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Chapter 3. Landmarks for Locating the Facial 

Nerve Trunk 

Introduction 
 

Facial nerve injury during parotidectomy or other procedures involving the head and 

neck is a feared complication, with facial paralysis having profound implications on 

patient quality of life.  

 

Only a precise understanding of the anatomical course of the facial nerve and careful 

surgical technique can safely protect it during these procedures. As such, anatomical 

relationships that can aid protection of the nerve have been widely explored in the 

literature. 

 

In the 1920s, approximately 10% of parotidectomy procedures led to some form of 

permanent hemi-facial paralysis. This was in the setting of approximately 80% of cases 

being benign tumours. It led to investigation of further surgical landmarks to protect the 

nerve.116 Increased involvement of specialists in parotid surgery has led to the 

description of numerous landmarks familiar to each field of sub-specialty surgery and 

include: the tympanomastoid fissure116-124, the tragal pointer116,119-124, the 

tympanomastoid fissure drop-off point116,119, the base of the styloid 

process116,119,121,123,125, the posterior belly of the digastric119-122,124,125, the stylomastoid 

artery123, Lore’s fascia126, the vagino-mastoid angle45, and the mastoid tip116,120,123. 

 

There is now increased pressure on the surgeon to provide a good cosmetic result, and 

this has led to rhytidectomy-style incisions in the pre-auricular region, and the cervical 

component of the once-common ‘T’ incision is often omitted in favour of a Blair 

incision (Figure 29) or modifications of the Blair incision.123,124,127 As such, exposure is 

less than optimal and the use of reliable intra-operative landmarks is of utmost 

importance.123  

 

Furthermore, a thick anterior composite flap is important in minimising the occurrence 

of Frey’s syndrome.124 The rhytidectomy approach can be useful in preventing Frey’s 
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syndrome as it allows the surgeon to place an interpositional tissue layer between the 

parotid bed and the dermis.123 

 

 
Figure 29: The Blair incision for parotidectomy.2 

 

Unfortunately, many of the landmarks listed above can be difficult to identify.2 Beahrs 

contributed to these options by using a fingertip on the mastoid origin of 

sternocleidomastoid (SCM) as a surface landmark for the facial nerve.128 The aim of 

this chapter is to show that the SCM origin is a simple and reliable landmark to use in 

the location of the facial nerve trunk. 

 

Materials and Methods 
 

A literature review was conducted to determine landmarks currently or formerly used 

for the facial nerve trunk in parotidectomy surgery. The review is presented in the 

introduction. 

 

A fresh cadaver dissection was performed at the University of Melbourne (Ethics 

approval HEAG NO 1033743). The purpose of the dissection was to display the 

relationship of the facial nerve trunk to the origin of the sternocleidomastoid muscle. 

Surgical loupes (2.5 magnification, Vorotek) were used to identify facial nerve rami. 
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An operative photograph was taken at the Dandenong District Hospital to show the 

same relationship. 

 

Photography was performed with a Canon EOS 400D digital camera. The lens was a 

Canon EF-S 60mm f/2 Macro USM. Photographs were formatted (CMYK colour, 300 

resolution) and labelled for publication using Photoshop CS5 (Adobe). 

Results 
 

The surface landmark of Beahrs (the SCM origin) is a reliable guide to surgical 

approach for parotidectomy. It is a clearly visible and palpable surface landmark upon 

which a skin incision can be planned for parotidectomy. The facial nerve trunk is 

immediately adjacent to the mastoid origin of SCM as it emerges from the stylomastoid 

foramen. (Figure 30 & Figure 31). 

 

This surgical approach involves: 

• the usual preauricular incision extending anterior to the mastoid origin of the 

SCM. 

• exposure of the SCM and exposure proximally of its attachment onto the 

mastoid process. 

• wide separation of parotid tissue from the tragal cartilage and SCM. This is a 

safe plane if dissection is performed superficial to SCM muscle fibres. 

• feel for the base of the mastoid process and turn the finger deep to feel for the 

styloid process, both of which are exposed within the surgical field. 

• identification of the facial nerve between the two processes, with the facial nerve 

usually deep to a small amount of fatty tissue and a small ‘sentinel’ artery. 
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Figure 30: Relationship of the facial nerve trunk to the origin of the 
sternocleidomastoid origin - cadaveric dissection. Right side of the face.2 

 
Figure 31: Operative view of the facial nerve trunk and its relationship to the SCM 
origin. FNT - facial nerve trunk. Left side of the face.2 
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Conclusions 
 

This approach, using the anterior margin of the sternocleidomastoid origin, is a rapid 

and consistent means to identify the facial nerve, and may aid safety to related head and 

neck procedures. 

 

The next chapter will investigate the relationship of soft tissue structures used by 

surgeons for platysma suspension in rhytidectomy procedures to the facial nerve trunk. 

The use of structures anterior to the auricle is known to produce a better aesthetic result, 

but damage to the facial nerve trunk is a feared complication, and the relationships 

between these structures remain obscure. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


