
Patients receive a full scrub of the entire scalp, 
face, neck, shoulders, and upper chest with full 
strength (1:750) benzalkonium chloride (Zephiran) 
solution after bland ophthalmic ointment is 
instilled into each eye. Drapes are then applied 
leaving the entire head and neck region 
unobscured from the clavicles up. This provides 
complete access to all areas of the scalp. No head 
drapes are used because they limit scalp access 
and make it difficult to determine hair shaft 
inclination and make incisions properly. The 
breathing circuit is draped separately from the 
patient by wrapping it with a sterile paper sheet or 
covering it with a sterile stockinette. 

 

Dr Evans places 3 cc of methylene blue into parotid 
duct with a cannula  

 

Try to use tumescent fluid prior to a facelift  



 



 

 

Sub Cutaneous Undermining - Preservation of the 
anterior platysma-cutaneous ligaments allows 
attractive and youthful-appearing elevation of perioral 
tissue 

Sub Cutaneous Undermining in the post auricular area. 
This area dissection is difficult and need to stay 
superficial but not so superficial. Try sharp scalpel 
dissection.   



 

 



 

 

 



 

SMAS cut along the arch marked line in a tensed plane 

(lift up away from facial plane with retraction with addson or 
allis clamp) 

A considerable amount of tissue lies over the arch and 
the frontal branch will be safely concealed beneath 
several millimeters of fibrous fat. The margin for error 
may be reduced, however, in the thin, aged patient who 
has advanced facial atrophy and less soft tissue cover 
over the arch or in a secondary procedure. Extra caution 
must be taken under these circumstances. 



 

 

 

SMAS Undermining should be limited in the preparotid 
cheek and more extensive over the zygoma and upper 
midface. Note that minimal undermining is needed 
inferiorly because there are no restraining ligaments 
restraining the SMAS in that area.  
 

 



 

 

 

SMAS incision posteriorly and inferiorly over the tail of 
the parotid to the anterior border of the 
sternocleidomastoid muscle in the upper-lateral neck 
also maintains a safety zone between the SMAS incision 
and the  marginal mandibular nerve 

 



 
Completed SMAS flap dissection. Inferior to the origin of the 
zygomaticus major muscle, and superomedial to the accessory 
lobe of the parotid, lies the zone of transition between the 
zygomatic ligaments and massetericcutaneous ligaments and 
the most potentially dangerous part of the SMAS dissection. 
Proper liberation and release of the SMAS flap usually requires 
at least partial division of restraining attachments in this area, 
but moves the dissection into close proximity to the zygomatic 
branch of the facial nerve. Care should be taken when 
dissecting in this area. Other important anatomy shown 
includes the origin of the zygomaticus major muscle (1), the 
origin of the zygomaticus minor muscle (2), and the malar fat 
pad (3). 



SMAS traction test clinically confirms adequate flap 
release and is a more important indicator of a complete 
dissection than any arbitrary anatomic endpoint. 
 
SMAS overlapping tissue segment adds volume to and 
restores lost projection over the zygomatic arch. 
Overlap the superior SMAS flap (fold underneath itself 
therefore allowing a smooth edge)to the superior 
margin of the initial incision made in the SMAS over the 
zygomatic arch. Always a 2 – 0 pds running suture 
maybe multiple interrupted sutures of 3-0 braided 
polyester (Mersilene) along the superior SMAS closure. I 
use a 3-0 PDS or 3- Mersilene white or Ethibond white 
at the superior posterior corner. 
 
After trimming of the posterior margin of the SMAS 
flap, the cut edge is approximated to the preauricular 
remnant with always a 2 – 0 pds running suture along 
the rest of the SMAS flap and maybe with multiple 
interrupted inverted sutures of 4-0 braided polyester 
(Mersilene).  
 
Use on one continuous 2-0 PDS knot then continue this 
helps flatten the knots along the way and also 
decreases cuts in the suture adding strength  



 
 
 
 
 
 
 
 
 
 



 
On completion of suturing of the cheek 
SMAS improved facial contour should be seen and 
a faint smile should be evident. Usually elevation of 
the lid-cheek junction and compression of lower 
eyelid tissue is also noted. 
 
Two points of skin flap suspension 
 
Cheek skin flap should be shifted along a vector roughly 
perpendicular to the nasolabial fold 
 
Post auricular skin flap is shifted posteriorly and 
somewhat superiorly, roughly parallel to transverse 
neck creases and the mandibular border 
 
POINTER 
Do not extend the post occipital hairline incision 
beyond the thick hair. The flap in this area is shifted 
parallel to the mandibular border. The excess flap is 
removed magically elsewhere. Staple tack and it all falls 
into place. 
 
Post Op Recovery Pointer  
All patients are instructed to sleep flat on their backs 
without a pillow. 



 



 

 

 

 

 

 



 



 



 

 

Zuker’s point. The dotted line represents the vector of the frontotemporal 

branch of the facial nerve. The cross indicates Zuker’s point (midway 
between the root of the helix and the oral commissure). 



 



 



 

 

 

 

 

 



 

 

 

 

 

 

 



 

 

 



 



 

 

 



 

The greater auricular nerve has been used as a landmark to identify the SAN as it emerges from the 

posterior margin of the SCM muscle. The SAN is always 
found above the greater auricular nerve within a 
distance of 1.07 cm, with a standard deviation of 6.3 mm. 

Another important landmark for the surgeon is the relationship of the clavicle to the point of insertion 

of the SAN into the trapezius muscle. The SAN can be identified 
approximately 5.1 cm (standard deviation 17 mm) 
above the clavicle as it enters the anterior border of the 
trapezius. This is a constant landmark and is often helpful in identifying the distal end of the 

nerve. 



 

 

 

 

 



 



 



 


