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The midface is an important facial aesthetic sub-
unit and may exhibit many of the telltale signs of
aging. Aging occurs within each of the anatomic
layers of the midface, with changes visible as early
as the third decade. Descent of atrophic skin and
attenuation of orbicularis musculature are often
associated with pseudoherniation of orbital fat,
outwardly transforming the smooth concavity of
the eyelid-cheek junction into a double convexity.
Tarsoligamentous laxity leads to visible length-
ening of the lower lid, and the eye assumes a
rounded shape with a negative canthal tilt.
Crow’s-feet form at the superolateral boundary
of the midface. Soft tissues over the malar
eminence, in particular the subcutaneous malar
fat pad and midface retaining ligaments, become

ptotic and descend, reducing malar prominence
and skeletonizing the inferior orbital rim, creating
a hollowed appearance. Malar bags and festoons
manifest within the superficial layers. A nasojugal
trough becomes apparent medially, resulting in
the so-called tear trough deformity. The depen-
dent region of the nasolabial crease becomes
burdened with ptotic superolateral soft tissues,
giving rise to a hooded appearance and a deep-
ening of the fold. Volume loss has been increas-
ingly appreciated as an important part of the
aging process as well progressive remodeling of
the maxillofacial skeleton. The skin of the face un-
dergoes typical actinic processes. The sum of
these changes leads to the characteristically tired
appearance associated with age, with the overall
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KEY POINTS

� Midface rejuvenation procedures have evolved from laterally based rhytidectomy techniques to
centrofacial approaches with more vertical vectors of elevation.

� Volume loss and remodeling of the maxillofacial skeleton should be addressed with various
augmentation procedures.

� Patients with prominent globe/negative vectors or previous lower eyelid surgery are at increased
risk for postoperative lid malposition.

� Lateral canthal support procedures range from simple midface elevation and suspension to formal
canthotomy/cantholysis with lateral canthal reconstruction; selecting the appropriate technique
should be guided by individual patient concerns and surgeon experience and skill.

� The tear trough and nasolabial fold can be difficult areas to correct surgically; fillers, autologous free
fat or superficial musculoaponeurotic system (SMAS) grafts, or allografts can be transferred to the
tear trough area or nasolabial folds.
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loss of the heart-shaped face of youth. A thorough
understanding of the anatomy of the midface and
its age-associated pathophysiology is essential
to the safe and effective performance of midface
rejuvenation.

ANATOMY AND PATHOPHYSIOLOGY

Surgical midface anatomy is complex. Skin,
various fat pads, the SMAS, mimetic musculature,
neurovascular structures, retaining ligaments, and
periosteum overlie the facial skeleton in a layered
fashion. Critical structures pertaining to transpal-
pebral facelift techniques include the lower lid
skin, orbital septum, lateral canthal tendon, orbi-
cularis oculi muscle, suborbicularis oculi fat
(SOOF) and malar fat pads, and zygomatic and
orbicularis retaining ligaments.
The anatomy of the orbicularis oculi is central to

discussion of transpalpebral techniques. It is a
facial mimetic muscle and an integral part of the
SMAS, functioning as the ocular sphincter. It is
composed of a central pars palpebralis and a pe-
ripheral pars orbitalis, and, together with the lower
eyelid skin, comprises the anterior lamellae of the
eyelid. Its orbital part underlies the subcutaneous
malar fat pad as it radiates inferiorly across the
lid-cheek junction, whereas the SOOF pad lies
deep to the muscle and generates a natural glide
plane that allows the muscle to move indepen-
dently over the underlying periosteum and origins
of the lip elevator muscles. This plane has been
described in thoughtful anatomic study as the pre-
zygomatic space.1 The orbicularis retaining liga-
ment attaches the deep aspect of the orbicularis
muscle to the inferolateral orbital rim periosteum,
forming the superior boundary of the prezygomatic
space and separating it from the preseptal space
of the lower eyelid. This ligament has also been in-
terpreted as an orbitomalar ligament, inserting into
the dermis through the muscle body; regardless,
release or elevation of this ligament is fundamental
to achieving satisfactory elevation of deepmidface
tissues. Laterally, this ligament expands and joins
the lateral orbital thickening, which overlies the
bony inferolateral orbital rim and represents a
confluence of the major superficial and deep fas-
cias of the lateral orbital and temporal regions.
Inferiorly, zygomatico-cutaneous ligaments arise
between the zygomaticus muscles to fix the malar
fat pad and cheek skin to zygomatic eminence.
These are also important retaining ligaments of
the midface that must be released to elevate
deep tissues and define the inferior extent of the
prezygomatic space (discussed previously). The
lateral canthal tendon is a critical support structure
that anchors the lateral canthus to the bony orbit

and is contiguous with the superficial fascial
component that joins the lateral orbital thick-
ening.2 It defines the lateral canthus of the eye
and damage to or improper reconstruction of the
lateral canthal tendon can lead to significant
cosmetic deformity. Inferiorly, the nasolabial fold
represents an area of confluence of tissues at the
lower border of the midface, where fasciofibrous
connections of the SMAS and mimetic muscula-
ture join with the dermis.

TRANSPALPEBRAL APPROACHES

Hester and colleagues are credited with the intro-
duction of the skin-muscle flap approach to the
midface in 1996.3–6 Their technique demonstrated
the importance of proactive lower lid support and
showed that multiple points of reliable suture fixa-
tion are essential to achieving stable fixation. They
also emphasized conservative skin resection and
defined the major tenets of the transblepharo-
plasty midface approaches. In 1999, Gunter and
Hackney modified this procedure to avoid requi-
site lateral canthoplasty, pioneering a different
approach the management of the lateral canthus.6

Access to the midface is typically subciliary, as
in Hester and colleagues’ original technique, or
transconjunctival. The former offers the ability to
perform conservative skin and muscle resection
and affords wider exposure to the midface but
carries a theoretic risk of microdenervation of the
pretarsal orbicularis muscle. The latter preserves
orbicularis innervation and minimizes septal
manipulation that may lead to contracture and lid
retraction but has more limited exposure (which
may be improved by adding a canthotomy).7 Pa-
tients with significant malar bags or festoons
may benefit from a traditional skin-muscle flap
technique, because these superficial deformities
are unlikely to be corrected via a transconjunctival
approach.8

KEY CONSIDERATIONS IN LOWER
BLEPHAROPLASTY

Preoperative assessment should include an
ophthalmic history and evaluation. Dry eyes, prior
procedures, glaucoma, and inflammatory condi-
tions should be noted. Patients should be coun-
seled that patients prone to dry eyes tend to
have worsening of symptoms in the postoperative
period and the need for ocular lubricants should be
discussed. Surgery may not be appropriate for
some of these patients. Of critical importance to
aesthetic surgeons and patients is avoiding
malposition of the lower lid and lateral canthus.
Patients with prominent globe or negative vector,
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