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How to Use This Guide

The Turk Facial Architecture Map is a structured way to understand why facial rejuvenation should begin
with anatomy rather than with a procedure name. The nine modules can be read as a complete booklet,
published individually on a website, or adapted into social-media education.

The framework organizes facial change through four anatomical layers — surface, volume, support, and
skeleton — and evaluates those layers across six connected regions and across time. It also recognizes
that identity, proportion, tissue behavior, previous treatment, health, recovery tolerance, and
expectations influence the final design.

CONCERN REGION LAYER

What the patient notices Where the change appears | What anatomy is
responsible

Contents
MODULE - PURPOSE
The Complete Facial Architecture A better starting point for facial rejuvenation
Map
Surface Why skin treatment cannot lift deeper tissue
Volume True deflation versus indiscriminate filling
Support What facelifts and neck lifts actually reposition
Skeleton How chin, jaw, cheek, and orbital structure affect

rejuvenation

The Overfilled Face When descent is treated as deflation
The Post-Weight-Loss Face Facial aging after major weight loss or GLP-1 treatment
Time and Trajectory How each layer changes over a decade — and why timing

is part of the design

Anatomy Before Inventory How individualized plans are designed
The Map in Practice Three patient stories that show the reasoning
The Consultation Question Card Every question in this guide, on one page

A critical boundary



This guide is educational. It can help a patient organize observations and ask better questions, but it
cannot replace examination. Photographs and questionnaires do not reveal every feature of skin quality,
tissue mobility, muscle anatomy, residual filler, scar behavior, skeletal support, or medical risk.

SHAREABLE TAKEAWAY

The goal is not to choose a procedure online. The goal is to understand what should be
examined before a procedure is chosen.
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The Complete Facial Architecture Map

A better starting point for facial rejuvenation

Facial rejuvenation should not begin with a procedure. It should begin with an
understanding of the patient's facial architecture.

A facelift, filler, fat grafting, eyelid surgery, resurfacing, neuromodulators, and medical skin care are not
competing solutions. Each addresses a different anatomical problem. The correct first question is not,
"Which procedure is best?" It is, "What changed, where did it change, and which anatomical layers are
responsible?"

Four layers

SURFACE Skin quality, texture, pigment, fine lines
VOLUME Fat compartments and soft-tissue fullness

SUPPORT SMAS, platysma, and tissue position

SKELETON Chin, jaw, cheek, and orbital foundation

A visible concern may/involve . more‘than one layer.

The surface layer describes skin quality. The volume layer describes the distribution of facial fat and
fullness. The support layer describes the position of the deeper soft tissues, including the SMAS and
platysma. The skeletal layer describes the structural foundation of the chin, jaw, cheek, and orbit.

These layers'do not age at the same rate. A patient may have excellent facial support but advanced sun
damage. Another may have smooth skin but substantial tissue descent. A third may appear to have a
soft-tissue problem when a lifelong skeletal limitation is an important part of the picture.

Six connected regions

¢ Brow and forehead
e Upper and lower eyelids

e Midface and cheek



e Lower face and mouth
¢ Jawline and chin
¢ Neck

Each visible concern must be located within a region and then traced to the layer or combination of
layers that best explains it. A heavy upper eyelid may involve eyelid skin, brow position, or both. A
flattened cheek may reflect volume loss, tissue descent, skeletal shape, or a mixture. A poorly defined
neck may involve skin, superficial fat, deeper fat, platysma, submandibular anatomy, chin projection, or
several factors at once.

One junction deserves special mention: the eyelid-cheek transition. It sits where regions 2 and 3 meet,
and much of the confusion patients feel about "tired eyes" or "under-eye hollows" lives exactly there. A
concern at this junction may belong to the eyelid, the cheek, the volume layer, the skeletal layer, or

several at once — which is why it appears repeatedly throughout this guide.

The four design filters

¢ |dentity: Which features make this person recognizable, and what should be preserved?

* Proportion: How will changing one region alter the balance of the entire face?

¢ Tissue behavior and history: How do skin thickness, tissue weight, prior surgery, filler, scarring, and

weight change affect the options?

¢ Practical fit: Does the likely benefit justify the intervention, recovery, maintenance, and risk for this

patient?

WHAT THE MAP CAN DO WHAT THE MAP CANNOT DO

¢ Organize patient observations by region and
layer

e Explain why different procedures solve
different problems

¢ |dentify uncertainties that require examination

e Improve the quality of the consultation
conversation

¢ Diagnose a patient from a questionnaire or
photograph

¢ Select a facelift technique or injectable plan
¢ Establish medical or psychological candidacy

e Promise a result or substitute for surgical
judgment

Questions to bring to a consultation

e Which layer is primarily responsible for the change | notice?

¢ Are other layers contributing to the same visible problem?

¢ What would the proposed treatment improve — and what would it leave unchanged?

¢ Could treating one region create imbalance elsewhere?




SHAREABLE TAKEAWAY

Diagnose the architecture. Preserve the identity. Design the treatment around the
individual.




Surface

Why skin treatment cannot lift deeper tissue

Skin quality changes how the face reflects light, but the skin is only one layer of
facial aging.

The surface layer includes texture, pigment, fine lines, visible sun damage, pore appearance, and
elasticity. These features can make a face look tired or aged even when the deeper facial tissues remain
well positioned. Surface treatment is therefore an important part of facial rejuvenation — but it should
not be expected to solve problems that originate below the skin.

What surface aging may look like

¢ Uneven brown or red discoloration

¢ Roughness or loss of luminosity

¢ Fine lines that remain visible at rest

¢ Creasing around the eyes and mouth

¢ Visible sun damage and reduced elasticity

¢ A mismatch between relatively youthful facial shape and aged skin quality

Depending on the individual, surface-directed care may include medical skin care, chemical peels, light-
based treatments, fractional resurfacing, ablative resurfacing, or carefully selected combinations. The
choice depends on skin type, pigment response, downtime tolerance, prior treatment, and the specific
surface problem.

The common misconception

Patients are frequently told that a device will "tighten" the face. Some treatments can produce modest
changes in skin quality or contraction, but a surface treatment does not reproduce the anatomical
repositioning achieved by an operation directed at the deeper support layer. The word tightening can
therefore be misleading unless the surgeon explains which tissue is actually being affected and how

much change is realistic.

SURFACE TREATMENT MAY IMPROVE SURFACE TREATMENT DOES NOT RELIABLY
e Texture and smoothness ¢ Reposition a descended cheek
e Selected pigment and vascular changes e Correct a true jowl or loose neck

e Fine surface lines e Restore substantial volume loss




e Photodamage and skin reflectivity e Correct a recessed chin or weak jaw

e Skin quality before or after structural ¢ Replace a structural operation when support is
treatment the dominant problem

Why sequencing matters

Surface and structural treatments are not mutually exclusive. A patient may benefit from repositioning
descended tissue and then improving skin quality. Another may need only surface treatment. The
sequence depends on the dominant problem, healing considerations, and whether one treatment
changes the timing or safety of another.

The strongest result often comes from matching each tool to the layer it can actually influence. This
avoids overselling a device as a substitute for surgery and avoids performing surgery when the deeper
tissues are not the primary source of the aged appearance.

Questions to bring to a consultation

¢ Is my main concern skin quality or a deeper change in facial position?

Which specific surface feature is the proposed treatment intended to improve?

How much change is realistic for my skin type and degree of damage?

Would treating the deeper anatomy first change the surface plan?

SHAREABLE TAKEAWAY

A laser can improve the surface of the face. It cannot reposition a jowl, restore major
volume loss, or correct the skeletal foundation.




Volume

True deflation versus indiscriminate filling

The important question is not whether volume can be added. It is whether volume
has actually been lost, where it was lost, and whether adding it will improve the
architecture.

Youthful facial volume is distributed in specific compartments. With age, genetics, iliness, or weight loss,
the temples, cheeks, eyelid-cheek transition, or areas around the mouth may become depleted.
Selective restoration with filler or fat grafting can improve contour when true deflation is present.
Problems arise when every fold, hollow, or loss of definition is interpreted as a volume deficit.

True volume loss

True deflation often appears as hollowing or flattening in a region that previously had appropriate
fullness. Earlier photographs can be particularly useful because they show the patient's own baseline
rather than an idealized template. The goal is usually notto create a larger face. It is to restore selected
contours while preserving movement, identity, and proportion.

e Temple hollowing

¢ Loss of cheek or malar fullness

¢ A more visible lower-eyelid to cheek boundary

¢ Deflation around the mouth

e A gaunt or depleted appearance after substantial weight loss

¢ Asymmetricvolume loss or previous uneven treatment

Deflation and descent can look similar

A fold may deepen because nearby tissue has moved downward, because volume has been lost, or
because both have occurred. Filling the fold without understanding the cause may produce temporary
camouflage, excess weight, or loss of definition. This is especially important in the lower face, where

repeated filler can enlarge an area that is already becoming heavier.

APPROPRIATE VOLUME RESTORATION MAY INDISCRIMINATE FILLING MAY
e Re-establish selected contours ¢ Add weight to descended tissue
e Soften true hollows and transitions ¢ Blur the cheek, jawline, or lower face

e Improve balance between connected regions ¢ Change identity or expression




e Complement surgical repositioning when e Camouflage rather than correct the anatomical

deflation coexists problem
¢ Restore rather than redesign the patient's e Make future assessment and treatment more
natural shape complicated

Filler and fat are not identical

Temporary fillers offer adjustability and can be useful for selected, limited changes. Fat grafting uses the
patient's own tissue and may be appropriate when broader or more durable restoration is desired, but
survival is variable and revision is less simple. Neither option is automatically superior. The best choice
depends on anatomy, tissue quality, treatment history, desired durability, and tolerance for uncertainty.

Questions to bring to a consultation

¢ |s the area truly deflated, or has nearby tissue descended?

Would adding volume improve proportion or make the area heavier?

¢ Where was my natural volume when | was younger?

How will previous filler affect the examination and plan?

Would volume restoration be primary, secondary to surgery, or unnecessary?

SHAREABLE TAKEAWAY

Volume should be restored to true deficiency — not added automatically wherever
aging creates a fold, shadow, or loss of definition.




Support

What facelifts and neck lifts actually reposition

A facelift is not a treatment for age. It is an operation for a particular pattern of
soft-tissue descent.

The support layer includes the deeper soft tissues that influence cheek position, jowling, jawline
definition, and the contour of the neck. In the face, this includes the SMAS and its relationship to the
overlying skin and fat. In the neck, it includes the platysma and other superficial and deeper structures.
A facelift or neck lift is designed to reposition selected tissues when support-layer descent is an
important part of the problem.

What support-layer change may look like

¢ Jowls that interrupt the mandibular border

Deepening folds around the mouth due partly to descent

A cheek that appears lower or heavier than before

Loose neck tissue or blunting beneath the chin

Platysmal banding

Loss of the transition between the lower face and neck

Why the technique name is not the diagnosis

Patients often arrive having researched a specific technique — deep plane, SMAS, or another named
approach — and that research is valuable. Modern techniques are powerful tools, and each has real
strengths. The purpose of the consultation is not to talk a patient out of a technique, but to confirm that
the technique and the anatomy agree. Tissue thickness, facial width, the direction and degree of
descent, prior surgery, scar behavior, neck anatomy, and the desired magnitude of change all influence
which operation will serve a particular face best. The same excellent technique can be the ideal choice
for one patient and a mismatch for another — not because the technique is flawed, but because faces
differ.

SUPPORT-LAYER SURGERY MAY SUPPORT-LAYER SURGERY DOES NOT

AUTOMATICALLY

e Reposition descended cheek and lower-face ¢ Reverse sun damage or improve every fine line

tissues ¢ Restore every area of volume loss

* Improve jowls and jawline definition e Correct a recessed chin or skeletal deficiency




e Address selected platysmal and neck findings e Treat every lower-eyelid problem

e Restore a more youthful relationship between e Guarantee that one named technique is
facial regions appropriate for everyone

e Create a foundation for complementary skin or
volume treatment

Natural results depend on design

A natural result does not mean doing less in every case. It means placing the correction/in the correct
anatomical layer, using vectors and tension that respect the patient's structure, avoiding distortion, and
preserving identity. Skin should not be asked to carry the entire lift when deeper tissues require
repositioning. Equally, the extent of dissection should be chosen because the anatomy calls for it — no
more and no less.

Questions to bring to a consultation

Is support-layer descent the dominant source of my concern?

Which tissues need repositioning, and in what direction?

What part of my neck concern is skin, muscle, fat, or skeletal structure?

Why is the proposed technique appropriate for my anatomy?

What additional surface or volume treatment might remain necessary?

SHAREABLE TAKEAWAY

The best facelift is the operation that correctly matches the patient's anatomy, tissue
behavior, objectives, and tolerance for recovery.




Skeleton

How chin, jaw, cheek, and orbital structure affect rejuvenation

Some changes attributed to aging are partly the result of the structural foundation
the patient has always had.

The facial skeleton establishes the framework over which skin, fat, muscle, and support tissues are
arranged. Chin projection affects the apparent relationship between the nose, lower face, and neck.
Mandibular shape affects jawline definition. Cheek and orbital support influence the transition between
the lower eyelid and midface. These relationships may place a ceiling on what soft-tissue treatment
alone can accomplish.

Structure changes the way aging appears

A patient with a smaller or recessed chin may lose neck definition earlier or appear to have more
fullness beneath the chin. Limited cheek or orbital support can make lower-eyelid changes more visible.
A narrow or weak mandibular border may make even modest jowling more apparent. These are not
defects that every patient must correct. They are anatomical variables that should be recognized before
treatment is designed.

e Chin projection and vertical height

Mandibular width, angle, and border definition

Malar and cheek projection

Orbital support beneath the lower eyelid

The relationship between the nose, lips, and chin

The transition from the jawline to the neck

STRUCTURAL EVALUATION MAY EXPLAIN STRUCTURAL TREATMENT ALONE DOES NOT

e Why a neck has always appeared less defined Correct skin texture or photodamage

e Why lower-eyelid hollows are difficult to e Reposition descended SMAS or platysma
camouflage ¢ Restore all areas of volume loss

* Why the nose seems more prominent in profile ¢ Eliminate the need for proportional judgment
* Why modest jowling has a large visual effect e Mean that every anatomical variation requires
e Why soft-tissue treatment reaches a limit treatment

Avoiding an implant-first mindset



Recognizing skeletal influence does not mean that every patient needs an implant or structural
procedure. Sometimes the correct conclusion is simply that a proposed soft-tissue treatment will
produce a limited improvement. In other cases, modest structural enhancement may improve balance
and reduce the amount of camouflage required elsewhere. The design should be based on proportion
and patient goals, not on a predetermined preference for or against implants.

Questions to bring to a consultation

¢ Has this feature changed with age, or has it always been present?

¢ Does chin or jaw structure contribute to the appearance of my neck?

Does cheek or orbital support affect my lower-eyelid concern?

What improvement is realistic with soft-tissue treatment alone?

Would structural treatment preserve or alter my identity?

SHAREABLE TAKEAWAY

Soft tissue is draped over a skeletal foundation. Understanding that foundation
prevents overpromising what filler, skin treatment, or lifting alone can achieve.




The Overfilled Face

When descent is treated as deflation

A fold or loss of definition does not always mean that the face needs more volume.

Injectable treatment can be highly effective when it restores a true deficiency in the correct location.
The overfilled face often develops when repeated volume is used to camouflage tissue descent, skeletal
limitations, or changes that would be better observed or treated in anotherlayer. The result may be
increasing fullness without restoration of youthful architecture.

How overfilling can develop

¢ A deepening fold is repeatedly filled without evaluating the tissues above it
¢ Lower-face heaviness is interpreted as loss of volume

¢ The same treatment template is applied to different facial shapes

Small additions accumulate over several years and several providers

Residual filler is not recognized before'more product is placed

The patient and clinician chase isolated shadows rather than the whole facial design

Signs that deserve reassessment

Possible signs include loss of normal contour, excessive cheek or lower-face fullness, a widened or heavy
appearance, reduced distinction between facial regions, altered expression, or a face that looks
increasingly unlike earlier photographs. These signs do not prove that filler is present or inappropriate.
Swelling, fat distribution, anatomy, and medical conditions can produce similar appearances. A careful
history and examinationare necessary.

A CORRECTIVE EVALUATION MAY CONSIDER A CORRECTIVE PLAN SHOULD AVOID

e Where and when filler was placed e Automatically adding more product to restore
e Whether the product is likely still present definition
e Whether true deflation coexists with descent * Treating every shadow or fold as a volume

e Whether dissolution is appropriate and safe el

e Assuming all previous filler can or should be

e Whether treatment should pause before a new .
dissolved

plan is made
¢ Promising that one intervention will restore the

original anatomy




¢ Ignoring the patient's identity and
psychological response to change

The value of subtraction and observation

Aesthetic treatment is often discussed as adding, lifting, resurfacing, or tightening. Sometimes the most
informative step is to stop. Time, staged reassessment, or selective reduction of reversible filler may
reveal the underlying architecture. This can prevent a new treatment from being designed around an
artificially altered baseline.

The objective is not to criticize prior treatment or create fear of injectables. It is to use volume with
discipline: in the right patient, in the right compartment, in the right amount, and for the right
anatomical reason.

Questions to bring to a consultation

¢ |s my concern caused by true volume loss, descent, residualfiller, or a combination?

Could additional filler make the lower face heavier?

Would a period without treatment improve diagnostic clarity?

What are the benefits and limitations of dissolving prior filler?

How can future treatment restore proportion without changing identity?

SHAREABLE TAKEAWAY

The overfilled face is often not a failure of filler as a tool. It is a failure to distinguish

volume deficiency from tissue descent, structural limitation, and accumulated
treatment.




The Post-Weight-Loss Face

Facial aging after major weight loss or GLP-1 treatment

Weight loss can improve health and body proportion while revealing a new
combination of facial deflation, skin redundancy, and tissue descent.

Substantial weight loss — whether achieved through lifestyle change, bariatric surgery, illness, or GLP-1-
based medical treatment — can change the face. The degree and pattern vary widely. Some patients
notice temple or cheek hollowing. Others notice loose skin, a heavier lower face, a more visible eyelid-
cheek transition, or an apparent mismatch between the face and the newly changed body.

Why the pattern varies

The facial result is influenced by starting weight, amount and speed of loss, age, sex, genetics, skin
elasticity, muscle mass, sun exposure, smoking history, previous filler, and the patient's original skeletal
structure. The medication itself is not the sole explanation. The aesthetic change usually reflects the
biology and distribution of weight loss interacting with pre-existing facial anatomy.

¢ Temple and cheek deflation

e More visible lower-eyelid hollows

e Skin redundancy or reduced elasticity

¢ Acceleration or exposure of pre-existing support-layer descent
¢ Loss of facial softness or a gaunt appearance

¢ A more prominent nose, chin, or skeletal contour as soft tissue decreases

A THOUGHTFUL EVALUATION SHOULD ASK A RUSHED RESPONSE MAY LEAD TO

e Has weight stabilized? e Overfilling a face that also has descent

¢ Which changes are volume loss versus tissue ¢ Treating before the weight trajectory is clear
descent? e |gnoring nutrition, muscle loss, or medical

e How elastic is the skin? optimization

e What did the patient's face look like at a ¢ Using one "Ozempic face" template for very
healthy earlier weight? different patients

¢ Should treatment be staged as health and ¢ Promising restoration that the tissue quality
weight stabilize? cannot support

Restoration should follow stabilization



When possible, facial treatment is easier to design after the patient's weight and health plan are
reasonably stable. Nutritional status, protein intake, smoking, medical conditions, and medication
management may influence healing and should be coordinated with the prescribing or primary physician
when appropriate. The aesthetic plan may include selective volume restoration, skin treatment,
structural surgery, or no treatment, depending on the dominant layers.

Avoiding stigma

The term "Ozempic face" is often used casually, but it can oversimplify and stigmatize a complex,
individualized change. The important clinical question is not which medication the patient used. It is
how the patient's anatomy changed, whether the change is stable, and which interventions — if any — are
proportionate to the concern.

Questions to bring to a consultation

¢ |s my weight stable enough to design a durable facial plan?

Which changes represent true deflation, and which represent descent or skin redundancy?

Would replacing volume alone make the face heavier?

Are nutrition, muscle preservation, and medical optimization adequate for treatment?

Should the plan be staged rather than performed all at once?

SHAREABLE TAKEAWAY

There is no single post-weight-loss face and no single solution. The plan should follow
the patient's anatomy, health, weight stability, and dominant layers of change.




Time and Trajectory

How each layer changes over a decade — and why timing is part of the design

The map describes the face at one moment. But the face is not a photograph.
Every layer is on its own trajectory, and a good plan accounts for where the face is
going, not only where it is.

Two of the most common questions in consultation are "When should | do this?" and "What happens if |
wait?" Neither has a universal answer, but both have an anatomical one. Each of the four layers ages at
its own pace, and understanding those trajectories turns timing from a guess into a design decision.

How the four layers change over time

Surface. Skin quality changes are usually gradual and cumulative, driven largely by sun exposure,
genetics, and skin care. The surface layer is also the most continuously treatable: it responds to
maintenance over years rather than to a single intervention, and neglecting it while waiting for surgery
wastes time that could have been used productively.

Volume. Facial fat compartments deflate slowly and unevenly, often becoming noticeable in the
temples, midface, and around the mouth from mid-life onward. Major weight change can compress a
decade of gradual deflation into a single year. Volume trajectory is one reason earlier photographs
matter: they establish the direction and speed of change, not just its presence.

Support. Tissue descent tends to progress steadily but is heavily influenced by tissue weight, skin
elasticity, and skeletal support. A well-executed repositioning does not stop the clock, but it resets the
starting point — the face continues to age from a better position. Waiting rarely makes a support-layer
operation impossible, but tissue quality generally declines with time, which can affect how much
correction the tissue will hold.

Skeleton. The skeletal layer is the slowest to change, but it does change: bone remodels gradually with
age, and structural support that was marginal at forty may become insufficient at sixty-five. A skeletal
limitation identified early can inform every other decision made over the following decades.

What this means for timing

"Earlier" is not automatically better, and neither is "waiting until it is really needed." The honest answer
depends on which layer dominates, how fast it is changing, and what the patient wants from the
intervening years. Some findings favor acting sooner: good skin elasticity, a clearly dominant and
correctable problem, and a stable health and weight picture. Other findings favor waiting: an unstable



weight trajectory, an unclear diagnosis obscured by residual filler, active medical issues, or a concern
that is currently minor and slowly progressing.

There is also a middle path that is often underused: staged treatment. Addressing the dominant layer
now and planning explicitly for the layers that will need attention later is frequently more honest —and
more durable —than a single session that tries to solve everything at once.

TIMING QUESTIONS WORTH ASKING TIMING ASSUMPTIONS WORTH AVOIDING

e Which layer is changing fastest for me? e "Younger is always the better time to operate"
¢ Does waiting change the difficulty or quality of ¢ "Nothing should be done until the problem is
the eventual result? severe"

¢ What maintenance protects the layers | am not ¢ "One procedure will address all four layers"
treating yet? e "Aresult achieved at any age will look the same
e |s there a life-stage reason (recovery time, forever"

events, health) to act now or later? » "Waiting is always the conservative choice"

e What will this plan look like in five and ten

years?

Maintenance is part of the architecture

A face that has been surgically repositioned still has a surface layer that needs protection, a volume
layer that will continue to change, and a skeleton that frames everything else. Long-term results are best
understood as a partnership: the operation resets the support layer, while skin care, sun protection,
metabolic health, weight stability, and periodic reassessment determine how well that result travels
through time. This is why a good plan includes not only a procedure but a trajectory.

Questions to bring to a consultation

Which of my layers is changing fastest, and how do you know?

If | wait three to five years, what specifically becomes harder — or easier?

What should | be doing now for the layers we are not treating?

How does my weight, health, and skin trajectory affect the durability of a result?

Can the plan be staged, and what would the stages be?

SHAREABLE TAKEAWAY

A facial plan is not a snapshot decision. Each layer is on its own trajectory — the best
design accounts for where the face is going, not only where it is today.




Anatomy Before Inventory

How individualized facial rejuvenation plans are designed

When every consultation produces the same recommendation, the practice may
be describing its inventory rather than the patient's anatomy.

Modern aesthetic practices can offer an extensive inventory of devices, injectables, operations, and
branded techniques. These tools are valuable, but the existence of a tool is not an indication to use it.
Individualized design requires a consistent reasoning process that begins before the treatment menu is
opened.

The design sequence

First, clarify what the patient sees and what they hope to change. Second, locate the concern within the
six facial regions. Third, determine which of the four/layers are involved and which layer is dominant.
Fourth, apply the design modifiers: identity, proportion, tissue behavior, prior treatment, health,
recovery tolerance, expectations — and the trajectory of each layer over time. Only then should a
procedure, combination, staged plan, observation period, or decision not to treat be considered.

A complete recommendation includes limits

A high-quality consultation should explain not only what a treatment may improve, but also what it will
not improve. It should identify uncertainties, alternatives, tradeoffs, maintenance, recovery, and the
reasons a more aggressive or less aggressive option was rejected. The patient should understand the
anatomical logic of the plan rather than simply receiving a list of services.

INDIVIDUALIZED DESIGN INCLUDES INDIVIDUALIZED DESIGN MAY CONCLUDE

e A dominant anatomical diagnosis ¢ One focused treatment is sufficient

e Secondary contributing layers Several layers should be treated in stages

e Facial proportion and identity e A popular procedure is mismatched

e Treatment history and tissue behavior The likely improvement does not justify

e Asequence, not merely a menu Intervention
e More observation or medical optimization is
appropriate

A clear explanation of expected limits

¢ No treatment is the best recommendation

Preserving identity



Aesthetic rejuvenation is not the construction of an abstract ideal face. It is the restoration or
refinement of a specific person. Earlier photographs, family resemblance, sex, ethnicity, expression, and
the patient's own priorities help define what should remain unchanged. Naturalness is not simply a
subtle result. It is a result that remains coherent with the patient's identity and the rest of the face.

Questions to bring to a consultation

¢ What is the dominant anatomical diagnosis?

What alternatives were considered and rejected, and why?

¢ How does the plan preserve my identity and facial proportion?

What will remain unchanged after treatment?

Is there a reasonable option to wait, stage treatment, or do nothing?

SHAREABLE TAKEAWAY

The most important aesthetic technology is not a device or a named technique. It is the

disciplined process that matches anatomy, identity, proportion, and patient goals to
the right intervention — or to no intervention.




The Map in Practice
Three patient stories that show the reasoning

The following composite vignettes are illustrative, not real patients, and not treatment
recommendations. They exist to show how the design sequence — concern, region, layer, modifiers,
design — works in practice, and why two patients with the "same" complaint can receive very different
plans.

Story 1: "My jowls are getting worse"

CONCERN A 58-year-old notices heaviness along the jawline and a fold beside the mouth
that makeup no longer softens. A previous provider suggested filler in the
folds.

REGION Lower face and mouth; jawline and chin.

LAYERS Dominant: support (descended lower-face tissue interrupting the mandibular

border). Secondary: skeleton (a modestly recessed chin that has always made
the jawline less defined). Surface and volume are in good condition.

MODIFIERS Excellent skin elasticity, no prior filler, stable weight, realistic expectations,
tolerant of surgical recovery.

DESIGN The reasoning points toward repositioning the support layer, with a discussion
of whether modest chin enhancement would improve jawline balance. Filler in
the folds was considered and set aside: it would add weight to tissue that is
descending, not deflating.

Story 2: "l look exhaustéd, but | sleep fine"

CONCERN A 45-year-old feels she looks tired in every photograph, especially under the
eyes, and asks about lower-eyelid surgery.

REGION Upper and lower eyelids; midface and cheek — specifically the eyelid-cheek
junction where the two regions meet.

LAYERS Dominant: volume (early midface deflation making the lid-cheek transition
more visible). Secondary: skeleton (limited orbital support, present in
photographs from her twenties). Support is well positioned; eyelid skin itself is
unremarkable.

MODIFIERS Old photographs confirm the hollow existed in a milder form at a young age —
part identity, part change. No prior treatment.




DESIGN The reasoning favors conservative, precisely placed volume restoration at the
junction rather than eyelid surgery, with an explicit explanation that skeletal
support sets a limit on how completely the hollow can be softened. Surgery
was considered and rejected: removing tissue from an area that is deflating
would deepen the problem.

Story 3: "Fix everything — | just lost 70 pounds"

CONCERN A 52-year-old, twelve months into GLP-1 treatment and still losing, requests
filler, a facelift, and resurfacing at the first visit.

REGION Multiple: temples, midface, lower face, neck.

LAYERS Genuine findings in three layers — temple and cheek deflation (volume), new
skin redundancy and early jowling (support), and sun damage now more visible
over deflated contours (surface).

MODIFIERS The decisive modifier is trajectory: weight has not stabilized, nutrition and
protein intake are being adjusted, and the facial baseline is still moving.

DESIGN The recommendation is to wait. Treating a face that is still changing means
designing around a moving target. The plan: stabilize weight and nutrition in
coordination with the prescribing physician, protect the surface layer in the
meantime, re-photograph at intervals, and design a staged plan once the
trajectory is clear. Sometimes the strongest recommendation a consultation
can produce is a well-reasoned "not yet."

SHAREABLE TAKEAWAY

Same complaints, different architecture, different plans. The map does not tell a
patient what to have done — it shows why the answer must be individualized.




The Consultation Question Card

Every question in this guide, on one page

Bring this card to any facial rejuvenation consultation — at this practice or anywhere else. A consultation
that can answer these questions clearly is a consultation built on anatomy.

THE ARCHITECTURE
e Which layer is primarily responsible for the change | notice?
e Are other layers contributing to the same visible problem?

¢ Has this feature changed with age, or has it always been present?

THE DIAGNOSIS
¢ Is my main concern skin quality, volume, tissue position, or structure?
¢ |s the area truly deflated, or has nearby tissue descended?
¢ Does chin, jaw, cheek, or orbital structure contribute to my concern?

¢ How will previous filler or surgery affect the examination and plan?

THE PLAN
¢ What is the dominant anatomical diagnosis?
e Why is the proposed technique appropriate for my anatomy?
¢ What alternatives were considered and rejected, and why?
e What would the treatment improve — and what would it leave unchanged?

¢ Could treating one region create imbalance elsewhere?

THE TIMING
e Which of my layers is changing fastest?
¢ If | wait three to five years, what becomes harder — or easier?
¢ Should the plan be staged rather than performed all at once?

¢ Is my weight and health stable enough to design a durable plan?

THE IDENTITY
¢ How does the plan preserve my identity and facial proportion?
¢ What will remain unchanged after treatment?

¢ Is there a reasonable option to wait, stage treatment, or do nothing?

SHAREABLE TAKEAWAY



A good consultation is not a menu. It is a set of answers to exactly these questions.




The Turk Facial Architecture Map

A framework for understanding facial change before choosing treatment

Four layers. Six regions. One trajectory. One individualized design.

ANATOMY BEFORE INVENTORY

Diagnose the architecture. Preserve the identity. Design the treatment around the individual.

Andrew Turk, MD, FACS
Board-Certified Plastic Surgeon
Naples Cosmetic Surgery Center

Naples, Florida | naplesscsec.com

MEDICAL DISCLAIMER

This publication is for general patient education. It does not provide medical advice, diagnose a condition, select a
treatment, or establish candidacy. Facial photographs and self-assessments cannot replace an appropriate clinical
examination. Results, risks, recovery, and suitability vary by patient.



