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800 The Journal of Craniofacial Surg
Abstract: The minimal access cranial suspension lift, a short-scar
facelift, has been described to correct sagging and laxity of the lower
and middle third of the face. It does not, however, fully address the
neck or the lateral periorbital area frequently needing rejuvenation in
most patients. Another shortcoming of the minimal access cranial
suspension lift technique is visible scarring anterior to the temporal
hairline that usually occurs despite the suggested surgical maneuvers
consisting in zigzag beveled incisions. We describe modifications of
the standard subcutaneous musculoaponeurotic system lift technique,
increasing its indications for full-face and neck rejuvenation (exclud-
ing the forehead) and improving final aesthetic outcome.

Key Words: MACS lift, short scar, purse string, orbicularis occuli
(J Craniofac Surg 2015;26: 800–806)

iller, in 1907, was probably the first to perform a facelift
M consisting of very little skin undermining and resection with
tension closure.1 With the studies of Mitz and Peyronie, who
identified the subcutaneous musculoaponeurotic system (SMAS),
a better understanding of its importance was realized and its
manipulation via plication or imbrication became the mainstay
of many facial rejuvenation procedures.1,2 Subcutaneous muscu-
loaponeurotic system dissection or ‘‘deep plane’’ and subperiosteal
techniques were later advocated,1 claiming better results.

Various facelift procedures have been described, differing in
nuance regarding planes of dissection as well as handling of the
SMAS, submental fat, and platysmal bands. Described procedures
include short skin flap, long skin flap, superficial musculoapo-
neurotic system flap (SMAS), deep plane, composite flap, and
subperiosteal facelifts. Each offers its set of advantages and dis-
advantages3–5 and each provides good rejuvenation when properly
executed; compared side by side, it is in fact difficult to demonstrate
superiority of 1 procedure over the other.4–7

A study evaluating the midface elevation using the traditional
deep plane versus the transtemporal subperiosteal technique
demonstrated that the subperiosteal approach could achieve
43.2% greater elevation of the midface.1,8 It is, however, technically
demanding1 and associated with a prolonged downtime and higher
potential complications. Another study comparing deep plane
rhytidectomy with SMAS plication demonstrated better results with
simple SMAS plication, although in patients older than 70 years,
deep plane SMAS manipulation may yield slightly better results.9

Interestingly, despite intraoperative observation of greater soft-
tissue movement with the sub-SMAS technique, comparing SMAS
imbrication on one side and sub-SMAS technique on the other in the
same patient did not demonstrate any difference between the 2 sides
at 6 and 12 months after surgery.6

At present, there is a strong trend in facial rejuvenation surgery
toward less-dramatic facial rejuvenation procedures consisting of
volume displacement and/or replacement instead of producing
tension in the face3,10 triggered by patients’ desire to minimize
scars and shorten downtime by limiting undermining and tissue
manipulation to reduce edema and ecchymosis during the post-
operative period.1,11,12 All rhytidectomy techniques with any
degree of surgical SMAS disruption (SMAS plication, SMASect-
omy, high SMAS rhytidectomy) temporarily create a significant
degree of interruption in lymphatic drainage. Subtotal recovery of
lymphatic pathways is usually delayed; it occurs within 3 months
and complete return to baseline drainage pattern occurs only after 6
months.13 On the other hand, all minimally invasive short incision
techniques could be criticized for being limited in the degree and
quality of rejuvenation that could be achievable.14

In 1999, Saylan2,15 described the ‘‘S’’ lift, the first short-scar
facelift technique with a modified SMAS plication in a purse-string
fashion suspending the lower facial tissues with fixation to the
periosteum of the zygomatic bone. With minimal undermining and
‘‘en bloc’’ pull on the soft tissues, adequate fat repositioning and
rejuvenation can be achieved. Saylan2,15 described a first ‘‘U’’
suture inserted vertically between the zygoma and the extension of
the supraplatysmal plane below the mandibular rim, and a second
‘‘O’’ suture inserted with an angle of 45 degrees catching the parotid
fascia and SMAS and pulling the lower face posteriorly and super-
iorly. Commenting on the advantages of this technique and the
supraplatysmal plane of dissection, Hoefflin16 noted that ‘‘pulling
on the SMAS is like repositioning a living room sofa by pulling on
the carpet. It is easier to just pick up the sofa and position it where
you want it.’’ Moreover, too much tightening of the SMAS can lead
to an unnatural appearance and late facial retraction and banding as
the facial fat atrophies and descends. It can also lead to unnatural
facial animation. As noted, it is not necessary to surgically modify
the SMAS or facial muscles; instead, a superficial supra-SMAS
dissection can be performed quickly and safely to produce adequate
rejuvenation with less bruising and swelling and a quick recovery
time.15

Interest in this approach grew significantly with the introduction
in 2001 by Baker11 of the minimal incision rhytidectomy and in
2002 by Tonnard et al10,17 of the short-scar minimal access cranial
suspension (MACS) lift with a shift to a vertically directed lift and
skin excision. The described procedures are a ‘‘short-scar’’ face and
neck lift without a postauricular incision. Limited skin undermining
is performed in the pre-SMAS plane with extension into the upper
neck only just inferior to the angle of the mandible. The neck is not
ion of this article is prohibited.
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FIGURE 1. A, Minimal access cranial suspension lift with short preauricular
incison and zigzag incision at the temporal hairline. Limited undermining. First
‘‘U’’ purse string suture grabbing the platysma at the level of the manibular
angle. Second ‘‘O’’ suture. B, Temporal segment of the incision posterior to the
hairline. Incision extended on the medial surface of the ear lobe. Undermining
extended inferior to the mandibular angle and in the retroauricular area.
Undermining superficial to the orbicularis occuli muscle. First ‘‘U’’ suture
grabbing the platysma at a lower level. Second ‘‘U’’ suture with splaying of
orbicularis occuli.
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opened with a separate incision, although cervical liposuction is
done when needed.4 Pulling on the deep layers can be accomplished
by SMAS dissection and elevation, SMASectomy as proposed by
Baker,11 or suspension as advocated by Saylan15, Tonnard and
Gaia,17 as well as Hester.18

Comparing MACS lift with SMAS imbrication, regardless of
how the skin is managed, very little difference in the cosmetic
outcome between the 2 techniques could be observed.1,19 However,
MACS lift technique is more advantageous because it can be
completed in a short time under local anesthesia1 with durable
results, low morbidity, and a high degree of patient satisfaction.20

As initially promoted, MACS lift can be applied to virtually all
facial rejuvenation patients. Only a minority of patients would
require a small skin excision at the occipital neck hairline.4

Together with pinch lower blepharoplasty whenever indicated,
the technique achieves a pure antigravitational vertical lifting of
the neck and lower half of the face with 2 purse string sutures
anchored to the deep temporal fascia above the zygomatic arch. A
first narrow purse string suture corrects the cervicomental angle,
and a second oblique ‘‘O’’-shaped purse string loop corrects jowling
and cheek ptosis.21 Subsequently, the extended MACS lift was
described to achieve additional correction of the middle third of the
face with a third ‘‘U’’ malar suture.21 This third suture produces
vertical lifting of the malar volume, restoring the facial age,
enhancing lower lid support, and reducing the lid vertical height.
It softens as well the upper part of the nasolabial fold.21 In contrast
to cable suture suspension between 2 anchor points, purse string
sutures are weaved into the tissues with several small firm bites;
when pulled, the purse string suture produces microimbrications
and the forces become distributed along the entire circumference of
the suture.21

Results achieved with the simple or extended MACS lift have
been reported to be impressive. Compared with traditional extended
more aggressive facelift techniques, the MACS lift offers the
advantage of reduced recovery time and morbidity with comparably
stable results.7 Ideally, the technique is primarily indicated for
young patients with minimal signs of aging in the neck region and
for patients of any age who desire a less-invasive procedure and are
willing to trade a lesser degree of improvement in the neck for a
shorter recovery.1 However, a major drawback of MACS lift is a
visible scar anterior to the temporal hairline; moreover, it does not
achieve lateral periorbital rejuvenation. It has also serious limita-
tions in patients with bulky necks or with marked skin laxity.
Despite extensive liposuction, limited skin excision seems to be
inadequate to satisfactorily contour the neck, often resulting in
bunching of the skin near the temple and around the mandibular
angle.4

Because most our patients at present are requesting for less
dramatic facelift procedures with minimal downtime and are greatly
apprehensive about the possibility of visible prehairline scars, we
have gradually applied since 2006 step-by-step modifications of the
original MACS lift technique to achieve better neck lifting with
cervicomental angle definition and adequate lateral periorbital
rejuvenation with completely hidden temporal and retroauricular
scars. The current study, although it is not a large clinical series or a
comparative prospective clinical study, is a critical description of
the various modifications we have been applying whenever indi-
cated since 2010 to improve results of standard MACS lift.

SURGICAL TECHNIQUE
Incision in the temporoparietal area is made 1 to 2 cm posterior to
the hairline and parallel to the hair follicles. It is then extended
horizontally below the side burn toward the root of the helix (yellow
line) (Fig. 1B). It is continued then downward around the helical
Copyright © 2015 Mutaz B. Habal, MD. Unautho
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root, then in the preauricular area. The incision may follow the edge
of the tragus or made just anterior to it depending on the surgeon’s
preference (red line) (Fig. 1B). At the level of the lobule, the
incision is curved upward on the medial surface of the ear lobe, then
curved slightly horizontally at the midear lobe level (dotted yellow
line) but never crossing the mastoid skin (Fig. 1B). In the tempor-
oparietal area, dissection is carried deep to the superficial tempor-
alis fascia, thus preserving the hair follicles. Once the hairline is
passed, the fascia is incised and the dissection is carried forward
in a subcutaneous plane same as the rest of the facial dissection.
The lateral border of the orbicularis oculi muscle is identified, and
the dissection is carried carefully superficial to the muscle until the
lateral orbital rim (Fig. 2A). Inferiorly, the superficial cutaneous
undermining is continued to identify the superolateral border of
the platysma inferior to the mandibular angle and anterior to the
sternocleidomastoid muscle. Minimal undermining is also per-
formed in the retroauricular area. Anteriorly, dissection proceeds
to identify the jowl fat. Undermining may be extended to identify
the zygomatic fat whenever required (blue dotted line) (Fig. 1B).

A first ‘‘U’’ purse string is then inserted, grabbing the platysma
border inferior to the mandibular angle using the same suture
material and anchorage as described for the standard MACS lift.
Injury to the marginal mandibular branch can be avoided by placing
the suture at the most lateral border of the platysma just anterior to
the sternocleidomastoid away from the nerve course. A second ‘‘U’’
purse string elevates the jowl. The orbicular occuli muscle is then
incised at the level of the lateral canthus without any undermining
deep to the muscle, and the created 2 muscular flaps are splayed to
achieve the desired effect (Figs. 2B, C) and anchored laterally in the
temporal area with 5–0 prolene sutures far away from the fronto-
temporal nerve trajectory (Fig. 2D). Inserting and grabbing the
tissues with the suture parallel to the course of the nerve are added
safety maneuvers to avoid nerve injury. A third ‘‘U’’ purse string
rized reproduction of this article is prohibited.
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FIGURE 2. A, Undermining superficial to the orbicularis occuli muscle. B and C,
Splaying and division of the muscle at the level of the lateral canthus. D, Suture
tightening of the muscle. Facial nerve temporal branch position marked in blue.

FIGURE 3. Prominent anterior temporal hairline scar 2 months postoperatively
(A) and at 6 months (B). C, Normal anterior temporal hairline with no visible scar
at 1 month postoperatively in a patient operated on with the described modified
access incision.
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suture may be applied whenever indicated as described for the
extended MACS lift.

The cutaneous flap is lifted superiorly, and excess skin is excised
at the level of the horizontal limb of the incision at the level of the
helical root. Superiorly, the hairy skin is simply approximated
without affecting the hairline position. Similar upward lifting of
the retroauricular flap is achieved with progressive tension internal
quilting sutures, and excess skin is excised conservatively.

MATERIALS AND METHODS
Forty-three patients were operated on for facelift with the described

procedure from February 2010 to May 2014. All were women 35 to

65 years of age (mean, 52.5 y). Patients with clear loss of volume

and major blepharochalasis as a part of their aging process were

offered the option of adding lipofilling and/or blepharoplasty to

their MACS lift procedure. Seventeen patients had facelifting only,

19 had additional blepharoplasty and/or lipofilling, and 1 patient

had additional chin implant. In 4 patients, facelift was associated

with abdominoplasty or liposuction. Two patients had facelift,

blepharoplasty, and abdominoplasty. The mean follow-up of the

patients was 25 months.
One week after the surgery, all patients were started on a skin

treatment protocol of 6 weeks consisting of mild Retin-A superficial
peeling and bleaching with 4% hydroquinone.

RESULTS
Patient’s satisfaction was the main parameter that determined the
outcome of the procedure. One patient was advised to have
additional blepharoplasty, but owing to financial reasons, elected
to have facelift only with neck liposuction; although satisfied with
neck rejuvenation, she was not satisfied with her lower lids but did
not accept to have additional lid surgery. This patient developed
also moderate right marginal mandibular nerve paresis that resolved
completely after 1 month. Another patient had incomplete correc-
tion of jowling. She required subsequently a minor correction
consisting of liposuction and lipofilling of her cheeks performed
under local anesthesia. One additional patient developed a small
temporal hematoma on 1 side of her face that was readily evacuated
in the office. None of the patients had any degree of paresis of the
frontotemporal branch of the facial nerve.
Copyright © 2015 Mutaz B. Habal, MD. Unautho
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DISCUSSION
Anterior temporal hairline incision recommended for the short-scar
MACS facelift has been dictated primarily to allow superficial
subcutaneous undermining and vertical lift of the cheeks. The
resultant precapillary scar is often presented as an acceptable
solution12; nevertheless, despite the recommended zigzag incision
pattern 2 mm within the lower and anterior hairline of the sideburn
and the inclined incision at an angle almost tangential with the skin
to cut hair shafts perpendicularly,7,22 an obvious scar anterior to the
temporal hairline created in a very visible part of the face remains
one of the major drawbacks of the MACS technique and may be the
source of major frustration. Although it is true that, with time, some
precapillary incisions become hardly visible, this is not always the
case. The quality of the scar is unpredictable.12 In contradistinction,
an incision 1 cm behind the temporal hairline avoiding hair follicles
injury as described for temporal lifting by Fogly23 as well as Le
Louarn and Cornette de Saint-Cyr24 may be a better alternative. It
allows superficial undermining with a totally concealed scar. The
surgical approach consists of a subgaleal dissection until the hair-
line, then a more superficial subcutaneous dissection. This type of
incision does not modify the pattern of MACS lift skin excision
limited to hairless cheek skin lifted upward and tailored at the level
of the transverse limb of the incision below the sideburn (Fig. 3).

As originally described, a limited skin flap is undermined for the
MACS lift technique from 1 cm above the zygomatic arch to the
mandibular angle caudally and approximately 5 cm in the anterior
direction.10 Two to 3 firm bites of the first ‘‘U’ purse sting suture are
taken in the platysma muscle at the lower border of the cheek flap
undermining over the mandibular angle.7 However, whether with
more traditional facelift surgery or with short-scar techniques,
management of the neck is often the most challenging aspect of
the procedure.14 Certainly, good correction of the cervicomental
angle can be produced with a strong vertical pull on the lateral part
of the platysma.9 For better neck lifting results, extension of the
supraplatysmal plane of dissection below the mandibular angle
caudally is indicated,16,25,26 but exposure of the neck with the short-
scar technique is limited, making the operation technically more
difficult.22

Attention to both the selection criteria and operative modifi-
cations in the execution of short-scar techniques is critical to
optimizing outcomes in cervical rejuvenation.14 To improve neck
contour, Van de Lei et al27 have already proposed an infralobular
approach with a maximal postauricular skin incision extension of
1 cm. Others have proposed a 2-cm extension.28 We strongly
believe that further cephalad extension, as we are suggesting, allows
better neck rejuvenation without resulting in an objectional visible
rized reproduction of this article is prohibited.
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FIGURE 5. A and B, Patient 1. Cervicomental angle definition at 5 days. C and
D, Patient 2 with good neck rejuvenation and mandibular rim and angle
definition at 1 year. E and F, Patient 3 with result at 18 months. G and H, Patient
4 with result at 2 years.

The Journal of Craniofacial Surgery � Volume 26, Number 3, May 2015 Short Scar Face Lift

D
ow

nloaded from
 http://journals.lw

w
.com

/jcraniofacialsurgery by B
hD

M
f5eP

H
K

av1zE
oum

1tQ
fN

4a+
kJLhE

Z
gbsI

H
o4X

M
i0hC

yw
C

X
1A

W
nY

Q
p/IlQ

rH
D

3i3D
0O

dR
yi7T

vS
F

l4C
f3V

C
4/O

A
V

pD
D

a8K
K

G
K

V
0Y

m
y+

78=
 on 09/19/2024
postauricular scar. It eliminates the necessity to perform in some
patients a posterior cervicoplasty at the postauricular occipital
hairline as recommended by Verpaele et al.21 The short retro-
auricular incision allows excess skin excision with a completely
hidden scar behind the ear lobe instead of a visible occipital
prehairline scar (Fig. 4). Furthermore, it could have avoided many
of the less-satisfactory results recently reported by Mast,4 resulting
in a better outcome.

To avoid a retroauricular dead space and potential accumulation
of hematoma or seroma, internal quilting sutures, as previously
described in association with other facelift techniques, have been
very efficacious.29–31 Contrary to what has been commonly
thought, quilting sutures lessen flap tension and prevent skin flap
necrosis.32 Placed with progressive tension, they help as well to
reinforce and stabilize neck lifting and prevent downward migration
of the retroauricular scar.

We feel that modifying the standard MACS lift procedure by
extending the superficial undermining to the area of the upper neck
just inferior to the mandibular angle as we are describing and
grabbing the lateral border of the platysma at this level anterior to
the sternocleidomastoid muscle achieves better upward lifting and
definition of the cervicomental angle (Figs. 5, 6). We agree with
Willemsen et al33 that the first purse-string suture must be placed
lower than what is initially described well beyond the angle of the
mandible. Concerns about possible injury to the marginal mandib-
ular nerve with the lower placement of the first ‘‘U’’ purse string
suture are not justified. Placing the most inferior bite point approxi-
mately 1 to 2 cm inferior and posterior to the angle of the mandible
has already been recommended and was demonstrated to be safe.26

We usually place it at 2 to 3 cm below the angle farther away from
the submandibular course of the nerve that crosses the mandibular
margin at a more anterior location.

Correction of prominent anterior platysmal bands remains one of
the major limitations of all short-scar facelift techniques that rely
essentially on liposuction for neck contouring. We believe that, with
MACS lift, opening the neck through a submental incision and
performing an anterior double-vested platysmaplasty in combi-
nation with limited neck skin undermining as suggested by excising
a small rim of platysma centrally and subsequent suturing of the
platysma edges27 will not lead to proper neck rejuvenation. En bloc
tissues repositioning is the goal with limited undermining. Medial
platysma plication would obviously oppose the major lateral forces
exerted for rejuvenation and thus will prevent maximal lateral
displacement and lifting of neck skin (Fig. 7). Another concern
would be that this procedure could increase submental fullness due
to transfer of lateral aged platysma volume to the midline of the
Copyright © 2015 Mutaz B. Habal, MD. Unautho

FIGURE 4. Completely concealed retroauricular scar at 6 weeks postoperatively
in a patient operated on with the described modified access incision. The scar
does not extend transversely over the occipital scalp as for classic facelift
incision.

# 2015 Mutaz B. Habal, MD
neck.28 As described by Verpaele and Tonnard,34 platysmarrhaphy
is almost never indicated. When heavy platysmal bands remain
visible after vertical suspension, these bands can be directly excised
through a short submental incision without extensive skin under-
mining and without suture approximation. In extreme cases, the
whole neck skin needs to be undermined and an open lipectomy
needs to be performed. Alternatively, a recently described hybrid
technique, the minimal access deep plane extended vertical vector
facelift that combines optimal features of the deep plane facelift and
the short-scar MACS lift, recommends release of the retaining
ligaments in the neck that anchor the platysma to the fascia of
the sternocleidomastoid muscle, obviating the need for a submental
incision and central platysmal plication.28

In describing the third zygomatic suture, it was stated that
‘‘when the purse string suture is made too wide, as in an oval
shape, the tissue caught within the suture will have the tendency to
bulge outward when tension is placed on the suture while tying the
knot. This bulging could cause a surface irregularity visible through
the skin’’.21 Similarly, we feel that the second ‘‘O’’ purse string
suture may produce an unaesthetic bulging of the preparotid and
lower cheek area, although it was reported that this cheek extra
fullness is desirable by most patients.25 Increased lateral check
fullness results in a more rounded face appearance and attenuates
rized reproduction of this article is prohibited.

FIGURE 6. One-week postoperative result showing good neck contour and
cervicomental angle in patients with heavy necks (A-D) and excess skin laxity
(E, F).
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FIGURE 7. Inadequate neck rejuvenation when MACS lift is combined with
midline platysma plication. A to C, Preoperative. D to F, One year
postoperatively.
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the ogee line. Although it tends to improve the nasolabial fold, it
masks zygomatic cheek fullness and may, in fact, decrease it as the
superior limb of the ‘‘O’’ purse string tends to pull the tissues
downward and laterally when the suture is obliquely tightened. We
suggest instead a second ‘‘U’’ purse string suspension suture
strategically placed to achieve optimal lifting and repositioning
of the jowl fat. Tissues located anterior to this ‘‘U’’ suture are
elevated and gathered in the infrazygomatic and prezygomatic area
accentuating the ogee line. For improved nasolabial area and added
check fullness, the described third ‘‘U’’ purse string suture may be
indicated.

The idea of manipulating the orbicularis oculi muscle to improve
results of various rejuvenation procedures is supported by numerous
authors; depending on the surgeons’ preference and experience, it
can be achieved through a lower lid or a standard preauricular
facelift approach.18 To smoothen the skin in the lateral periorbital
area and correct crows’ feet, splaying and suturing the orbicularis
oculi muscle have been suggested. This has been shown to prevent
crows’ feet recurrence more than what would be anticipated by a
standard facelift or a facelift with blepharoplasty even with an
extended dissection associated with large traction and tension.35,36

The muscle may also be split laterally, and the cut ends separated
without disturbing eyelid function to further reduce mimetic wrin-
kles of facial expression35 (Fig. 8). Moreover, because the septum
remains attached to the orbicularis, ‘‘passive septal tightening’’ is
achieved when the muscle is redraped, reducing postseptal fat
pads.18,37 Muscle plasty tightens, as well the lateral pretarsal
orbicularis oculi muscle, resulting in passive tightening of the
lateral canthal tendon without the need for any type of direct
canthoplasty in most cases.18 Orbicularis oculi superolateral redrap-
ing, when properly performed, can reduce the need for direct lower
Copyright © 2015 Mutaz B. Habal, MD. Unautho

FIGURE 8. A, Lateral periorbital rejuvenation at 1 year after lateral splaying and
incision of the orbicularis occuli muscle with no visible temporal scar. Incision
made posterior to hairline. B, Lateral periorbital rejuvenation at 2 years after
lateral splaying without incision of orbicularis oculi muscle with still visible
temporal scar at the hairline.

804
lid manipulation in many cases. However, in older patients with
significant laxity of the orbicularis and septum, additional excision
of a conservative amount of subciliary skin may be required.18 With
orbicularis occuli manipulation, there may be some valid concerns
regarding temporary muscle palsy particularly of the lower lid
pretarsal and preseptal muscle fibers. However, with the technique
we are describing, only superficial dissection to the orbicularis is
performed. No submuscular dissection is performed at all even
when dividing the muscle at the level of the lateral canthus,
avoiding any possible muscle palsy. Moreover, potential injury
to the temporal branch of the facial nerve is prevented by the very
superficial plane of dissection and by judicial placement of tension
sutures posterior to the nerve trajectory as show in Figure 2.

A youthful distance between lateral canthus and the temporal
hairline is usually 3 to 4 cm; this distance increases with age.
Frequent criticism of the temporal incision placement within the
hair is that, with maximal skin pulling and redraping, an unnatural
and highly unaesthetic large shift in the temporal hairline and
sideburn may occur, causing the patients to look older.22 This is
particularly true for techniques that rely primarily on skin pulling to
achieve lateral periorbital and temporal rejuvenation. A temporal
anterior hairline scar has been qualified as an acceptable compro-
mise to get the best result.22 In fact, there is no need for this
compromise. Lateral periorbital undermining in a plane superficial
to the orbicularis oculi muscle as far as the lateral orbital rim with
muscle manipulation as we are describing allows efficient temporal
rejuvenation without the need for lateral temporal skin tension and
excision. Temporal skin closure can be performed with no or
minimal hairy skin excision and without altering the position of
the hairline. Redundant temporal skin will rapidly retract within 2 to
3 weeks as demonstrated by Fogli.23

We acknowledge the fact that this study has major limitations. It
is not a large clinical series or a comparative prospective clinical
study. Moreover, a more objective assessment of results particularly
of periorbital rejuvenation was not possible. Thus, we cannot
comment about our modified technique as compared with standard
or extended MACS lift or to more classic SMAS lift with more
extensive dissection and undermining. Anyway, our results should
be compared with other series to make them more consistent.
However, on the basis of our previous experience as well as that
of others,23,24 we can confirm that a temporal incision posterior to
the hairline is definitely less visible than the prehairline incision
about which several patients have expressed concerns and that the
limited completely hidden postauricular scar has not presented any
inconvenience to our patients. When combined with other mini-
mally invasive procedures such as lipofilling to improve the tear
trough and malar eminence or chin implants, extremely gratifying
results may be achieved with a limited downtime33 (Fig. 9).

CONCLUSIONS
The future of aesthetic facial rejuvenation surgery lies in perform-
ing simple but effective procedures directly aimed at the deformity,
avoiding any collateral morbidity. The short-scar MACS facelift
is now part of most plastic surgeons’ armamentarium. It is not,
however, applicable to all patients. Ideal candidates would be
younger patients, usually in their 40 s or early 50 s, with minimal
cervical laxity. When the deformity is extreme, it is possible to
extend the technique into a slightly more invasive procedure.34

Similarly to Baker,22 who would never hesitate to extend the
incisions to obtain the best results, we feel that a short retroauricular
incision and undermining would allow better redraping of the
cervical skin in a large number of patients. In our hands, the
proposed modifications have increased the indication of minimally
invasive facelift techniques. In addition to the expected
rized reproduction of this article is prohibited.
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FIGURE 9. Patient operated on with modified MACS lift and chin implant. A to
C, Preoperative. D to F, Result at 8 days. G to I, Result at 16 days with minimal
residual swelling of the right cheek.
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rejuvenation of MACS lift, they allowed adequate cervicomental
angle definition and additional periorbital rejuvenation with a
concealed temporal scar in patients with more pronounced signs
of aging in the neck and the periorbital area. It may not be optimal,
however, for patients with marked neck platysmal bands.

The access incision we are describing eliminates apparently the
main advantage of the MACS lift, namely, a short scar. In fact, it is
not similar to the conventional facelift incision because the retro-
auricular incision is limited and does not extend transversely across
the mastoid area to the occipital hairline. Moreover, skin under-
mining remains very limited and the principle of en bloc skin and
soft tissue purse string suspension is maintained similar to other
suggested modifications to improve MACS lift results. The pro-
posed modifications do not seem to increase operative time. The
procedure can be performed under local anesthesia with sedation in
approximately 2 to 3 hours.

No doubt there is an increasing demand from patients for less-
aggressive procedures with faster recoveries12; unfortunately, there
is not 1 ideal facelift technique applicable to all patients.22 Limited
procedures may be considered for younger patients with less severe
skin laxity and ptosis. Typically, as the extent of changes of facial
aging increases, more extensive procedures may be indicated.11,38

Nevertheless, limited procedures may still be indicated in selected
patients who are willing to accept a lesser result with a quicker
recovery.38 The ultimate determinant of a successful rhytidectomy
remains a happy patient.26 Certainly, recent popularity of the short
scar facelift approach has led to a shift in criteria for assessment of
aesthetic results12; most patients simply want to improve their
appearance, rather than to have a face that looks 30 years younger.27
Copyright © 2015 Mutaz B. Habal, MD. Unautho
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Value of the modifications we are proposing obviously needs to
be more objectively verified, and long-term results need to be
evaluated in the future.
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