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KEY POINTS

� The face is divided in 5 key anatomical layers, deep plane facelift surgery occurs in Layer 4. The
sub-SMAS layer.

� The facial nerve branches have an intimate relationship with the retaining ligaments.

� The Great Auricular Nerve can be triangulated by marking a vertical line through the ear lobule
paired with an oblique line 30 degrees posterior to it. This demarcates the region of the nerves
pathway.
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INTRODUCTION

The deep plane facelift surgeon must develop a
sense of spatial awareness and navigation within
the intricate anatomy of the face and neck, and
this requires an understanding of 3-dimensional
layering and depth. Simplistically, one can sepa-
rate the face into 5 layers based on depth and
into lateral and anterior components based on
function. A vertical line drawn from the lateral
orbital rim through the mandible demarcates the
anterior (mobile) component from the lateral
(immobile) component of the face; this correlates
with the line of underlying retaining ligaments that
connect the overlying skin to the bone and/or
deep fascial layers.1–11 The lateral face is rela-
tively immobile because the structures in this re-
gion are designed for mastication requiring
much less emphasis on precise movement,
whereas the anterior face requires significant
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mobility to facilitate communication and
expression.1,3–7,9,11–14

Layers 1 through 3 of the mid and lower face
consist of the skin (epidermis and dermis), the sub-
cutaneous layer (subcutaneous fat and the retinacu-
lar cutis), and the superficial musculoaponeurotic
system (SMAS), which together work as a compos-
ite flap to move over the deep fascia of layer 5.1,7

Layer 3 is continuous over the entire face with the
main focus of facelift surgery, the SMAS, covering
the portion of the mid and lower face.1,5–7,9,10,15–19

These layers are considered safe for dissection
because the complexity and potential danger arises
in sub-SMAS territory. Layer 4 of the anterior face
contains the retaining ligaments, deep fat compart-
ments, and facial soft tissue spaces that help
orchestratemovement,whereas layer 4of the lateral
face servesprimarily as a regionof fusion.1–5 Layer 5
consists of either periosteum positioned over bony
of Kansas Medical Center; b Kansas City University
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Fig. 1. Illustrative diagram of the 5-layer arrangement
of the face. Layer 1 contains the epidermis and
dermis. Layer 2 (subcutaneous layer) contains the su-
perficial fat compartments and retinacular cutis. Layer
3 contains the SMAS, galea, orbicularis fascia, superfi-
cial temporal fascia, and platysma. Layer 4 contains
facial nerve branches, retaining ligaments, deep fat
compartments, and potential spaces. Layer 5 contains
periosteum over bony locations or deep fascia
covering muscles that overlie the bone.
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locationsordeep fasciawhencoveringmuscles that
overlie the bone (Figs. 1–3).
A comprehensive understanding of how aging

impacts facial anatomy is crucial for proper patient
assessment and preoperative planning, including
but not limited to, changes to skin quality and
composition, the loss of adiposity, volumetric defla-
tion, tissue descent, and changes to the facial skel-
eton.20 Patient assessment should include an
analysis of the patient’s skin quality, including Fitz-
patrick skin type, their facial shape, and the pres-
ence or absence of asymmetries.7,20 Evaluation of
the midcheek includes the degree of segmentation
of the malar, nasolabial, and lid cheek segments,
noting evidence of malar pad descent with malar
volume depletion and fullness of the submalar re-
gion.9–15,21 Other findings to look for are skin redun-
dancy, nasolabial fold prominence, marionette
lines, and evident jowling. The contour of the jawline
and neck should also be evaluated making note of
platysma laxity, the presence of vertical banding, or
submental and submandibular fat prominence.
Although understanding the nuances of the ag-

ing face is vital, the patient assessment should first
and foremost be guided by identifying the patient’s
main concerns and addressing features they find
most bothersome. It is crucial that the facelift sur-
geon practices a patient-centered approach in
which surgical plans are individualized based on
his or her expertise and the patient’s expecta-
tions.20 Patient planning includes more than facial
analysis, but it also requires comprehensive evalu-
ation of the patient’s medical history, medication
list, anesthesia history, as well as a psychosocial
evaluation.20
METHODS

This is a single-surgeon narrative review based on
the experience of the senior author and does not
include a full literature review or data analysis.
Fig. 2. Illustration of layers 4 and 5 of
the face. These layers contain deep facial
fascia, retaining ligaments, septa, adhe-
sions, and potential spaces.



Fig. 3. Illustration of the anterior and lateral compo-
nents of the face divided by the line of retaining
ligaments.
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The aim of this review is to provide pearls for pa-
tient assessment of the facelift candidate, for pre-
operative planning, and to discuss the pertinent
anatomy of sub-SMAS facelift technique for safe
and effective surgical execution.
Facial Depth: Why the Facial Layers Matter for
the Surgeon

The sub-SMAS layers (4 and 5) are critical areas for
the surgeon to be familiar with in extended SMAS
dissection, because the facial nerve branches
pass from deep to superficial within layer 4.1,3,7,9,16

All the facial nerve branches exit the parotid gland
at the deep fascial level of the lateral face known
as the parotid-masseteric fascia and become
more superficial in the anterior face. The parotid-
masseteric fascia is found below the zygomatic
arch where it also covers the parotid gland with the
deep temporal fascia extending cranially beyond
the zygomatic arch. The deep fascial layer located
caudally over the submandibular space and supra-
hyoidmuscles is referred toas thedeepcervical fas-
cia.1,3–10,17–19 The superficial muscles of the face
such as the frontalis, orbicularis oculi, and the pla-
tysma muscles have minimal direct attachment to
the underlying skeleton.1,13 Owing to this more su-
perficial location, stabilization is primarily ensured
by vertical retaining ligaments such as the superior
temporal septum, the lateral orbital thickening, and
the lower masseteric ligament.1,8,11,13

The platysma-auricular fascia (PAF) lies in layer 4
of the lateral face representing the largest area of
ligamentous attachment serving as a good option
for surgical fixation.1,3–6,8,11 The PAF arises from
the parotid fascia extending anterior to the ear
and is an important landmark because the tail of
the parotid gland can be found more superficially
in this region. The fascial attachment anterior to
the tragus has been termed Lore fascia.1,22,23 The
platysma-auricular ligament (PAL) extends from
the posterior border of the platysma to the inferior
auricular region connecting the platysma to the
SMAS layer superiorly and to the sternocleidomas-
toid fascia caudally around the earlobe.1–3,7,24 Both
fascial structures can be used for platysma sus-
pension sutures during platysmaplasty.23 Howev-
er, caution must be taken in this region because
the great auricular nerve is close to the posterior
border of the platysma with some of the cutaneous
branches coursing through the PAL.1–3,7,24

Layer 4 is the plane of dissection for extended
SMAS facelift technique.Key benefits of this plane
include the avascular nature of the areola tissue,
which allows the surgeon to minimize blood loss;
reduction of postoperative bruising and swelling;
as well as the ease of separation during dissection
from the underlying periosteum.1 Although there
are many advantages to dissecting in this plane,
it is not without risk, because the facial nerve
branches innervate the mimetic muscles of the
face after coursing from deep to superficial within
layer 4.1,7,15,16,19,25,26
The Significance of Superficial
Musculoaponeurotic System

SMAS belongs to layer 3 in the region of the mid
and lower face serving as the midface cranial
extension of the platysma and caudal extension
of the superficial temporal fascia.1,5–7,9,10,15–18

The superficial temporal fascia is also known as
the temporoparietal fascia and begins at the level
of the zygomatic arch blending with the frontalis
muscles, the galea aponeurotica, as well as the
orbicularis oculi.1,4–7,10 When undermining the
skin flap during facelifting, it is paramount that
the surgeon frequently checks the plane of dissec-
tion. Dissection superficial to SMAS is considered
a safe zone; however, extended SMAS dissection
with ligamentous release allows the facelift sur-
geon to have increased viability for long-term con-
trol with an enhanced aesthetic result.1,7 As the
surgeon delves into the sub-SMAS plane it is
crucial that the surgeon is confident with the facial
nerve pathways and their relationship to the
layered anatomy.

The facial retaining ligaments are cylindrical
fibrous structures that connect the superficial layers
of the face and the SMAS with the deeper tissues.
Mendelson16 described the retaining ligament sys-
tem as a “tree-like” distribution with each ligament
rooted into the periosteum like the trunk of tree with
branching occurring as one approaches the SMAS
and travels superficially toward the skin.1 (Fig. 4).
The region of “branching” in the subcutaneous fat



Fig. 4. Illustration of layer 3 of the face
composed of the SMAS. Note the course
of all 5 facial nerve branches beginning
deep in layer 4 and then traversing
more superficially with vertical path of
the retaining ligaments.
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is known as the retinacular cutis8,11 and contributes
to the formation of septa,8,11,17 which in turn divides
the subcutaneous fat of the face into
compartments.8,11

The Retaining Ligaments

The retaining ligaments of the face are discussed
in detail throughout the literature but with disconti-
nuity in authors’ preferred classification system
and nomenclature. In effort to minimize confusion,
when describing the retaining ligaments, we focus
on the distinction between true versus false retain-
ing ligaments. The mandibular and zygomatic liga-
ments are true retaining ligaments, distinguished
as osteocutaneous ligaments, which connect the
skin through all fascial layers to the underlying
bone. The masseteric ligaments are false retaining
ligaments, also termed fasciocutaneous liga-
ments, which connect the skin to the deeper
fascial layers but lack any attachment to bone.6,18

True retaining ligaments
Themandibular ligament or mandibular osteocuta-
neous ligament (MOCL) holds the superficial layers
of the face to the anterior mandible just above the
boundary between the SMAS and platysma ante-
riorly.1–4,7,10–13,22 The MOCL demarcates a transi-
tion from the labiomandibular fold superiorly to the
jowl.1 The mandibular ligament maintains a lot of
its strength with aging, and thus can become
more apparent as the surrounding tissues increase
in laxity creating an area of shackling. The zygo-
matic ligament originates at the inferior border of
the zygomatic arch and extends along the arch
and body of the zygoma with the main zygomatic
ligament located just lateral to the zygomaticus
major muscle. The region of the zygomatic liga-
ments that travel through the malar fat pad is
known asMcGregor patch.1–4,7,10–13,22 Transverse
facial artery perforators can exist in this patch
leading to occasional bleeding following ligament
release. Both the mandibular and zygomatic liga-
ments require a sharp release for dissection.
Both ligamentous releases can contribute signifi-
cantly to final tissue draping and overall improved
esthetic outcome.1,7,8,11

False retaining ligaments
The masseteric ligaments are a series of ligaments
overlying the masseter muscle that hold the SMAS
to the masseteric fascia.1,7 The masseteric liga-
ments separate the lateral cheek compartment
and the premasseter space over the lower
masseter.27 The upper masseteric ligament is
often released in sub-SMAS dissection while leav-
ing the lower masseteric ligament unreleased due
to its relationship to the buccal fat pad.7,16,18,27–31

The weakening of the masseteric ligaments is
implicated as the anatomic explanation for the for-
mation of jowls with aging.1–5,7,9,10,25 The pla-
tysma mandibular ligament originates at the
anterior border of the masseter muscle along the
mandibular border, lying 9 mm inferior and lateral
to the mandibular ligament, and attaches the
platysma-SMAS layer to the mandible.7,12,24
The Potential Spaces for the Facelift Surgeon

Mendelson andWong32 defined soft tissue spaces
based on the following key characteristics:
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� Well-definedmembranous boundaries and re-
taining ligaments

� Nerves and vasculature located between
spaces

� Absence of vital structures within or coursing
across the spaces.

The absence of vital structures and avascular
nature of the spaces provides safe surgical access
to various regions of the face for sub-SMAS
dissection.1,7,32–34 These spaces are not only key
regions for surgical access but also play a signifi-
cant role in the aging face. The fascial spaces
are close together in youth and slowly expand as
we age, which occurs at a greater degree than
the laxity observed in the retaining ligaments; this
creates areas of irregularity within and between
the spaces due to overall laxity of the compart-
ment against areas of fixation.1–4,7–9,17,24
Prezygomatic space
The prezygomatic space overlies the body of the
zygoma with the superior border formed by the
orbicularis retaining ligament (ORL) and inferiorly
bound by the medial border of the zygomatic liga-
ments (also known as zygomaticocutaneous liga-
ments).1,2,10,14 The roof of the prezygomatic area
is suborbicularis oculi fat (SOOF), and the floor is
formed by preperiosteal fat and bone.1 Blunt
dissection into this space can be used to mobilize
the midface during facelift surgery.
Lower premasseteric space
The lower premasseteric space is rhomboid and
overlies the lower half of the masseter immediately
anterior to the parotid. The roof of the space is
formed by the platysma muscle.1,33,34 The poste-
rior border is defined by the posterior auricular lig-
ament, and the anterior border is reinforced by the
masseteric ligaments. The effects of aging on the
lower premasseter space are quite notable
because this space is associated with the devel-
opment of jowls and deep labiomandibular folds.
Significant laxity can be observed with aging in
the masseteric ligaments of the anterior masseter.
Even more dramatic effect is observed at the infe-
rior boundary of the lower premasseteric space
where no ligament is present.1,3–7,32–35 Weakening
of the roof of the space and enlargement of the
space in general can cause sinking of the roof of
the premasseteric space creating a prominent
jowl effect. In addition, distention of the weaker
masseteric ligaments and wit and buccal fat pro-
lapse within the buccal space contributes to prom-
inent labiomandibular folds.7,9,13,32–34,36
The 3-dimensional Journey of the Facial Nerve
Spatial recognition is crucial for the facelift sur-
geon because the facial nerve courses through
the facial layers at varying depths. The retaining
ligaments are key markers for identifying transition
points as the facial nerve branches traverse from
deep to superficial.2,7,12,22,27 These areas of facial
nerve traversing are at high risk of injury.1 The fron-
tal and mandibular branches are the most signifi-
cant in terms of surgical risks because they have
limited have limiinterconnections with the other
facial nerve branches.7 The most injured branch
is the buccal branch of the facial nerve, although
patients are usually asymptomatic due to the
extensive network of rami contributing to one’s
smile.7,37,38

Frontal branch
After leaving the superior surface of the parotid
gland, the frontal rami (also known as the temporal
branch) of the facial nerve can be found using Pit-
anguy35 line, which extends from a point 0.5 cm
inferior to the tragus to a point 1.5 cm lateral to
the supraorbital rim.1,7,37–40 Another topographic
marking is a point 4 cm lateral to the lateral
canthus at the level of the helical root. The frontal
rami travel along the middle third of the zygomatic
arch deep to the orbital rim and transition to the
underside of the superficial temporal fascia (layer
3) at least 1.5 to 3 cm above the zygomatic
arch.1,7 This transition occurs before the frontal
branch reaches the sentinel vein. There can be
3-5 rami. The rami commonly travel along the infe-
rior temporal septum along with an anterior branch
of the superficial temporal artery (Fig. 5). Further
superiorly, the frontal rami transition superficially
at the SMAS level to reach the underside of orbicu-
laris oculi and the frontalis muscles.7,40,41

Zygomatic branch
The zygomatic branches of the facial nerve are
located caudal to the zygomatic ligaments. The
zygomatic branch exits the parotid gland just infe-
rior to the zygoma and inferior to the parotid
duct.7,40,41 The zygomatic nerve travels horizontal-
ly on the masseter with the transverse facial ar-
tery.42,43 The lower zygomatic nerve is more
superficial than the upper zygomatic nerve with
the upper masseteric ligament positioned be-
tween the upper and lower zygomatic rami.7,26

Before entering the zygomaticus major muscle
in the inferolateral corner, the zygomatic nerve
gives off a branch to the orbicularis oculi mus-
cle.6,14,39 The zygomatic branch then transitions
to the underside of zygomaticus major to innervate
the zygomaticus major and minor muscles from
layer 4. The zygomatic branches are located



Fig. 5. Illustration of the path of the
frontal branch of the facial nerve. The
nerve contains 3 to 5 rami, some of
which will run along the inferior tempo-
ral septum in proximity of an anterior
branch of the superficial temporal
artery.
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caudal to the zygomatic ligaments and anterior to
the masseteric ligaments, which is why the region
1 cm below zygomatic major muscle has been
termed a sub-SMAS danger zone.3,6,7,14,27 For
this reason, during an extended SMAS facelift
dissection the surgeon should proceed with
caution when reaching the origin of the zygomati-
cus major muscle. The fat immediately inferior to
the muscle origin contains zygomatic nerve
branches (ie, sub-SMAS danger zone). Dissection
should be performed superficial to the muscle to
facilitate entrance into the prezygomatic space,
and thus avoid nerve injury (Fig. 6).
Buccal branches
The buccal branches course in the superior and
inferior boundaries of the lower premasseteric
space so the surgeon must be able to distinguish
the lower premasseteric space from the upper
premasseteric space intraoperatively to avoid
damaging the nerves. The buccal branches are
located caudal to the zygomatic ligaments and
anterior to the masseteric ligaments.3,6,7,14,27 The
upper buccal trunk exits the parotid superficial to
the parotid duct and then dives deep to the
masseter fascia to continue anteriorly in the deep
plane until the edge of the masseter is reached.6

The upper buccal branch exits the floor of the
masseteric fascia traveling vertically with the up-
per masseteric ligament.1,6,7,34 The lower buccal
trunk leaves the parotid at the level of the earlobe
and travels underneath the masseter fascia
coursing the floor of the lower premasseteric
space. Like the upper buccal branch, the lower
buccal branch transitions from deep to the under-
side of SMAS within the lower masseteric liga-
ment.1,6,7,34 The upper and lower buccal trunks
connect via a communicating branch.
Marginal mandibular branch
Early in its course the marginal mandibular nerve
(MMN) leaves the parotid gland at the PAF as it
travels along the angle of the mandible. The nerve
remains within the PAF as it courses along the infe-
rior boundary of the lower premasseteric
space.1,12 The MMN exits the parotid-masseteric
Fig. 6. Illustration of the path of the
zygomatic branch of the facial nerve.
As the nerve reaches the origin of the zy-
gomaticus major muscle it travels into
adipose tissue deep to the muscle; this
region is termed the sub-SMAS danger
zone because surgical dissection in this
plane is at risk for nerve injury. If a sur-
geon desires to dissect into the prezygo-
matic space it is recommended to
proceed superficial to the zygomaticus
major muscle to avoid the sub-SMAS
danger zone.
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fascia to become sub-SMAS as it crosses the
facial vessels. The MMN passes the vessels at
one-fourth of the length from the gonial angle to
the midline point of the anterior chin.7,12 The nerve
remains in the sub-SMAS plane, deep to the pla-
tysma as it continues toward the depressors of
the lower lip.7,12 The MMN passes superficial to
the submandibular fascia and the facial vessels
but remains deep to the platysma.

The most vulnerable region of the mandibular
branch is where it crosses the facial vessels near
the anterior mandible. The MMN remains deep to
the platysma/SMAS until it reaches the depressor
anguli oris muscle1,4,5,7,12,26,33,35–38,42–45 (Fig. 7).
Huettner and colleagues46 recorded that based
on their study, the MMN on average had 2
branches. The terminal branch of the MMN always
passed superior to the mandibular ligament. In
addition, distal to the facial vessels, most of the
MMN branches were superior to the mandibular
border (81%).46 After the nerves reach layer 3,
the zygomatic, upper and lower buccal trunks,
and mandibular branch meet before continuing
their course to innervate their respective facial
muscles.1

Cervical branch
The cervical branch exits the parotid gland and
travels inferiorly to supply the platysma. The nerve
travels deep to the platysma within at least 1.5 cm
of the gonial angle, after which it gives off multiple
branches to supply to the platysma in the supra-
hyoid region.1,7,47–49
The Great Auricular Nerve

The great auricular nerve is the most common
symptomatic nerve injury during facelift surgery.50
The great auricular nerve travels approximately
6.5 cm inferior to the external acoustic meatus,
which is often referred as McKinney point.3,4,51

When dissecting in this region the surgeon must
remain superficial to the muscular fascia because
the nerves are positioned deep to this
point.3,4,7,12,36,39,51–53 A topographic marking con-
sisting of a vertical line through the ear lobule,
perpendicular to Frankfurt horizontal line, paired
with an oblique line 30� posterior demarcates the
region of the great auricular nerve7,50 (Fig. 8).

The Deep Neck

The neck consists of distinct fat layers. The superfi-
cial or supraplatysmal compartment, between the
skin and platysma, is the most associated with adi-
pose accumulation.7,54 The intermediate or subpla-
tysmal fat compartment, between the platysma and
anterior digastric muscles, contains less fat and is
mostly dense and fibrotic.7,54,55 The subplatysmal
fat is traingular in shape and often resected in
deepnecklift surgery to improve contour and shape.
Submandibular gland ptosis or digastric muscle
belly prominencemayoccur in somepatients, espe-
cially after correcting the superficial layers of the
face.1,2,6,7,36,56–60 In select patients, dissection of
the intermediate compartment of the neck for resec-
tion of the anterior digastric bellies and/or the super-
ficial portion of the submandibular gland may be
necessary to improve neck contour.7,11 However,
extreme caution must be taken with deep neck
dissection because the intermediate space houses
extensive blood vessels and lymph tissue.7,54

How Does Aging Impact This Anatomy?

Agingoccursatmany levels influencing theanatomy
of the face in a variety of ways. The skin undergoes
Fig. 7. Illustration of the path of themar-
ginal mandibular branch of the facial
nerve (MMN). The MMN leaves parotid
masseteric fascia to become sub-SMAS as
it crosses the facial vessels superficially
and remains deep to the platysma. The
MMN innervates the depressor angular
oris on theposterior surface and themen-
talismuscleon the superficial surface. The
MMN travels in proximity to the mandib-
ular ligament. Surgical release of the
mandibular ligament and the platysma
mandibular ligament (PML) should be
performed in the subcutaneous place to
avoid inadvertent injury to the MMN.



Fig. 8. Illustration of the path of the
great auricular nerve (GAN). The GAN
travels within the sternocleidomastoid
fascia and divides into 3 distinct branches
(anterior, lobular, and posterior). A topo-
graphic marking using a vertical line
through the lobule perpendicular to
Frankfurt horizontal line and then an ob-
lique line 30� posterior delineate the
area of GAN location. Surgical dissection
in this area should be performed care-
fully above the SCM fascia to avoid inad-
vertent GAN injury.
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many changes with aging such as thinning of the
dermal and epidermal layers, loss of elasticity,
decreased collagen, pigmentation, dyschromia,
decreased adipose tissue, and volumetric defla-
tion.1 There are various factors that contribute to
these skin changes, ranging from sun exposure,
smoking, major weight fluctuations, Fitzpatrick
skin classification, to the normal aging process.
The facial skeleton is prone to bone resorption

with aging primarily involving the orbital rim, the
midface such as the maxilla, and the prejowl region
of the mandible.1 Retrusion of the mandible causes
the retaining ligaments to shift posteriorly resulting
in loss of projection with exaggerated concav-
ities.9,13,15,29 The 3 segments of the midcheek that
become prominent with aging are the nasolabial re-
gion, the malar region, and the lid-cheek region.1

The evident segmentation of these regions contrib-
utes to the overall aged and tired appearance.
The prominence of the inferior orbital rim,

maxilla bone resorption, and soft tissue decline
due to aging all contribute to the orbital fat of the
infraorbital rim to be visible on the underside of
the lid fat bulge.1 All these factors contribute to
what seems to be a lengthened lower lid-cheek
junction.5–9,55,58,59 Other periocular changes
include dermatochalasis, eyelid ptosis, protrusion
of the periorbital fat, and brow ptosis.1 The perioral
region also experiences changes with aging
evident by a decreased fullness in the upper lip
and downturning of the oral commissures.59,60

It is imperative to approach the aging face with
the general appreciation that aging is multifactorial
and patient specific.61 Although we have
addressed numerous anatomic changes that
occur with aging, there are a few overarching
themes that the extended SMAS technique aims
to address: volume loss, tissue descent from their
original anatomic plane, skin redundancy, fat
displacement, and contour irregularities. The de-
gree and signs of aging will vary greatly from pa-
tient to patient. For this reason, some patients
may benefit from adjunctive procedures in
conjunction with their facelift surgery. Both surgi-
cal and nonsurgical procedures, when appro-
priate, should be openly discussed as options for
optimizing the final aesthetic outcome. Although
not every patient will be a candidate or desire
adjunctive treatment, it is crucial that they are sup-
plied with all the options and details to make a fully
informed decision. Open communication and
transparency are vital for a successful outcome
for both the facelift surgeon and patient.

SUMMARY

Facelift surgery, particularly in the sub-SMAS
plane, is a delicate journey within soft tissue
spaces, between retaining ligaments and around
the 3-dimensional pathways of the facial nerve.
Spatial awareness of these structures can aid the
surgeon as they navigate ligament release,
SMAS elevation, and SMAS repositioning. Treat-
ment of the aging anatomy of the face with a
comprehensive, patient-centered, and anatomi-
cally based approach can yield predictable and
reproducible surgical outcomes.
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CLINICS CARE POINTS
� Caution should be excercised in deep plane
facelift dissection to avoid injury to the facial
nerve branches which have an intimate rela-
tionship with the retaining ligaments.

� The potential spaces in the sub-SMAS plane
can be useful for blunt dissection and mobili-
zation of a SMAS flap during deep plane face-
lift surgery.

� Be cogizant of the Great Auricular Nerve
depth and location when performing post-
auricular skin flap elevation.
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