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FIGURE 49.7. Lateral platysma modification. Alternatives include (A)
advancement of lateral platysma parallel to mandibular border with
suture fixation to the mastoid periosteum; (B) partial transection of
lateral platysma with similar fixation; and (C) full-width transection
of platysma with similar suture fixation. Most SMAS flap and SMAS-
ectomy/SMAS plication procedures include tightening of the lateral
platysma. The most common alternative is (A). Alternative (B) may
provide additional contouring to the mandibular angle in patients who
require increased definition. Alternative (C) is the single most powerful
technique to increase neck definition, but is associated with a higher
incidence of neck irregularities, adhesions between the skin and muscle,
and an overcorrected appearance in some patients.

Full-width Platysma Transection

The single most powerful way to create a well-defined neck is
to perform full-width transection of the platysma muscle across
the neck (Fig. 49.7C). The muscle is divided under direct vision
at least 6 cm below the inferior border of the mandible.

I only employ this technique in the most difficult necks, be-
cause irregularities and an overoperated look can be created
and there is additional risk of hematoma and prolonged in-
duration in the neck.

Short-Scar Technique

Baker described the “short-scar” procedure, in which all the el-
ements of the subcutaneous dissection with SMASectomy and
lateral platysma tightening are performed, but the skin incision
is limited to the preauricular portion. It is useful in younger
patients with minimal excess neck skin. The incision is not ex-
tended beyond the earlobe, thereby avoiding the postauricular
incision and the extension into the hairline. The technique re-
lies on vertical redraping of the skin. Bunching of skin behind
the earlobe often occurs but improves with time. Care is taken,
however, to distribute the bunching as much as possible because

patients will complain about it, even if it eventually improves.
There is no question that the absence of the retroauricular inci-
sion is an advantage. While the retroauricular incision in most
patients having traditional facelift incisions heals well and is
sometimes virtually invisible, there are patients in whom this is
not the case and the scar is visible, slightly hypertrophic, and,
despite the surgeon’s best efforts, there is a slight step-off in the
occipital hairline.

MACS Lift

Tonnard described the minimal access cranial suspension
(MACS) lift, which employs purse-string sutures in the SMAS
structures and malar fat pad with vertical suspension (10). The
vertical nature of the lift requires an incision along the anterior
sideburn and anterior temporal hairline. The procedure can be
performed in combination with midline platysmaplasty to im-
prove the results in the neck. Excess skin may appear below the
earlobe, which may require posterior cervicoplasty to correct.

Subperiosteal Facelift

Originally described by Tessier, Heinrichs has reported a large
series of subperiosteal facelifts (11). The procedure is designed
to rejuvenate the upper and middle thirds of the face. Subpe-
riosteal undermining is performed through the following in-
cisions in various combinations, depending on the surgeon:
coronal incision or endobrow approach, subciliary incision, or
an upper buccal sulcus incision. Hester has described a sub-
periosteal midface lift using endoscopic assistance through the
lateral aspect of a lower-eyelid incision (12).

I am not impressed with the effectiveness or the longevity of
subperiosteal lifts, but surgeons who have extensive experience
with the technique probably have better results. Postoperative
swelling can be profound after subperiosteal undermining. The
author believes that the closer one is to that which is being
lifted (i.e., the skin), the more effective the lift and considers
subcutaneous undermining the gold standard.

Secondary Facelifting

The goals of secondary facelifting are to (a) relift the face and
neck, (b) remove the primary facelift scars, and (c) preserve
maximum temporal and sideburn hair. Dissection is usually
easier than the primary dissection. Intraoperative bleeding and
postoperative hematomas are also less frequent. The amount
of skin excised at a secondary lift is much less than at the
primary procedure. For this reason pre-excision of skin is never
performed for a secondary facelift. The risk of nerve injury
may be slightly higher in secondary facelifts, however. The first
procedure may have distorted the anatomy and the tissues may
be abnormally thin.

Facelifting in Men

The shorter hairstyles of men are less forgiving than the longer
hairstyles of women. Male faces tend to be larger and dissec-
tion is more time-consuming. Modified incisions have been de-
scribed for men, but I use the same incision in patients of both
sexes. Some men may have a tremendous amount of excess
skin in the neck. When this is redraped into the retroauricular
area, care is required to avoid a large step-off in the hairline.
The previously reported higher incidence of hematomas in men
than in women seems to be largely related to blood pressure.
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When blood pressure is controlled, the hematoma rates are very
similar.

Barbed Sutures

In an effort to make facelifting quicker and less invasive, several
authors describe the use of barbed sutures in facelifting. The
longevity of the result does not compare favorably with tradi-
tional methods. At the present time, the sutures are made of
polypropylene and are permanent. Concerns have been raised
regarding the safety of permanent barbed sutures in the subcu-
taneous position. Long-term data are not yet available.

POSTOPERATIVE CARE
Although in most cases the patients do not require hospitaliza-
tion, ideally they do have an experienced nurse to monitor them
closely. Patients are instructed to rest with the head elevated
for the first several postoperative days. Blood pressure is mon-
itored and kept under strict control for the first 24 hours. The
drains are usually removed on the first postoperative morning
and showering and shampooing are encouraged at that point.
Pain medication is usually required, especially at night, for sev-
eral days. Oral antibiotics are generally prescribed, although
there is no evidence that they are beneficial. Studies show that
steroids are of no benefit in reducing swelling. Sutures are re-
moved progressively beginning on the fourth postoperative day.
All the sutures are usually gone by the eighth postoperative day.

Swelling and bruising are variable. Depending on the an-
cillary procedures performed, patients look reasonably accept-
able after 1 week, good with makeup after 2 weeks, and able
to attend social functions after 3 weeks. An occasional patient
will have prolonged bruising that may limit activity for a longer
period of time.

PATIENT SAFETY AND
COMPLICATIONS

Despite constant attention to detail, complications do occur.
The most common problems and methods to prevent and
to treat such complications are summarized in the following
sections (13).

Hematoma

Hematomas are by far the most common complication af-
ter facelifting and vary from large collections of blood that
threaten the survival of the skin flaps (and even compromise
the airway) to small collections that are evident only when fa-
cial edema has subsided. Most major hematomas occur during
the first 10 to 12 hours postoperatively.

The most common presentation of a hematoma is an appre-
hensive, restless patient experiencing pain insolated to one side
of the face or neck. Because localized and worsening pain is un-
usual following an uncomplicated facelift, it must be regarded
as a sign of hematoma until proven otherwise. Rather than pro-
vide analgesics for pain relief, the surgeon or nurse removes
the dressing immediately to permit examination. In addition
to causing skin flap ischemia, a large expanding hematoma
under tight skin flaps has the potential to cause respiratory
compromise.

The treatment for a hematoma of any degree is evacuation.
If the collection is rapidly enlarging or if the flaps appear com-
promised, then sutures may be removed at the bedside for im-

mediate relief of some of the pressure. Depending on the extent
of the bleeding, the emotional state of the patient, and the avail-
ability of an operating room, the hematoma is either evacuated
at the bedside or in the operating room. The important thing
is to get the blood out. If formally explored, a specific bleeding
point will rarely be found. If evacuated at the bedside, the pa-
tient must be sedated and the blood pressure reduced. Catheters
are inserted and the hematoma is evacuated. The region is ir-
rigated with saline until clear, and then with a 0.25% solution
of lidocaine containing epinephrine 1:400,000. Gentle pressure
is placed on the flap for 20 minutes. If this method does not
result in complete removal of the hematomas, then the facelift
wound is formally explored under adequate anesthesia to per-
mit visualization and precise control of any bleeding.

The reported incidence of hematomas requiring evacuation
ranges from 0.9% to 8.0%, but is approximately 3% to 4%
when all studies are combined. Because most patients in the
reported studies were women, this 3% to 4% range represents
the incidence in female patients. Early studies demonstrated a
hematoma rate in men of 7% to 9%, or twice that of women.
More recent studies suggest that this difference between the two
sexes is at least partly a consequence of blood pressure. When
blood pressure in male patients is compulsively controlled, the
incidence falls precipitously, approaching that of women.

As mentioned in the “Preoperative Preparation” and “Anes-
thesia” sections, blood pressure control is the single most im-
portant preventative measure. Ranking next in importance is
the avoidance of medications that interfere with clotting or co-
agulation. Finally, every attempt is made to prevent vomiting,
coughing, anxiety, or pain.

Small hematomas of 2 to 20 mL that are not apparent un-
til edema begins to subside are a totally different entity and
occur in 10% to 15% of patients. Initially, an area of firm-
ness is palpable followed by ecchymosis in the overlying skin.
Although somewhat controversial, it is my opinion that every
effort should be made to evacuate even the small hematomas. A
syringe and large-bore needle are used. Aspiration is repeated
every few days until the collection is completely gone or no
further liquid can be withdrawn. Repeated aspiration attempts
are especially important in the neck where larger collections
can be hiding. If the blood is not evacuated, the patient may
develop a firm, woody, wrinkled mass that takes months to re-
solve, and in some cases leaves permanent changes in the skin.
Compulsive attention to hemostasis, blood pressure control,
drain placement, and postoperative management is required
to obtain the best possible results in the neck. Rest-on foam
applied to neck as the original dressing may also be of benefit.

Neck hematomas are more common when submental dissec-
tions are included in the facelift procedure. This fact, combined
with the beneficial effect on the neck that accompanies the
SMASectomy/SMAS plication techniques, has led to a smaller
percentage of patients having submental incisions and midline
platysmaplasties. The cost-to-benefit analysis between opening
the neck to improve neck definition and avoiding submental
dissections to prevent complications is a judgment that must be
made for each patient, with the knowledge that neither choice
may be perfect.

Triamcinolone (Kenalog) injections to small hematomas and
areas of firmness are discouraged. They probably offer no ben-
efit over watchful waiting and hematoma aspiration, and can
result in subcutaneous atrophy and a depression when the
hematoma resolves.

Skin Slough

Luckily for the patient and the surgeon, the most common
location for skin slough is in the retroauricular area where
the scarring is less visible. The bad news is that full-thickness
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skin loss will inevitably result in less-favorable scarring, which
can be distressing to the patient and prevent the patient from
wearing certain hairstyles. If the skin necrosis occurs in the
preauricular area, it is a devastating complication.

The incidence of skin necrosis is 1% to 3%. The most likely
causes of skin slough are (a) unrecognized hematomas, (b) a
skin flap that is too thin or is damaged during flap dissection
or burned with electrocautery, (c) excessive tension on wound
closure, (d) cigarette smoking, and, possibly, (e) dehydration.
There is no question that smoking increases the risk of skin
slough. It is my impression that patients who are well hydrated
tend to heal faster with a lower incidence of skin slough.

If the skin appears compromised at any point in the post-
operative period, antibiotic ointment or silver sulfadiazine (Sil-
vadene) cream is applied. The surgeon would much rather ap-
ply ointment to an area that turns out to be a partial-thickness
injury than miss an area that is dying where some of the damage
could be limited by aggressive wound care.

The treatment of skin slough is not surgical; it is conserva-
tive wound care. Areas of necrosis will contract dramatically
and eventually epithelialize. The final scar, although perma-
nent, is almost always better than would be anticipated from
the initial wound appearance. If a secondary facelift is per-
formed in an attempt to remove the scars, minimal excess skin
will be present, and it may not be possible to remove scar that
is more than 1 cm from the previous incision.

Nerve Injury

Injury to a branch of the facial nerve (cranial nerve [CN] VII) is
the complication most dreaded by patients. Motor nerve injury
occurs in 0.9% of patients who receive subcutaneous under-
mining only, but is more common with dissection of the SMAS,
either as an independent layer or in a composite rhytidectomy.
Many nerve injuries are temporary, presumably the result of
traction or cautery. A nerve that has been transected will not
recover function. If the surgeon is aware that a branch has
been cut, then immediate intraoperative microsurgical repair
is mandated. It is more likely, however, that nerve injury is
not recognized during surgery, and the surgeon and patient are
placed in the difficult position of waiting for return of function.
Injuries to buccal branches tend to improve more than those
in the frontal and marginal mandibular territories, presumably
because of greater degrees of connections between branches in
those areas.

Transient numbness of the cheeks and neck skin is a re-
sult of interruption of the small sensory branches during skin
undermining and is unavoidable. Sensibility always recovers
although it may take months to do so. Injury to the great

auricular nerve is another matter. It is a large sensory nerve, as
described under “Facelift Anatomy,” and transection will result
in permanent numbness of half of the ear and, in some cases, a
painful neuroma. The nerve is quite superficial on the surface
of the sternomastoid muscle, especially in thin patients, and is
easily transected. If such a transection occurs, the nerve should
be approximated with appropriate microsurgical suture.

Hypertrophic Scarring

Hypertrophic scarring is most often attributable to excessive
tension on the incision closure. Some patients, however, de-
velop hypertrophic scars despite the best efforts of the surgeon.
As with skin slough, this usually involves the retroauricular
area, which is less visible, but can occur in the preauricular area
where it is a bad complication. Small volumes of dilute triam-
cinolone are injected into the scars (not the adjacent normal
tissue), sometimes more than once, and this usually improves
the appearance of the scar significantly. An occasional patient
will get true keloids of the facelift incisions, which are difficult
to treat. Scar revision with immediate treatment with radiation
is the best option is these difficult situations.
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