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New lift: the art of facial rejuvenation with
minimal incisions rhytidectomy
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Abstract. - OBJECTIVE: The new lift is a pro-
cedure for facial rejuvenation with minimal in-
cision, giving the patient a significant im-
provement of mid face and neck, with limited
dissection and minimal scars. A further “One-
stitch” of anchorage to the deep temporal fascia
is required to hold tissues. By a minimal surgical
access, we get a suitable cheek lift with the im-
provement of nose-labial folds, mandibular edge
and neck contour.

PATIENTS AND METHODS: Between Febru-
ary 2009 and June 2012, 32 patients underwent
facial rejuvenation surgery called new lift at a
mean age of 46 years (range 35-55 years).

Seven of the patients had a previous facelift.
12 out of 32 patients (37.5%) had concomitant
eyelid surgery and 4 (12.5%) neck contouring
procedure.

RESULTS: The technique we used is a safe and
effective procedure with a high satisfaction rate;
28 patients (89%) were very satisfied with their
result at 24-months follow-up.

CONCLUSIONS: The surgical outcome was
evaluated according to the analysis of photo-
graphs obtained before and after surgery and
the analysis of pre- and postoperative measure-
ments. Aesthetic results were evaluated also by
patients themselves who indicated a high satis-
faction rate at three months post-surgery ques-
tionary and by a surgeon not involved in the
study using VAS (1-10) before and three months
after surgery. Acquired data on the aesthetic re-
sult were statistically evaluated using Student
t-test. This is a study aimed at assessing the ef-
fectiveness of the new-lift technique for facial
rejuvenation. Based on the results of our study,
the new-lift is a very effective surgery for reju-
venation of the face with mild to moderate ag-
ing. All patients healed uneventfully without any
major postoperative problems. This technique
responds to an increasing demand from a wide
range of patients for less invasive, less expen-
sive operations with faster healing time and few-
er potential complications.
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Introduction

Owsley' stated that “the purpose of a facelift
is to eliminate the appearance of facial aging by
removing lax redundancy of facial and neck skin.

In the years, several techniques have been used
to maximize the results and minimize complica-
tions>®; at the same time, plastic surgeons tried to
embrace patients’ desires but, frequently, the long
recovering time was the limit for these methods to
be popular.

Today, the request to look younger and healthy
to stay competitive in the workforce is increased
and it involves a larger number of patients then
years ago; so, the need of procedures without a
long downtime and fewer potential complica-
tions, less invasive, less expensive. A short-scar
rhytidectomy has always been the goal for the sur-
geon, balancing the increasing demand of patients
and the alternative to the traditional or deep-plane
face-lift techniques.

In the last years, then, several short scar tech-
niques have been developed. Baker’ described
the SMASectomy short scar facelift, and Tonnard
and Verpaele'? promoted the use of a cranial vec-
tor-based short scar facelift performed with su-
spension sutures.

A further reason for the increasing number of
these techniques is also the change of the concept
of facial rejuvenation in the last few years: the
vertical lift'>14,

To get a natural result, we do not need to pull
tissues and skin backward, the way we used to, gi-
ving the characteristic “wind-blown appearance”,
but has to reposition the tissues where they used
to be years ago; this is the issue and this is what
patients want: a natural result without the stigma
of a facelift with a minimum downtime. We do not
need to remove a lot of skin anymore with the ver-
tical lift, and this allows us to keep the scars shor-
ter. Our new technique, called new lift, does not
fit to all patients but represents an excellent option
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for facial rejuvenation in those cases with, mild to
moderate, signs of facial aging, needing a midface
lift. Patients with severe skin laxity and prominent
nasolabial folds may benefit from more traditional
procedures. Minimal incisions rhytidectomy has
been very popular with endoscopic surgery, mo-
stly for upper face and one of the problems has
always been the treatment of extra skin'>"7.

The new lift technique is a procedure for facial
rejuvenation with a minimal incision that gives
the patient a successful improvement of mid face
and neck, with limited dissection, minimal scar
and downtime low complications rate.

A further “One-stitch” of anchorage to the deep
temporal fascia is required to hold tissues. With
a minimal incision, we get an effective cheek lift
with the improvement of nose-labial folds, mandi-
bular edge and neck contour.

Patients and Methods

Between February 2009 and October 2010, 32
patients underwent a procedure of facial rejuve-
nation new lift.

22 out of 32 patients were women (68.8%) and
10 men (31.2%).

The average age of the patient was 46 years
(range 35-55 years).

7 patients (21.8%) had a previous facelift. 12
out of 32 patients (37.5%) received concomitant
eyelid surgery and 4 (12.5%) a neck contouring
procedure (Table I).

Follow-up was at 6 weeks, 3 months, 6 months,
12 months and 24 months.

Aesthetic results were evaluated also by patien-
ts themselves who indicated a high satisfaction
rate at three months post-surgery questionnaire
and by a surgeon not involved in the study using
VAS (1-10) before and three months after surgery
(Table II).

Acquired data on the aesthetic result were sta-
tistically evaluated using Student t-test (Tables 111
and IV).

Pigmentation (0-3 Scale), pliability (0-5 Scale),
height (0-3 Scale) and vascularity (0-3 Scale) were
evaluated according to the Vancouver Scar Scale'®.

Early and late complications were analyzed. In
particular, 24 months after the surgery, features
of the formed scar were evaluated: pigmentation,
color, height, and elasticity. Pigmentation, height,
and vascularity were evaluated on a scale from 0
to 3; Elasticity was evaluated on a scale from 0 to
5 according to the Vancouver scale.

Table I. Epidemiology.

Number %
Number of patients 32 100%
Women 22 68.8%
Men 10 31.2%
Patients underwent a previous facelift 7 21.8%
Concomitant eyelid surgery 12 37.5%
Neck contouring procedure 4 12.5

Operative Technique (Figures 1 and 2)

All new lifts were performed under local ane-
sthesia, 6 patients (19%) required oral sedation
(10 mg diazepam 20 minutes before the procedu-
re). This is possible because the operation takes
between 45 minutes (for midface only) and one
and half hours (including neck and post-tragal
skin excision) when performed by a surgeon fa-
miliar with the technique. No patients received
general or intravenous anesthesia even if the ane-
sthesiologist is in the OR in case the patient needs
a sedation.

Figure 1. Operative technique: design new lift: Temporal in-
cision; Skin flap dispithelization; Skin redraping in the pretragal
region; Retroauricular incision. Yellow vector = Traction vector;
Blue lines = Incision; Red lines = Excess skin.
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Figure 2. Operative technique: photo new lift. Figure 3. Local anesthesia.

Patients were marked in an upright position. Lo-
cal anesthesia is infiltrated into the operative area 1:100,000 epinephrine (Figure 3). We wait ten
with an average of 20 mL of 1% lidocaine with minutes as the blanching effect of epinephrine is

Table Il. Patients and surgeon aesthetic evaluation.

Patients Pe pre-surgery Pe 3 M post-surgery Se pre-surgery Se 3 M post-surgery
1 5 8 4 7
2 4 6 5 6
3 6 7 5 7
4 5 8 5 7
5 4 6 5 7
6 4 7 5 7
7 5 8 5 6
8 4 5 4 7
9 5 5 5 8
10 6 8 5 6
11 5 9 4 7
12 5 6 4 6
13 5 8 5 8
14 4 6 5 7
15 5 7 4 7
16 5 8 5 7
17 4 6 5 7
18 5 6 5 6
19 5 7 4 7
20 6 8 5 8
21 5 7 4 7
22 5 7 5 8
23 5 7 6 8
24 4 6 5 7
25 5 7 5 7
26 6 8 5 8
27 5 7 4 7
28 4 6 4 7
29 5 7 5 8
30 5 7 4 6
31 6 6 5 7
32 6 7 6 8
Mean 4.94 6.91 472 7.03
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Table Ill. Statistical analysis of patients evaluation.

N Mean Df 95% CID SD SEM p-value t-value
32 4.94 62 -2.38-1.55 0.67 0.12 <0.0001 9.5
32 6.91 0.96 0.17

Table IV. Statistical analysis of surgeon evaluation.
N Mean Df 95% CID SD SEM p-value t-value
32 472 62 -2.61-2.02 0.52 0.09 <0.0001 1573
32 7.03 0.65 0.11

Df = degree of freedom, 95%CID = 95% confidence interval of this difference, SD = standard deviation, SEM = standard error

of mean.

established, then an incision is first made along the
sideburn (Figure 4). A skin flap is elevated accor-
ding to the preoperative marking sharply and with
a Colorado tip. SMAS dissection is performed for
about 6-8 cm inferiorly and anteriorly (Figure 5). A
stitch is placed with a permanent suture (3/0 Mer-
silene) between the SMAS flap to the zygomatic
arch periosteum (Figure 6). Another incision (about
1,5cm) is then placed in the temporal area (Figu-
re 7) through the deep layer of the deep temporal
fascia; a tunnel is created bluntly to the sideburn
incision (Figure 8). The amount of extra skin is eva-
luated lifting it in a vertical direction, marked and
de-epithelialized: a permanent suture is placed on
this dermal flap with three passages (Figure 9) and
then, through the tunnel to the deep temporal fascia
(Figure 10). The de-epithelialized flap is now insi-
de the temporal area, holding the skin flap, so a 5/0
Prolene running suture is used to approximate the
edges of the sideburn incision to the skin with no

Figure 4. Incision first made along the sideburn.

Figure 5. SMAS dissection performed for about 6-8 cm in-
feriorly and anteriorly.

tension. The temporal incision is closed with a 4/0
Prolene (Figure 11). If moderate wrinkles show up
in the preauricular area after suture, an incision is

Figure 6. A stitch placed with a permanent suture (3/0 Mersi-
lene) between the SMAS flap to the zygomatic arch periosteum.
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Figure 7. Another incision (about 1.5 cm) placed in the
temporal area.

Figure 8. Through the deep layer of the deep temporal fa-
scia; a tunnel is created bluntly to the sideburn incision.

made at the apex of the tragus and through this a
limited skin undermining is performed in the pre-
auricular area in order to excise a little amount of
skin and smooth the wrinkles. For patients that need
to improve the neck contour, an incision is made
around the ear lobule extending posteriorly about 2
or 3 cm depending on the case, a moderate skin dis-
section is carried out inferiorly and anteriorly and a
small SMAS/platysma strip is upwarded to check
the best angle for suture placement and then sutu-
red anchored on the periosteum in the mastoid area
with a 3/0 Mersilene. The extra skin is then evalua-
ted and excised. Skin repair is performed with a few
3/0 Monocril subcutaneous suture around the ear lo-
bule and a 5/0 Prolene suture for the skin. We use no
drains. An elastic cervical support is placed for 24h
and then to be worn during the night for nine more
days. Sutures are removed at postoperative day 7
around the ear lobule and day 9 in the sideburn and
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Figure 9. Suture is placed on this dermal flap with three

passages.

Figure 10. Permanent suture is placed through the tunnel to
the deep temporal fascia.

Figure 11. Suture with 5/0 and 4/0 Prolene.

postauricular area. All patients are prescribed posto-
perative antibiotics for five days.
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Figure 12. A-B, Case 1 — Right profile face, front face and left profile face pre and 12 months post-operative.

Results

The new lift surgery was performed as a pri-
mary rhytidectomy in 80% of the cases (25 pa-
tients) and as secondary in 20% of the cases (7
patients). 8 patients (25%) received concomitant
upper or lower blepharoplasty, 4 (12.5%) of them
full blepharoplasty.

We experienced minimal postoperative swel-
ling, as well as ecchymosis in 8 patients (25%).

We had suture extrusion in five patients (15.6%),
particularly of the absorbable sutures behind the
ear that healed with no need of revision.

The complications observed were minimal.
Moderate bunching of skin edges in the post-au-
ricular area was observed in 5 patients (16%) and
was resolved with a massage after suture removal
and disappeared in two months, only 2 patients
(6.2%) needed a scar revision.

6 patients (18.7%) experienced pain at the tem-
poral area for the anchor sutures for the first two
or three days.

3 patients (9.3%) had small (2) to moderate
(1) hematomas in the immediate postoperative
period, due to increasing of the blood pressure.
They were diagnosed in the recovery room and
evacuated at the bedside with immediate manual
compression and an ice bag; no further procedures
were needed.

2 patients (6.2%) presented hypertrophic scars
around the ear lobe which resolved with massage
and/or local corticosteroid injection.

1 patient (3.1%) who did not use sun block de-
veloped postoperative hyperpigmentation (Table V).

The results obtained by using the scale of Van-
couver were as follows:

1. Pigmentation — 31 patients (96.9%), had a nor-
mal pigmentation of the scar (0 Vancouver sca-
le) and 1 patient (3,1%) had a hyperpigmenta-
tion (2 Vancouver scale)

2. Vascularity —in all 32 (100%) patients a normal
vascularity (0 Vancouver scale)

3. Height scar — 30 patients (93.8%) a normal height
of the scar (0 Vancouver scale), while in 1 patient
(3.1%) we had a height of degree 1 of Vancouver
scale (less than 2 mm) and 1 patient (3.1%) with a
height of Vancouver scale 2 (2-5 mm).

4. Pliability — in 30 patients (93.8%), we found a
normal pliability (0 Vancouver scale), while 2
patients (6.2%) were found with supple skin (1
Vancouver scale) (Table VI).

A natural result without the stigma of a face-lift
was achieved in all patients.

In all patients, an effective elevation of midfa-
ce (Figure 12a and b), improvement of nasolabial
folds (NLF) (Figure 13a and b), mandible and
neck contour were obtained as well as a high sa-
tisfaction rate (Figure 14a b); 28 patients (89%)
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Table V. Description of complications.

Complication Number of patients Incidence (%)
Hematoma 3 9.3%
Hypertrophic scarring 2 6.2%
Hyperpigmentation 1 3.1%
Dehiscence and revision of the scar. 2 6.2%
Pain at the temporal area 6 18.7%
Suture extrusion 2 6.2%
Table VI. Scars evaluation.
Number of patients % Vancouver scale

Pigmentation 31 96.9% 0

1 3.1% 2
Vascularity 32 100% 0
Height 30 93.8% 0

1 3.1% 1

1 3.1% 2
Pliability 30 93.8% 0

2 6.2% 1

were very satisfied with their result at 24-months
follow-up.

The aesthetic improvement assessed by pa-
tients before and three months after surgery was

statistically extremely significant (p<0.0001).
The mean value of aesthetic satisfaction befo-
re surgery was 4.94 and after surgery was 6.91.
Aesthetic improvement evaluated by a plastic

Figure 13. A-B, Right profile three-quarter face, front face and left profile three-quarter face pre and 12 months post-operative.
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Figure 14. A-B, Right profile face, right profile three-quarter face, front face, left profile face and left profile three-quarter face

pre and 12 months post-operative.

Figure 15. 4-B, Distance between the oral commissure and the nasojugal groove position.

surgeon not involved in the study was extre-
mely significant (p<0.0001), with an average
pre-surgery result of 4.72 and 7.03 and 3-month
post-surgery.

The surgical outcome was evaluated by analy-
zing photographs made before and after surgery,
and by analyzing pre- and postoperative measu-
rements. Measurements were made along a per-
pendicular line from the eye outer canthus to a
horizontal line of the oral commissure to evaluate,
before and after surgery, the position of distance
between the oral commissure and the nasojugal
groove position (Figure 15a and b).

New lift technique accomplished a significant
rejuvenation of the midface with a stable result at
24 months follow-up (Table VII).

Discussion

Facial rejuvenation with minimal incision is
now very popular for patients that want achieve
significant improvement in the midface, mandible
and neck contour without main concerns of tradi-
tional face-lifts.

Short-scar rhytidectomy can realize significant
changes in facial and neck rejuvenation.

Table VII. Evaluation of the nasojugal groove position after a new lift.

Preoperative

12-month postoperative

24-month postoperative

(X-Y) mm 50 + 0.6

68 +£0.2

65+04

X-Y Distance between the oral commissure and the nasojugal groove position
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The new lift can obtain substantial changes in facial
and neck rejuvenation giving a very natural look'**'.
Firstly, downtime is minimized by limited dissection
and many patients return to normal activities the fol-
lowing day unless is combined with another proce-
dure?®?!. Secondly, main complications as hematoma,
seroma, and injury to the facial nerve are very uncom-
mon**2*, We had three cases in our series due to an
increase of blood pressure. Thirdly, performing this
procedure under local or minimal oral sedation, risks
associated with anesthesia are eliminated”. Last but
not least, costs related with the procedure can be kept
significantly low because of the short time required
for the operation and avoiding anesthesia charges
common with traditional lifts?!%>,

Finally, the authors believe that short-scar rhyti-
dectomy offers a good suspension with long-la-
sting results in selected patients.

The surgical key factors in achieving results
in short-scar rhytidectomy without significant in-
creases in complications or downtime, are SMAS
suspension, postauricular skin excision and ten-
sion-free closure.

The operation follows the vertical vectors re-
shaping the face by restoring volume to the midfa-
ce and improving the neck and mandible contour
with minimal scars on the sideburn, behind the
tragus and retroauricular, hidden in natural folds
and along the hairline***".

The new-lift has a limited skin dissection; the
skin is lifted with minimal tension; the vectors of
the lift are mostly in the vertical direction, making
the incision as short as possible. It is also impor-
tant to respect the vertical vectors in order to re-
shape the face by restoring volume to the midface.

This technique also improves mandible contour
and neck. There is a significant learning curve as-
sociated with these “mini procedures” to get the
best results. It has, of course, specific indications
for selected patients, but it can be a suitable al-
ternative to the traditional face-lift techniques in
cases of mild to moderate signs of facial aging.

In selected patients, medium and long-term re-
sults can be overlapped to traditional facelift te-
chniques.

Conclusions

Based on the results of our study the new-lift
is a very successful procedure for rejuvenation
of the face with mild to moderate aging. The-
re is minimal post-operative edema, as well as
minimal post-operative ecchymosis. It responds
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to an increasing demand from a wide range of
patients for less invasive, less expensive opera-
tions with faster healing time and fewer poten-
tial complications.

The increasing demand for minimally invasi-
ve surgery, the desire of patients to have a fast
recovering time and the exigency to be socially
presentable, as quick as possible made our tech-
niques highly requested, especially if compared
with traditional techniques that in these days do
not seem to meet the favor of patients.
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