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Positioning the BSM implant 

The BSM (Binder Sub Malar) implant is normally positioned caudal to the malar bone and in some cases can 

even overlie the same to a small degree. The implant can also be positioned more medially or laterally accor-

ding to the local anatomy of the patient. There are 2 types submalar prostheses: BSM and BSM II, which have 

a very similar form but with slight differences in their design and volume distribution. 

Positioning the TMS implant

The TMS (Terino Malar Shell) implant is positioned on the body of the malar bone, lateral to the exit point of 

the infraorbital nerve. With rare exceptions, the superior border never extends beyond the upper border of the 

orbital boney rim. The usual position of a medium sized implant (this image shows a small implant) extends to 

approximately 7 - 8 mm beyond the caudal border of the malar bone. 
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Positioning the FTT implant

The FTT (Flowers Tear Trough) implant is used to treat the infrapalpebral depression. It shows a marking of an 

eyelet which can be cut to allow the passage of the infraorbital nerve if necessary. The hole does not necessa-

rily have to be made at the point marked on the implant as its precise position is conditioned by the morphology 

of the de ciency in volume and not by the position of the nerve itself. 

Positioning the CMS implant

The CMS (Combined Malar Shell) implant overlies the malar bone for the greater part and depending on the 

size of the implant and the face, may extend caudally 1.5 - 2 cm from the malar bone, therefore it lies not only 

above the bone but also on the aponeurotic portion of the masseter muscle. 
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Conform® implants

These implants are produced by Implantech under the trade name Conform®. Instead of being smooth, the 

surface in contact with the bone has a series of very small protuberances giving it a rough texture. They are 

marketed with the assumption that have improved adaptability and less risk of dislocation. We are not altoge-

ther convinced of these advantages and harbour some doubts regarding their use due to the greater incidence 

of bone reabsorption which has been noted in some cases. 

Bone reabsorption by Conform® implants 

During removal of the Conform® implant, we can see a signi cant bone reabsorption with a punctiform or 

“grater-like” pattern. This phenomenon is due to the reduced area of contact between the implant and the un-

derlying bone which generates a greater pressure per square millimetre than smooth implants. 
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Introducing the implant into the pocket

We take the implant and fold it with a Kelly forceps to reduce its dimensions so that it can be introduced into the 

pocket without having to enlarge the incision. The smaller the tunnel, the lesser the damage to the lower oor of 

the pocket, which means a better support for the implant and less risk of displacement. In this phase we leave 

only one retractor inserted in the pocket to leave as much space as possible for the passage of the implant.

Checking the position of the implant

Once the implant has been introduced into the pocket, we ensure that is positioned “ at” on the surface of the 

bone and not folded over. This is dif cult to detected by mere vision due to the swelling caused by the in ltration 

and the surgical trauma. A useful manoeuvre to verify the correct positioning of the implant is to insert a Kelly 

forceps underneath the implant and open it completely within the pocket as shown in the photography to the 

right. If the undermining is adequate, any fold present on the implant will be taken care of by this manoeuvre.

The implant is placed inside the pocket. Opening a Kelly forceps underneath the implant allows us to 

check that it is not folded over, especially near its lateral tail where the pocket is not easy to examine 

under direct vision. 

By performing this manoeuvre and by external palpation we can verify if the implant is lying at on 

the surface of the malar bone without any empty space between its deep surface and the bone. If this 

occurs then this is probably due to insuf cient undermining which, in this case, should be extended 

to a greater area to enlarge the pocket. 
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Before doing this we have to decide in which direction to extend the undermining by comparing the 

actual pocket to its drawing on the skin.

It is very important to verify the correct undermining of the lateral extremity of the pocket. This is 

the most dif cult area to undermine due to the distance from the incision and the solid adherences 

which exist between the periosteum and the bone in this area. It is relatively common that a pocket 

is excessively wide in its medial part but needs to be widened laterally. In the area of the zygomatic 

arch, it is not easy to assess if the implant is placed at particularly for inexperienced surgeons and 

palpation can be more useful than external visual examination. Although we believe it dif cult and 

pointless, (indeed we have stopped carrying this out fteen years ago), before closing the incision an 

external visual assessment of the result can be made. Any intraoperative assessment regarding the 

position and volume of the prosthesis is not very accurate due to the effect of the in ltration, the oe-

dema and the variability of the anatomy of the underlying bone. Little more information, even though 

not much, can be obtained regarding the symmetrical positioning of the implants. In the past twenty 

years, we have never changed the typology, size or position of the implant from that chosen preo-

peratively due to additional information obtained intraoperatively. We limit ourselves to scrupulously 

follow the preoperative drawing which has to be made as accurately as possible with the patient in an 

orthostatic position, good lighting and with a range of sizers available. For these reasons, we never 

use sizers intraoperatively. 

Bimanual palpation of the superior borders of the implant 

Introducing a nger into the mouth and pushing the implant upwards, we can palpate the superior border of the 

implant and gauge its position which would otherwise be imperceptible by simple external palpation. When we 

can identify by touch the border of the implant then we have to verify if it is not positioned too super cially due 

to its erroneous collocation in a subcutaneous plane. 

Evaluating the position of the inferior border of the implant by palpation

It is relatively easy to evaluate the position of the inferior border of the implant. This can be done visually or by 

intra- or extraoral palpation and can be conducted bilaterally to assess the relative positions of the counterlateral 

implant. Evaluating the position of the prostheses is more complex when a facelift has been performed in associa-

tion to the malarplasty; the undermining of the face ap undoubtedly will create extensive intraoperative oedema. 
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Once the correct positioning of the implant has been veri ed, we proceed to apply the sutures. We 

believe this the only surgical approach which frequently requires a xation suture between the anterior 

face or, even better, the caudal border of the implant and the overlying super cial muscular layer, pre-

ferably using a 2/0 Polydioxanone lament. 

Anchoring the implant can be useful in preventing any causal dislocation of the implant. Cranial disloca-

tion of the implant from excessive underlining is theoretically possible but in practice, not very probable. 

The best prophylaxis to avoid caudal dislocation of the implant is to preserve as much as possible the 

caudal border of the lateral pocket, limiting the width of the tunnel created to introduce the implant. If 

we respect these norms then three fths of the implant will rest on an integral supporting platform which 

will help it stay rmly in place

Reconstructing the deep layers

Once we have ascertained that the prosthesis is positioned and xated correctly we proceed to approximate 

the deep muscular layers. The bres of the elevator muscles, which were previously retracted and not sec-

tioned, are approximated for their entire length with separate polyglycolic sutures. We take care not to apply 

excessive tension to the sutures which can cause necrosis by strangling the tissue. 

Fixating the implant

One or two polyglycolic 2/0 sutures can be applied through the caudal border of the implant xating it to the 

overlying bre-adipose-muscular tissue to avoid any eventual caudal dislocation. Following the bilateral sutu-

ring, we check the symmetry of the caudal borders which must be as perfect as possible. 

A 2/0 polyglycolic suture is passed between the caudal border of the implant and into the deep bro-

adipose-musculature tissue at the level of the inferior margin of the malar bone to increase the stability 

of the implant. At this stage, we reconstruct the deep plane by approximating the previously retracted 

muscular fascicles by applying sutures with polyglycolic 3/0 lament. When suturing the submucosa, 

we use Polydioxanone 4/0 whereas fast absorbing Polyglactin 4/0 is used for the mucosa. It is impor-

tant to ensure that the incision is perfectly sealed to avoid any food residues lodging in the wound and 

jeopardising the healing process. 
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A case which has been operated on using an old type of implant

A 34 year old patient who underwent an augmentation malarplasty in 1994 when Implantech implants were not 

yet available. We can see a certain residual postoperative asymmetry. The lack of adequate typologies and 

sizes (and perhaps also our lack of experience) did not allow us to correct the deformity completely. A minor 

rhinoplasty was carried out contemporaneously. 

The immediate postoperative phase

After an intraoral malarplasty there is always a certain degree of postoperative swelling; a moderate onset of 

ecchymosis is expected when additional procedures are carried out on the eyelids (such as a transconjuncti-

val blepharoplasty seen in the patient to the right). We do not apply any dressing whatsoever. The steri-strips 

which can be seen in the photograph to the left have been placed following the patients request. We believe 

that these are of little if any bene t. 
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Undermining the skin

After a generous in ltration in the subdermal plane, we perform a preauricular incision to undermine the cervico-

facial ap. We do not need to undermine all the skin in the area of the pocket; it is suf cient to expose the subcuta-

neous layer of the lateral one third of the pocket. 

Haemostasis and transferring the drawing onto the 

deep layer

Once the facial ap has been sculpted and haemosta-

sis completed we transfer the drawing to the subcuta-

neous layer using a needle and methylene blue thus 

indicating the borders of the pocket. This manoeuvre 

is particularly useful for the less experienced surgeon 

as it renders easily visible the limits of the pocket which 

must be religiously respected and preserved. We must 

remember that a conservatively undermined pocket 

can be easily enlarged; oppositely, it is more dif cult 

to correct an excessively widened pocket. In the latter 

case, we need to resort to speci c surgical manoeu-

vres to xate the implant in the desired position (e.g., 

transosseous or percutaneous sutures) which render 

the procedure more complex and increase the risk of 

malpositioning of the implant. 
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We continue to undermine the entire area of the pocket which has been previously marked. In the 

subperiosteal plane on the body of the malar bone whereas at its inferior border we continue on the 

aponeurosis of the masseter muscle. Approx. 2 cm caudal to the inferior border of the malar bone the 

buccal branches of the facial nerve follow a latero-medial course and therefore, if we need to enlarge 

the pocket caudally, we have to pay particular attention to these nervous structures which are shea-

thed by a thin parotid-masseteric fascial layer and have little protection. If blunt undermining is per-

formed carefully in the suprafascial plane then there is relatively little risk of damaging the nervous 

branches. We strongly advise that a blunt instrument be used and undermining be performed with a 

“sweeping” movement, almost as if we want to move the deep tissue off the aponeurosis of the mas-

seter to a more super cial plane. We must remember that, although nervous structures are easily 

sectioned by a cutting instrument, they are fairly resistant to distension by a blunt one. Compression 

of a nerve can cause temporary paresis but this tends to resolve itself in a short period of time. The 

undermining should be limited caudally to a point 2 cm lower than the inferior border of the malar 

bone unless a very large implant is needed to ll out an important de ation in the submalar area.

Undermining the periosteum

With the aid of a 3 mm periosteal elevator we start the undermining process, ensuring that we are operating 

in the subperiosteal plane which is easily identi able in this area. We continue undermining medially and after 

approx. 2 cm we substitute the instrument with a wider one (6 - 7 mm) to decrease the risk of fragmenting the 

periosteal layer which becomes thinner as we progress caudally. It is impossible to respect the entire perio-

steum in the lower area of the pocket but it is important to continue to undermine close to the bone or to the 

masseter aponeurosis to make the ap as thick as possible.

Feeling the “roughness” of the bone

We continue to undermine under “closed surgery”, pushing the tip of the elevator against the surface of the 

bone and keeping both in close contact during the entire manoeuvre. The assistant should stabilise the head 

by holding it rmly in position using both hands. The instrument should be moved using a sweeping, scythe-like 

movement. If we are in the correct plane this manoeuvre is accompanied by the typical “grating” sound of the 

instrument rubbing against the bone. 

temporo-frontal nerve

buccal nerve

line of incision
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Starting the plication at the medial zygomatic third

We start the plication from the lateral malar region by “burying” the incision and continuing to suture in a lateral 

direction. As always, we have to ensure that each bite of the sutures is not too tight so as to avoid any laceration 

of the adipose tissue. We prefer to apply moderate tension to join less distant margins rather than greater tension 

which would risk suture dehiscence. 

Continuing the plication laterally

The sutures initially anchor the SMAS to the malar periosteum (avoiding the middle third of the arch so as not 

to injure the temporo-frontal branch) and laterally, to the deep, solid layer of the temporalis fascia to reposition 

the SMAS following vertical vector. If the margins of the suture are irregular or bumpy they can be levelled by 

applying a running suture (right hand photograph) to render the surface more regular or can even be treated 

by super cial diathermic cautery. 

The plication oins the line of incision on the platysma

The plication ends at a point in front of the tragus. This manoeuvre suspends the deep tissues of the midface 

with an upwards vector, creates greater continuity in the lateral midfacial volumes and a harmonious change in 

the contour of the antero-lateral malar area. We continue to treat the neck by suspending the platysma to Lorè’s 

fascia. The line of incision of the platysma joins the line of the plication at the tragus (right hand photograph). 
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A DIDACTIC-ANATOMICAL EXPLANATION

The super cial muscular aponeurotic system SMAS) is a fascial structure which, at the 

level of mandibular border turns into a muscular structure the platysma). Due to this dif-

ferent tissue composition, we can refer to the SMAS of the face and the SMAS of the neck. 

For didactic purposes and to facilitate the understanding of the various surgical tech-

niques applied to each area of the SMAS, in this publication we will use the term SMAS 

when referring to the facial region and platysma when referring to the neck region even if 

we are dealing with a single and continuous structure.

Dissecting the SMAS ap and preparing the prosthetic pocket 

We incise along the previously marked line and sculpt the SMAS just beyond the anterior border of the parotid 

gland. At the level of lateral margin of the malar bone, we deepen the plane to the level of the subperiosteal 

plane to create the pocket. We can alter the order of these manoeuvres as we wish, i.e., to undermine the 

pocket rst and then to proceed to undermine the SMAS. We prefer the rst solution but both sequences are 

equally viable. 

c) CLOSING THE POCKET AND ASSOCIATING A SMAS IMBRICATION 

The drawing of the SMAS ap continues onto the posterior border of the platysma

We draw the line of incision of the ap starting from the medial third of the zygomatic arch where we create the 

entry tunnel for the implant. This is then extended posteriorly on the arch to reach a point in front of the tragus 

which represents the superior margin of the SMAS ap and then caudally to 6 - 7 cm below the mandible to 

the posterior border of the platysma.
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Drawing a V-like plication with open anterior branches and an elliptical simple plication 

To the left: drawing a high plication with the apex of the closed V at the level of the infratragal area and open 

anterior branches to create a “dog ear” effect in the middle third of the malar area which will visibly increase 

the volume in this area, albeit to a small degree. To the right, for didactic comparison we can see the drawing 

of a normal elliptical plication which is used to reposition tissues. A plication performed according to this last 

drawing would not create any new volume in the lateral malar region. 

b) INCREASING THE VOLUME IN THE LATERAL ZYGOMATIC AREA BY CREATING A DOG 

EAR PLICATION

Performing the plication

The plication is commenced laterally in the pretragal area and is continued medially following the markings; 

the two branches of the drawing open progressively so that the plication creates greater volume in the area 

between them. As the result of this procedure is in uenced by the quantity of subcutaneous fat, it offers scarce 

success in thin faces. 

Completing the plication with a volume creating “dog ear” 

The SMAS plication is performed in a latero-medial direction and terminated at the level above the anterior 

border of the parotid gland with a “dog ear” which will create additional volume in the middle third of the arch; 

extending laterally over the tail of the prosthesis, the new volume acquired by the zygomas will also augment 

the general volume in the lateral face area. 

tail of the implant 

dog ear
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Fat grafting in the middle third of the zygoma 

After completing the imbrication, the lateral volume of the zygoma is increased by grafting adipose tissue into 

the thickness of the SMAS under open surgery; naturally this fat is not injected into the subcutaneous plane as 

this has been undermined. Considering the limited increase in volume which is necessary to contour the lateral 

extremity of the implant, an amount of 4 - 5 cc is usually adequate.

c) CONTEMPORANEOUS FAT GRAFTING

d) LIPOFILLING PERFORMED SEPARATELY AT A LATER STAGE

Lipo lling carried out at a later stage. 

The fourth solution consists in carrying out lipo lling 

after a period of some months and obviously, under 

closed surgery. In many cases when lipo lling is per-

formed during a cervico-facial lifting and with fairly li-

mited quantities then we can use the submental or 

infraauricular regions as donors. This last region in 

particular is used in almost all cases and saves a lot 

of time in not having to remove fat from the abdomen 

or other areas of the body. 
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Preoperative drawing of 

the area to be treated

The drawing shows the area 

where the implant will be 

positioned (roughly coinci-

ding with the area where the 

injected ller will be remo-

ved), the submalar area tar-

geted for lipo lling, the pre-

prosthetic area to be grafted 

and an area to be removed 

by liposuction and the lateral 

fat excess in the naso-labial 

folds.

Intraoperative views of the removal of heterologous material in the midface 

All the facial fat pads appear brotic and hard from chronic in ammatory phenomena. There is no visible trace 

of the injected heterologous material. Taking into account the subjective and objective symptomatology of the 

patient, we decided to remove the brous layer as much as possible; this was rst isolated (to the right) and 

then removed. This manoeuvre was carried out conserving the subcutaneous adipose tissue layer where the 

fat is to be injected later. The composition and the position of the material to be injected plays a very important 

role in these cases. Substance such as silicone become brous when injected into the muscle and therefore, 

eliminating this requires removing some muscular tissue also. Other substances such as Artecoll tend to form 

lumps with a pseudocapsules and thus, are easier to remove. Polyacrylamide compounds are for the greater 

part gels and so, despite the severe complications that they can cause, their removal is a fairly simple process 

and easier than silicone products. 

Intraoperative view of the operation

To the left, the cannula injects the fat into the super cial subcutaneous layer of the preprosthetic area being 

careful not to penetrate the pocket. To the centre, lipo lling the submalar area and to the right, liposuction in 

the area lateral to the naso-genian fold. 

super cial liposuction

preprosthetic lipo lling submalar lipo lling
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Postoperative results

We removed a notable quantity of brous and heterologous material from the malar regions, inserted a TMS 4 

implant to replace the removed tissue and fat grafted the submalar region and the area over the implant in a 

more super cial i.e. subdermal plane. When removing injected llers in these areas (especially silicone based 

products), a certain quantity of adipose and/or muscular tissue affected by chronic in ammation is also removed. 

Taking away these tissues can create depressions which can be treated by using an implant or fat grafting. 

In the previous pages we have seen how in almost all cases, ageing of the midface can be treated by 

an augmentation malarplasty associated with the repositioning of the deep tissues through plication 

or imbrication of the SMAS. The reason for this is that despite our opinion that the de ation is the 

principal dynamic to affect the malar region, we cannot ignore the importance of a certain “fall” of soft 

tissue which also has its effect in the facial ageing. Traction the SMAS when associated an undermi-

ned malar area carried out to apply an implant can have different effects: it allows the genian fat pad 

to be positioned more easily, it improves condition of the accid subcutaneous tissue and creates a 

more harmonious transition between the malar and the submalar regions. Oppositely to the classical 

midface lifting, we do not need to raise the genian fat pad to increase the volume of the zygomas as 

this effect is achieved by the implant. As well as repositioning the deep tissues in the lower midface, 

the plication and/or imbrication helps create the required volume in the area caudal to the implant and 

to avoid that the implant appear like an isolated bulge, with arti cial and visible contours, which may 

happen particularly in patients with scarce subcutaneous fat pads.


