advanced from
above with marked line of resection.

b SMAS flap advanced from below with
marked line of resection. ¢ “Heavy face”
with full cheeks. d The same patient
after SMAS L-shaped resection

mostly in full cheeks of “heavy faces”. We achieve full
mobilization of the cheek skin with “back-cut” at the
malar end of the horizontal zygomatic SMAS inci-
sion.
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Fig.36.30. a “Horizontal snail SMAS flap”. SMAS flap
b raised and c rotated inwards and fixed over the zygomatic
arch as a “horizontal snail flap”

Since the early 1990s, we have learned to think in
third dimension: the volumetric face was born. Bill
Little introduced his malar imbrication with accentu-
ated zygomatic prominence and deepening of the na-
solabial fold. The work of Oscar Ramirez also went
into the third dimension. The results were more natu-
ral, youthful faces.

We know that many film actresses and actors have
had silicone implants for this purpose as a prominent
zygoma increases the attractiveness in members of
the Caucasian race. But these are foreign bodies after

all and they can be distorted. Even slight asymmetry
is visible for everybody and this looks very dishar-
monic. There are a variety of SMAS manoeuvres for
how to elevate and accentuate the so-called malar
bone with rearrangement of the deep layer of the
cheek. One of the options is the SMAS advancement
on the top and dividing the smaller preauricular
SMAS flap to be pulled and fixed over the mastoid
bone from larger buccal flap. This should be pulled
upwards and rotated inwards and fixed over the zygo-
matic arch as a “horizontal snail flap”.



36 Rhytidoplasty — Step by Step

207

Fig.36.31. Patient a before and

b 10 days after “horizontal snail flap”
rotation. The same patient in semipro-
file ¢ before and d after this procedure
with augmented malar prominence
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Fig.36.32. a “Simple vertical snail SMAS
flap”. b Preoperative view of a patient
with this type of SMAS rearrangement.
¢ Same patient of 39 years,

6 days postoperatively (MIDI facelift)

After we have prepared the SMAS flap we can di- direction, producing a “simple vertical snail SMAS
vide the retrotragal portion and advance it in the ret-  flap”, the upper part of which we fix again over the
roauricular direction and we rotate the buccal por- zygomatic arch, augmenting the malar region at the
tion of the SMAS flap inwards in the horizontal same time.
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Fig.36.33. a SMAS flap raised. b The tip of it to be rolled inwards to build a “simple vertical snail SMAS flap”

If we need more volumetric effect we can roll the
vertical snail SMAS flap once more, rotating it in-
wards, building in such case the “double vertical snail
SMAS flap”.

We can gain the greatest volumetric effect in aug-
menting the malar prominence by tripling the SMAS
flap first divided into three leaves by means of a “tri-
cuspidal SMAS flap”. For that purpose we mark pre-
operatively the zygomatic arch and those three SMAS
leaves.

After complete SMAS preparation, the SMAS flap
should be divided into three leaves, as shown in
Fig. 36.37.

The operative setup with four steps to be done is
shown in Figs. 36.38 and 36.39. An obvious volu-
metric effect can achieved with this technique (Fig.
36.40)
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Fig.36.34. a “Double vertical snail
SMAS flap”. Patient b before and
¢ 2 weeks after this procedure

Fig.36.35. a SMAS flap raised. b First rotation done, to be done once more, and then to be fixed onto the zygomatic arch: “double
vertical snail SMAS flap”
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Fig.36.36. a Zygomatic arch in prolon-
gation of the tragus, marked in blue.
b Accentuated malar prominence,

2 weeks postoperatively

Fig.36.37. a SMAS flap prepared, ready to be divided. b Tricuspidal SMAS flap with assumed directions of rotation
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Fig.36.38. a Tricuspidal SMAS plication: the prepared SMAS
flap could be divided into three leaves. b The upper leaf should
be elevated and sutured over the zygomatic arch. ¢ The middle
leaf should be elevated and fixed at the half length onto the
middle portion of the zygomatic arch (already covered with

the first leaf), overlapped, and sutured so that the tip of this
flap should be fixed over the highest malar prominence. d The
third, lowest leaf of the SMAS flap should be advanced and
sutured over the mastoid region
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Fig.36.39. The tricuspidal SMAS flap (red dotted line) and the zygomatic arch (blue dotted line)

Fig.36.40. Patient a before volumetric
facelift and b 1 week after facelift with
a tricuspidal SMAS flap
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Fig.36.41. a Dimple at the K-point where different vectors of traction come together. b K-point released by “spreading scissors”
or “grasping forceps”

How do we choose which SMAS procedure to ap-
ply? We respect the following factors:
The patient’s idea of his/her facial appearance.

- Inspection, palpation of facial structures, and pull-
ing them in different directions while the patient
faces the mirror.

- As professionals we can propose to the patient one
or the other manoeuvre, but the patients desire
stays suprema lex.

- In the operating theatre, after having finished the
skin flap preparation, we should check the SMAS
mobility. At that point we make the final decision
of which procedure should be done.

For all SMAS fixations we use 4-0 monofilament co-
lourless nonresorbale nylon sutures.

When we elevate and rotate the SMAS flap in
the vertical direction and the flap of neck skin in the
oblique backward direction very often there is a
K-point 3-5 cm lateral to the lip commissure where
those two vectors come together. There is an impres-
sion of the skin which is sometimes hardly visible. It
becomes more visible when we put tangential light on
it. We have to release it with “spreading scissors” or
“grasping forceps”, otherwise this dimple will be vis-
ible especially when smiling as a facelift stigma of an
“operated look”. It takes no more than 10-15 seconds,
we just have to think of it.

We should often incise at the caudal end of the ver-
tical SMAS incision as a “back-cut” of the platysma
for better definition of the mento-cervical angle.
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Fig.36.42. a Platysma “back-cut” for better projection of the mento-cervical angle. b “Back cut” done: be aware of marginal
branch of n. facialis. The same patient ¢ before and d after facelift with platysma “back-cut”
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In “heavy necks” it is safe to respect supraplatys-
mal fat for better shape. In the middle of the neck and
if the fat layer is not too thick, we are advised to do
closed liposuction. We have noticed that liposuction
is useful even if there is hardly any submental fat, be-
cause it is easier to achieve a stretching effect of the
skin.

Fig.36.43. a Liposuction enables better
skin retraction. b Direct removal

of supraplatysmal fat. The same patient
¢ before this procedure and d after

3 days. Note some facial haematomas
after endoscopic forehead lift but

no cervical haematomas

Fixation of SMAS flap has the best stability if we
suture it to the Loré fascia below the tragus. We can
divide the latero-caudal part of the SMAS flap and
advance it in a retroauricular direction, suturing it
over the mastoid. We should direct the stitches
directly obliquely upwards following the direction of
the auricularis magnus nerve. Doing so, we avoid the
danger of catching this nerve in our suture.
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Fig.36.44. a Pre- and retroauricular vector of SMAS fixation.
b Skin mobilization prior to its resection. Firmness of the
Loré fascia by pulling it c upwards and d downwards.

e Forceps pointing to the greater auricular nerve.

Stitches should be placed parallel to its direction
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Fig. 36.45. Fibrin glue applied a “open” and b “closed”.
¢ Manual pressure for 3 min. It substitutes the drainage

Fig.36.46. a Maximal tension onto the skin flap b to be released for 2-3 mm, to achieve harmonious results

Application of fibrin glue at the end of surgery
seals small vessels, so we do not need drainage after
facelift surgery anymore.

At the end of the surgery we apply maximal ten-
sion on the skin flap and reduce it to 2-3 mm. In such

a way we can avoid 90% of wound-healing problems
and we achieve a harmonious appearance of the face,
not making it mask-like without the possibility of
mimetic expressions. We achieve long-lasting results
through firm tightening of the deep layer.



36 Rhytidoplasty — Step by Step

219

Fig.36.47. Forceps area placed onto lower incision edge and b closed over the moderately pulled skin flap. ¢, d When the skin flaps
can hide the ear (d) the preparation is finished

There are special “pitanguy forceps” which indi-
cate the point up to which the skin should be resected.
The lower arm of it is adjusted over the wound edge,
with the skin flap pulled moderately. The upper arm
stitches the point of skin resection. It can also be dem-
onstrated if the top of the upper arm has been dipped
into methylene blue.

If we have incisions running through hair-bearing
temporal or retroauricular skin it is faster to close
those sutures with staples. To close the skin in preau-
ricular, retrotragal, and retroauricular regions, we
use running pull-out sutures of 3-0 or 4-0 monofila-
ment nylon. There are two to three anchorage single
knot sutures in supraauricular and retroauricular
angles of skin excision.
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Fig.36.48. a Stapler for temporal wound closure. b Temporal staples. ¢ Periauricular intradermal and anchorage sutures. d Suture

strips to cover the suture lines

36.6
SMAS Elevation in Smokers

Nicotine is a vascular poison and can compromise
our skin flap, leading to healing problems at wound
edges up to extensive necrosis of the skin. This is why
many plastic surgeons refuse to do rhytidectomy in
smokers.

Usually we ask our patients not to smoke 3 weeks
preoperatively and 3 weeks postoperatively. If they
were not able to follow this restriction, we make either
a subcutaneous bridge at the mandibular angle and
prepare separately face and neck, or we use en bloc
preparation of skin and SMAS together.

For en bloc preparation of the SMAS together with
the skin flap we use the longest rhino-speculum, as
suggested by Helga Eder from Belgium. First we cut
the SMAS layer with radiosurgery.

In both cases we tell our patients that we cannot
achieve such excellent results as we could by playing
with different vectors for traction of skin and the
SMAS flap. The results we are able to achieve in smok-
ers will be for some 5-10% less excellent or more
modest than in cases if they had not been smokers,
because we cannot “play” with different vectors of
traction to optimize the outcome.
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Fig.36.49. a This patient did not smoke
3 weeks prior to the surgery, but started
to smoke again 1 day postoperatively.
Her look 7 days po