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Cosmetic surgery has become more popular 
among male patients, with 14 million cos-
metic procedures performed in 2013, an 

overall 22 percent increase since 2000. Of these, 
12,699 were male face lifts, which represents 
approximately 10 percent of the total face lifts per-
formed that year.1 The number of male patients 
seeking aesthetic procedures has increased over the 
past several decades and is most likely attributable 
to the decreasing stigma and greater acceptance 
associated with male patients undergoing cosmetic 
surgery.2,3 Although male patients seek a variety of 
cosmetic procedures, we have noted a significant 
increase in demand by male patients seeking facial 
rejuvenation. The root of this increasing demand 
is perhaps interest in longevity, health, and desire 
to remain active in the workforce. We have noted 

that male patients’ interest in facial rejuvenation 
relates to the desire to postpone retirement, and 
maintenance of appearance seems important in 
prolonging their career. From an aesthetic perspec-
tive, men typically present with complaints regard-
ing the appearance of their neck and jawline.

This article carefully delineates the overt and 
the subtle differences between male and female 
facial characteristics, which have significantly 
changed how we perform facial rejuvenation today 
in the male patient. The overall guiding princi-
ples of modern facial rejuvenation are adhered 
to. These include restoration of facial shape and 
contour to a natural more youthful appearance 
without the stigma of face lifting, such as the 
“windswept” appearance, which is especially dev-
astating in a male patient. Over the past 20 years, 
we have learned that successful male facial rejuve-
nation is achieved with attention to eight major 
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regarding preservation of hair follicles, restoration of a youthful and well ap-
pearance, and reduction of the risk of hematoma.
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tive male rhytidectomies revealed a cohort of 83 patients. A control group was 
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during the same period. Data were collected and analyzed critically for factors 
contributing to complications, including hematoma, seroma, skin sloughing, 
alopecia, infection, and nerve injury. The evolution in the senior author’s tech-
nique in male rhytidectomy is described.
Results: Differences in facial analysis and rhytidectomy technique in male pa-
tients and female patients are highlighted. Five male patients (6.0 percent) 
and no female patients in the control group developed postoperative hema-
toma (p = 0.0587). No other complications occurred.
Conclusion: Respecting the patterns of hair growth in incision design, avoiding 
damage to follicles during dissection, and exercising standard of care (espe-
cially avoidance of hypotensive anesthesia) in prevention of postoperative he-
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differences. These differences in facial character-
istics include the following:

1. Thicker skin.
2. Heavier, flatter brow.
3. Facial hair patterns.
4. Less prominent malar eminence.
5. Central face fat atrophy.
6. Deeper nasolabial folds and more promi-

nent descent of the jowl fat pad.
7. Excessive neck skin laxity, platysmal band-

ing, and cervical fascial laxity.
8. Skin vascularity, blood pressure stability, 

and hematoma risk.

Critical retrospective analysis of the past 20 
years of one author’s male face-lift practice (R.J.R.) 
and the changing paradigm of how the male face 
ages in comparison with a female face has contrib-
uted to the evolution of our technique in male 
rhytidectomy. Our goals with the male face lift 
include restoration of appearance, enhancement 
of deep malar and central facial volume, avoid-
ance of augmentation of the malar area to avoid 
feminization, preservation of facial hair patterns, 
and minimization of postoperative hematoma. 
This article serves to guide the plastic surgeon in 
the achievement of these goals, specifically regard-
ing attention to the eight technique modifications 
learned from our 20-year experience.

PATIENTS AND METHODS
Institutional review board approval was 

granted for the review of all face-lift patients 
before initiation of this study. Between 1993 and 
2014, a cohort of 95 men who underwent rhytid-
ectomy was identified from a prospectively col-
lected database of 1089 patients performed by 
one of the authors (R.J.R.). After chart review, 12 
patients were noted to have incomplete charts, 
so these were excluded from the study, resulting 
in a cohort of 83 male patients. All patients were 
matched to a similar control group of women 
who underwent face-lift procedure by the same 
surgeon during approximately the same period. 
Demographic data were collected, including age, 
body mass index, medical comorbidities, smoking 
status, face-lift technique, and history of previous 
rhytidectomy.

Anesthesia records were reviewed with a focus 
on preoperative, intraoperative, and postopera-
tive blood pressure. The National Institutes of 
Health definition of hypertension (systolic blood 
pressure >140 mmHg) was used to determine 

episodes of hypertension. Episodes were recorded 
in 15-minute increments.

In addition, cohorts were examined for inci-
dence of complications in the postoperative 
period. Complications were defined as anything 
that occurred outside of the normal expected 
postoperative course. All patients were reviewed 
for incidence of seroma, hematoma, skin slough-
ing, infection, and nerve injury.

Surgical Technique
Each hemiface is injected with 200 cc of a 

subcutaneous solution consisting of a 1:400,000 
concentration of epinephrine (50 cc more per 
side than in female patients).4 Fat is harvested 
from the medial thighs using a 10-cc syringe and 
3-mm harvest cannula. The aspirate is centri-
fuged, isolated, and injected into the deep malar 
fat compartments bilaterally using 1-cc syringes. 
Approximately 10 to 12 cc of healthy yellow fat 
is distributed into the two deep central facial fat 
compartments [5 to 6 cc in the deep nasolabial 
compartment (1a) and 6 cc in the deep malar 
compartment (1b)], whereas the high superfi-
cial malar (2a) and middle superficial malar (2b) 
compartments are avoided (Fig. 1).

The intratragal incision is preferred in most 
male patients for optimal color match with the 
thicker preauricular skin (Figs. 2 and 3). The 
superior extent of the incision can be varied to 
end at the helical root and extend anteriorly (per-
pendicular to the preauricular incision) along the 
infratemporal hairline (R.J.R.) or extending into 
the temporal hair (J.M.S.) (Fig. 2). The vector of 
skin flap redraping must be decided preopera-
tively, as vertical redraping demands an anterior 
infratemporal hairline incision. If the tempo-
ral hair incision is used, the skin flap should be 
redraped obliquely to avoid elevating the side-
burn. The incisions within the hair are beveled 
to minimize alopecia, and the inferior incision 
extends around the root of the lobule and around 
the contour of the conchal cartilage. The post-
auricular incision is designed in the postauricu-
lar sulcus, with special attention to not shift the 
incision superiorly onto the concha and to avoid 
pulling hair-bearing skin onto the ear. The post-
auricular incision is carried superiorly along the 
hairline and then, depending on how much skin 
is to be removed, extends only as far as is needed 
into the postauricular scalp to better camouflage 
the scar (Fig. 2). The skin flaps are raised thicker 
than female skin flaps to maintain viability of the 
hair follicles in the cheek and neck.
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A major difference between male patients 
and female patients is that we virtually always 
perform a platysmaplasty through an anterior 
approach (>95 percent). A submental incision is 
used in most male patients to resect preplatysmal 
fat and, when appropriate, subplatysmal fat. This 
allows accurate reconstruction of the cervico-
mental angle and greater control in defining the 
mandibular border. A lateral platysmal window 
plication is performed to accentuate the inferior 
border and angle of the mandible. Superficial 

musculoaponeurotic system (SMAS)-ectomy 
and plication, preferred by one of the authors 
(R.J.R.), or extended SMAS dissection, preferred 
by another of the authors (J.M.S.), is performed 
based on individual facial analysis as described 
previously by both authors.5,6 If neck contour is 
not optimal after SMAS and platysmal plication, 
a 3-0 polyglactin spanning suture is placed from 

Fig. 1. Facial fat compartments.

Fig. 2. Male rhytidectomy incision. White line, incision used by Rod 
J. Rohrich, M.D.; black line, incision used by James M. Stuzin, M.D. Fig. 3. Healed male rhytidectomy incision.
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submental fascia to mastoid fascia, but this is not 
a frequent occurrence.7 The neck and cheek skin 
flaps are suspended in a mostly lateral or oblique 
vector in the cheek, and neck skin is suspended in 
a slightly tighter and more posterior superior vec-
tor. Drains are perhaps more important in male 
patients than in female patients and are usually 
left in for longer (as long as 5 to 7 days), depend-
ing on drainage amount and tissue adherence.

Blood Pressure Protocol
Patients undergo general endotracheal anesthe-

sia by one of the authors (R.J.R.) and intravenous 
sedation exclusively by another (J.M.S.). Patient 
medications are reviewed and any anticoagulants 
or antiplatelet therapy are held preoperatively and 
avoided for 1 week postoperatively. Patients with a 
history of hypertension were all instructed to con-
tinue their home antihypertensive regimen in the 
perioperative period. The one exception is the use 
of diuretics, which were stopped during this period. 
All male patients received a clonidine 0.2-mg/day 

transdermal patch or 0.3 mg by mouth preopera-
tively to reduce postoperative blood pressure fluc-
tuation.8,9 This differs from the 0.1-mg/day patch 
used in women. Intraoperatively, the concentrations 
of inhalation agents in combination with labetalol 
or hydralazine were used to treat acute episodes of 
hypertension (Fig. 4).10

In the postoperative period, additional mea-
sures are taken to minimize delayed hematomas in 
this patient population. All vasoactive medications 
(e.g., Viagra; Pfizer, New York, N.Y.) are held for 
at least 4 weeks postoperatively. Patients are also 
encouraged to avoid strenuous physical activity, 
including sexual intercourse, during this period.

Statistical Analysis
All data were recorded into a data sheet in 

STATA SE v.11.0 (StataCorp, College Station, 
Texas). Exploratory data analysis was performed on 
the cohorts for homogeneity with use of stem-and-
leaf plots, t tests and Fisher’s exact test, where appli-
cable. A value of p < 0.05 was used to determine 

Fig. 4. Hypertension protocol. BP, blood pressure; HR, heart rate; PRN, as needed. (From Ramanadham SR, Mapula S, Costa C, Nara-
simhan K, Coleman JE, Rohrich JE. Evolution of hypertension management in face lifting in 1089 patients: Optimizing safety and 
outcomes. Plast Reconstr Surg. 2015;135:1037–1043.)
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significance. Outcomes between the cohorts were 
analyzed by using a two-sided Fisher’s exact test.

RESULTS
Eighty-three male patients underwent rhytid-

ectomy between 1993 and 2014, of which 72 were 
primary and 11 were secondary (R.J.R. series). The 
female cohort (n = 83) was randomly selected and 
matched by age and type of face lift performed. The 
mean age of men in this study was 59 years. There 
were no significant differences between the groups 
except for body mass index. The mean body mass 
index in the male group was 26.6 kg/m2 (95 percent 
confidence interval, 25.8 to 27.3 kg/m2) compared 
with the female group, which was 23.5 kg/m2 (95 
percent confidence interval, 22.7 to 24.3 kg/m2). 
Twenty-one male patients (25.3 percent) had a pre-
operative diagnosis of hypertension (Table 1). Five 
hematomas were observed in the male cohort (6.02 
percent) compared with zero in the female group 
(p = 0.0587), which approached statistical signifi-
cance (Table 2).

All hematomas were discovered on postopera-
tive day 0 or 1, and all were treated in the operat-
ing room. Cohorts were examined for episodes 

of hypertension in the preoperative holding area, 
operating room, or postoperatively in the postanes-
thesia care unit (Table 3).

Univariate logistic regression was performed 
to see whether there was a significant correlation 
between a preoperative diagnosis of hyperten-
sion, hypertension in preoperative holding, intra-
operative hypertension, or hypertension in the 
postanesthesia care unit and the development of 
hematoma in the men (Table 4).

DISCUSSION
The male face ages differently than the female 

face, and thus rejuvenation of the male face must 
be approached differently based on eight major 
differences (Table 5 and Fig. 5).

Table 1. Demographics, Comorbidities, and Face-Lift 
Type

 
Male  

(n = 83)
Female Control  

(n = 83) p

Age, yr    
    Average 59 59  
    Range 40–77 35–77 0.8257
BMI, kg/m2    
    Average 27 24  
    Range 19–37 18–36 <0.001
Hypertension 21 13 0.178
Cardiac disease 2 6 0.277
Pulmonary disease 3 1 0.620
Diabetes 1 1 1.00
Tobacco use 0 0 1.00
Prior face lift 11 12 1.00
SMAS stacking 67 69 1.00
SMASectomy 16 14 1.00
Compartment-specific 

fat augmentation 83 83 1.00
BMI, body mass index.

Table 2. Complications

Complication
Male  

(n = 83)
Female Control  

(n = 83) p

Hematoma 5 0 0.0587
Seroma 0 0 —
Infection 0 0 —
Alopecia 0 0 —
Skin slough 0 0 —
Nerve Injury 0 0 —

Table 3. Hypertensive Episodes*

 
Male  

(n = 83)
Female  

Control (n = 83) p

Preoperative 
hypertension 2 0 1.00

Intraoperative 
hypertension 3 4 1.00

Postoperative 
hypertension 33 33 1.00

*Measured at 15-minute intervals.

Table 4. Univariate Regression of Hypertension 
Events to Hematoma in Men

Events p

Preoperative hypertension 2 0.444
Intraoperative hypertension 0 —
Postoperative hypertension 0 —

Table 5. Characteristics of Aged Male and Female 
Faces*

Preauricular incision is posttragal, postauricular incision is 
kept off the ear

Anterior extension of preauricular incision is performed to 
avoid posterior displacement of the temporal hairline

Undermining is performed in deeper subcutaneous plane 
to preserve hair follicles

More extensive undermining is performed to address the 
nasolabial fold

More superwet solution is used (200 cc vs. 150 cc per side) 
with 1:400,000 epinephrine

SMASectomy or SMAS stacking is performed in all patients
More fat graft placed centrally in deep malar compartments 

because of more fat atrophy
Antiplatelet and anticoagulant medications are avoided for 

4 wk postoperatively
Vasoactive medications [vasodilators such as Cialis (Eli Lilly, 

Indianapolis, Ind.) and Viagra, and sympathomimetics] 
are avoided for 4 wk postoperatively

Patients are encouraged to abstain from intense physical activ-
ity, including sexual intercourse for 4 wk postoperatively

*Essential differential surgical techniques in a male face lift. 
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Skin Thickness
Men have thicker skin, which in the setting 

of central fat atrophy can lead to exaggerated 
nasolabial fold deepening, inferior migration of 
the lid-cheek junction, and jowls. The subcutane-
ous dissection in male patients tends to be more 
fibrous, but usually produces a thicker flap that is 
well vascularized, less prone to venous congestion, 
and preserves facial hair follicles. The skin flap is 
dissected into the malar region and anterior to the 
masseteric cutaneous ligaments. We have often 
noted a quicker recovery in male patients, which 
may be partially attributable to their thicker, well-
vascularized skin.

Brow Position
The male brow is heavier, flatter, and less toler-

ant of surgical alteration than is the female brow. In 
brow lifting, overcorrection can lead to better long-
term brow position; however, this is poorly tolerated 
by male patients because of propensity to feminize 
and create an artificial appearance. For this reason, 
concurrent brow lift is performed less frequently 
(male patients, 10 percent; female patients, 30 per-
cent), and when performed, a less invasive technique 
is used (endoscopic or temporal excision alone).

Facial Hair Patterns
Incision design in male rhytidectomy is guided 

primarily by patterns of hair-bearing skin and has 
been modified from the technique used in female 

patients by many surgeons.11 Preauricular incision 
placement is determined by the quality of pretragal 
skin and the tendency of the closure to evert the 
tragus.12 The intratragal incisions are preferred by 
both senior authors as the color match is better—
preauricular incision often lead to an abrupt tran-
sition between the pink skin of the cheek and the 
pale skin of the ear (Fig. 6).

Fig. 5. (Left) Female face before extended SMAS lift. (Right) Female face 1.5 years after 
extended SMAS lift.

Fig. 6. Preauricular and tragal skin color and texture discrepancy.
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In terms of the beard, one of the authors 
(J.M.S.) requests patients to not shave for 48 hours 
preoperatively, and hair follicles that are reposi-
tioned over the tragal cartilage are resected before 
flap inset. The pretragal scar has been popular in 
male face lifting, as it avoids bringing hair-bearing 
skin into the ear and is simpler to design and inset, 
but it carries the disadvantage of visibility. Although 
efforts have been made to reduce the conspicuous 
nature of the pretragal scar,13 it is our preference 
to avoid it entirely. Furthermore, particular atten-
tion is made to avoid pulling hair-bearing neck skin 
onto the back of the ear, as this can be unsightly 
and difficult to shave. To avoid this, the postauric-
ular incision should be placed in the postauricu-
lar sulcus and away from the conchal cartilage as 
described previously by Hamilton.2 However, the 
incision should not be placed on mastoid skin, 
as this can lead to visible scarring in patients with 
short hairstyles. This incision pattern contrasts with 
the senior author’s technique in female patients, 
in which the postauricular incision is made 2 mm 
onto the posterior conchal cartilage.

The temporal hairline incision is preferred by 
one of the authors (J.M.S.) in male patients, and 
care must be taken to avoid excess scalp tension, 
proper incision into the hair, and precise closure, 
as many men have a thin hairline and wear their 
hair short. One of the authors (R.J.R.) prefers 
an anterior curvilinear infrabrow extension from 
the root of the superior helix (Fig. 2). This scar 
is well tolerated and allows excision of redundant 
skin, avoids displacement of the anterior tempo-
ral hairline, and avoids temporal alopecia.

In 2004, Jones and Grover demonstrated less 
temporal alopecia when tumescent was injected 
subcutaneously before dissection (7.4 percent ver-
sus 0.4 percent; p = 0.006).14 Modifications have 
been described by Guyuron et al. in 2005 and 2007 
to maintain the sideburn shape15 and to encourage 
hair growth through the scar.16

Lower and Less Prominent Malar Eminence
The skeletal structure of the ideal female face is 

generally characterized by a wider upper face, with 
the malar highlights positioned superiorly over the 
zygomatic eminence, producing an “inverted egg” 
shape in most ideal female faces. A male patient’s 
facial skeleton is wider in the lower face and is less 
volumetrically accentuated in the malar region. Male 
malar highlights are typically slightly more medial, 
inferior, and less projected compared with the high, 
lateral malar projection noted in female patients.

Thus, if high lateral cheek augmentation is 
performed, the result can be feminizing. For this 

reason, volume enhancement is focused centrally 
and avoided superolaterally. Typically in female 
patients, the SMAS stacking (J.M.S.) is brought high 
along the lateral malar eminence to restore lateral 
malar highlights. In male patients, we prefer not to 
add volume to this region, but rather concentrate 
volume (SMAS) repositioning to the lateral cheek 
and central face, both typical areas of deflation in 
male patients.

Male patients benefit from an oblique redrap-
ing of the SMAS, which provides greater control 
in improving both the jawline and neck. As the 
SMAS is thicker and usually more substantial than 
in female patients, it typically provides an excellent 
material for fixation in terms of repositioning facial 
fat. Although SMAS plication is a time-honored 
procedure in face lifting, it is opinion of one of the 
authors (J.M.S.) that plication is of limited utility in 
male patients, as the tissues are heavy, and typically 
the degree of laxity along the jawline and neck is 
great. One of the authors (R.J.R.) prefers SMAS pli-
cation to repositioning facial fat, whereas another 
(J.M.S.) uses the extended SMAS dissection with 
the turnover flap to improve fixation. The impor-
tant point is to securely fixate the SMAS, and using 
multiple interrupted sutures to improve fixation 
seems to provide greater control in restoration of 
facial shape in men (Figs. 7 through 9).

Central Face Fat Atrophy
The aging male face is characterized by dispro-

portionate central facial volume loss because of 
deep malar fat atrophy. This leads to midface defla-
tion and skin laxity in the nasolabial fold and jowl. 
To correct this, fat augmentation is focused cen-
trally in the deep malar fat compartments. We also 
emphasize the relative higher amount of fat graft-
ing that male patients require to achieve volumetric 
enhancement, generally being approximately 30 to 
40 percent more fat than in women. For this reason, 
the deep malar fat compartments are preferentially 
injected with more fat than in female patients.17 
This results in correction of midfacial hollowing and 
avoids feminization that is seen with lateral fat aug-
mentation over the malar prominences.

Deeper Nasolabial Folds and Excessive Jowls
The propensity for central facial fat atrophy 

combined with thicker, heavier skin gives male 
patients deeper and more exaggerated nasolabial 
folds and jowls that require more powerful suspen-
sion to address. To effectively efface these areas, 
we fat graft the deep nasolabial and deep malar fat 
compartments and use the malar portion of the 
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Fig. 7. Photographs obtained preoperatively (left) and 3 years postoperatively 
(right) of a 56-year-old man who underwent SMASectomy and plication with 
deep malar fat augmentation.
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Fig. 8. Photographs obtained preoperatively (left) and 18 months postopera-
tively (right) of a 75-year-old man who underwent SMASectomy and plica-
tion with deep malar fat augmentation.
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Fig. 9. Photographs obtained preoperatively (left) and 12 months postoperatively 
(right) of a 73-year-old man who underwent SMASectomy and plication with 
deep malar fat augmentation.
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SMAS to resuspend the anterior cheek to amelio-
rate the depth of the nasolabial fold. If jowling is 
significant, we release the strong mandibulocutane-
ous ligaments either through the cheek dissection 
or through the submental incision.

Excessive Neck Skin Laxity and Platysmal 
Banding

Often, the most important aspect of a male 
face lift is cervical contouring, and the aged male 
neck is characterized by more skin laxity, thicker/
heavier skin, and strong medial platysmal bands. 
This is often an area that male patients will ask to 
be specifically addressed because of problems with 
shaving and interference with wearing dress shirts. 
The vast majority of male patient benefit from the 
added precision of an anterior approach to the neck 
(>95 percent) to address the cervical fascial laxity 
appropriately, to resect preplatysmal and often sub-
platysmal fat, and to assist with adequate skin under-
mining to address the excessive skin laxity.

Opening the anterior neck in the male patient 
is often daunting, as this frequently is a very vascu-
lar dissection and therefore requires extensive time 
spent to ensure adequate hemostasis. Platysma lax-
ity is usually greater in male patients requiring addi-
tional suture plication and a longer inferior muscular 
transection to ensure release. After completing the 
partial transection, the platysma plication should 
be reinspected to ensure that the muscle has not 
loosened and, often, additional suture plication of 
the platysma is required to ensure that it accurately 
reconstructs the cervicomental angle and provides 
for clear definition of the mandibular border.

A lateral platysmal window suspension is always 
performed, and is often suspended tighter than in 
female patients to accentuate the angle of the man-
dible and cervicomental angle. This typically is suf-
ficient, but if more suspension is needed, a spanning 
suture is placed from the submental region to the 
mastoid fascia.

Skin Vascularity, Blood Pressure Stability, and 
Hematoma Risk

The most widely known difference in male rhyt-
idectomy is the higher rate of postoperative hema-
toma, which authors have ascribed to the thicker 
and more vascular nature of male facial skin. Male 
facial skin has been shown by laser Doppler flow 
studies to have 56 percent higher blood flow than 
that of women and is attributed to a higher num-
ber of perfused microvessels in male facial skin.18 
This has long been clinically apparent by the 
increased number of postoperative hematomas in 

male rhytidectomy patients.19 A literature review 
performed in 2005 found an overall hematoma 
rate of 1.9 percent (n = 6522 patients) and a male 
hematoma rate of 13.7 percent (n = 262 patients).20 
Our updated literature review reveals a male hema-
toma rate of 7.7 to 12.9 percent (Table 6).3,8,19,21–23

A three-part study published by Baker et al. has 
documented a precipitous drop in the frequency 
of postrhytidectomy hematomas over the past four 
decades.3,20 This is attributed to diagnosis and proper 
management of hypertension, addition of tumes-
cent techniques, and attention to intraoperative 
hemostasis. Feldman has successfully modified his 
technique in the interest of reducing hematoma.10 
Our results show a higher rate of hematoma in male 
patients than in age-matched female patients, and 
although not significant contributors in our study, 
other factors have been shown to increase hema-
toma in face-lift surgery (Table 7).3,22–24

A large contributor to our low hematoma rate 
is our anesthesia protocol.9 Our protocol has tran-
sitioned away from hypotensive anesthesia over the 
past two decades, especially in male patients. This 
has significantly reduced the number of hematomas 

Table 6.  Hematoma Rates in Male versus Female 
Patients

Reference

Hematoma  
Rate in  

Men (%)

Hematoma  
Rate in  

Women (%)

Pitanguy et al. 197219 7.7 5.5
Baker et al., 19773 8.7 3.0
Lawson and Naidu, 199321 9.6 —
Grover et al., 200122 12.9 4.2
Abboushi et al., 201223 11.7 3.9
This article 6.0 —

Table 7. Factors Contributing to Postoperative 
Hematoma

Factors and References p
Level of  
Evidence

Hypertension   
    Baker et al., 19773 NA III
    Abboushi et al., 201223 0.017 III
    Grover et al., 200122 0.02 III
Perioperative aspirin   
    Abboushi et al., 201223 0.002 III
    Grover et al., 200122 0.04 III
Perioperative heparin   
    Durnig and Jungwirth, 200624 0.003 III
Male sex   
    Abboushi et al., 201223 0.01 III
Age > 55 yr   
    Abboushi et al., 201223 0.024 III
BMI > 25 kg/m2   
    Abboushi et al., 201223 0.024 III
NA, not available; BMI, body mass index.
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over the study period. However, despite our nor-
motensive anesthesia protocol, significant blood 
pressure changes (hypotensive or hypertensive) do 
occur. Our anesthesiologists focus on aggressive 
perioperative blood pressure control with atten-
tion to the prevention of events that can cause 
acute hypertension (i.e., postoperative vomiting).25 
These episodes are effectively managed primarily 
with alteration of the concentration of inhalational 
agents, and further treated with intravenous labet-
alol or hydralazine (hypertension) or small boluses 
of ephedrine or Neo-Synephrine (Hospira, Inc., 
Lake Forest, Ill.) (hypotension). The theory behind 
normotensive anesthesia is avoidance of “masking” 
potential bleeding sites, so that disrupted vessels may 
be cauterized. Delayed bleeding from undetected 
vascular injury has been documented.26 Although 
not significant, we suspect the reduction of hema-
tomas in the latter half of the study period to be a 
result of our new anesthesia protocol.

The other major factor in lowering the rate of 
hematomas in male patients is the intraoperative 
time spent on hemostasis. We always prefer to wait 
until the epinephrine has worn off before closing 
and performing a second look through the sub-
mental incision to ensure that the neck is securely 
dry. Although it may seem obvious, the greater the 
diligence in intraoperative hemostasis, the lower the 
postoperative hematoma rate.

CONCLUSIONS
We have retrospectively reviewed the evolution 

and refinement of a 20-year experience with male 
rhytidectomy and how the application of these eight 
principal differences has enhanced our results in 
male facial rejuvenation. Further long-term studies 
are needed in facial cosmetic surgery, specifically in 
male rhytidectomy surgery, to develop more rigor-
ous safety and outcome metrics for the future.
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