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Skin delamination techniques: conventional vs. preservation approach

The demand for aesthetic surgery has seen a significant rise
in recent years, with deep plane facelifts emerging as a
preferred technique for holistic facial rejuvenation.” Unlike
traditional facelifts, which primarily address more super-
ficial tissue layers, the deep plane facelift targets deeper
structures, including the superficial musculoaponeurotic
system (SMAS) and ligaments (zygomatic, masseteric, man-
dibular retaining, platysma-auricular) to achieve more
natural and long-lasting results.”* This approach not only
enhances midface elevation but also allows for more ef-
fective neck contouring, positioning it as a powerful tech-
nique in facial rejuvenation.*”

A patient-specific surgical plan is essential to appropriately
integrate aesthetic and functional objectives into the pre-
operative strategy, particularly in cases of advanced cervical
aging.® Deep neck surgery serves as a critical extension of
deep plane rhytidectomy, enabling direct modification of key
anatomical structures, including the platysma, anterior di-
gastric bellies, submandibular glands, and subplatysmal fat,
through targeted myotomies, glandular debulking, and adi-
pose contouring to optimize the cervicomental angle.”*

However, there is a lack of integrated research combining
scientific knowledge with extensive clinical experience in
deep neck surgery for facelift patients. To date, the majority
of research on deep neck surgery in deep plane facelifts
stems from single-surgeon and/or single-center retrospective
outcome studies.””'" Reviewing these helps derive over-
arching concepts and structured treatment protocols. This
review synthesizes current literature on deep neck surgery in
the context of deep plane facelifts, focusing on platysma
management, digastric muscle and submandibular gland re-
duction, liposuction, fat excision, and the role of myotomies
and fasciotomies in neck contouring. By combining scientific
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evidence with decades of surgical expertise, this review
provides insights to refine techniques, improve patient care,
and optimize long-term outcomes.

Platysma management (Figure 1)

Effective platysma management is fundamental to achieving
optimal neck rejuvenation in deep-plane facelifts. The pla-
tysma, a broad, thin sheet extending from the clavicle to the
mandible, plays a pivotal role in cervicomental contour and
facial aesthetics. With aging, progressive medial separation
of the platysma leads to vertical banding, skin laxity, and
cervicomental blunting."" The severity of platysmal laxity
and the degree of separation directly influence surgical de-
cision-making, ranging from mild banding correctable with
simple plication to severe structural loss, requiring advanced
techniques such as corset platysmaplasty or extended pla-
tysma suspension. The selection of a plication technique
depends on patient-specific anatomy, the degree of pla-
tysmal separation, skin quality, tissue elasticity, and func-
tional considerations, including preservation of dynamic neck
mobility and prevention of postoperative rigidity.'” The fol-
lowing paragraphs review different surgical techniques to
address the platysma, starting with standard midline pla-
tysmaplasty over corset platysmaplasty and lateral pla-
tysmaplasty to surgical refinements in platysmal plication.

Midline platysmaplasty
Midline platysmaplasty involves medial approximation of the

platysma to correct banding and redefine the cervicomental
angle. It is suited for patients with mild to moderate midline
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Figure 1

Platysmaplasties: In the lateral platysmaplasty, the platysmal flap is repositioned in a supero-posterior direction and

anchored to the mastoid region. When combined with midline platysmaplasty, these techniques enable the redefinition of the

cervicomanidbular angle.

platysmal laxity (1-2 cm separation), particularly those with
prominent vertical bands that persist despite subplatysmal
lipectomy and good tissue elasticity.'> However, it does not
address lateral skin redundancy, making it less appropriate
for those with significant lateral platysmal laxity. The tech-
nique is performed through a submental incision, where the
platysma is exposed, trimmed if needed, and approximated
using interrupted or continuous sutures, ensuring the tension
is balanced to avoid over-tightening and dynamic restric-
tion.”® This technique forms the foundation for more ad-
vanced approaches aimed at improving durability and
contour in more severe presentations.

Corset platysmaplasty

Corset platysmaplasty extends midline plication by re-
inforcing the platysma with a multi-layered, overlapping
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suture technique, creating a rigid, supportive sling.'” This
technique is ideal for severe midline platysmal separation
(>3 cm), where simple plication is inadequate.'” It is also
beneficial for patients with recurrent banding after prior
platysmaplasty, as the suture design reduces the risk of
reformation. Given the 45% recurrence rate of platysmal
bands in some techniques within one year, corset pla-
tysmaplasty offers a more durable solution in selected pa-
tients.” In cases where lateral laxity is more prominent,
however, midline-focused techniques must be supple-
mented with additional procedures.

Lateral platysmaplasty

Lateral platysmaplasty addresses lateral platysmal laxity,
enhancing jawline definition and mitigating lateral neck
skin redundancy.'® Unlike midline plication, which primarily
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improves anterior neck contour, lateral platysmaplasty re-
positions the platysma in the posterior neck to achieve a
sharper mandibular border.'? This technique is particularly
indicated for patients with substantial lateral platysmal
descent and moderate to severe skin laxity along the jaw-
line, where medial tightening alone would be insufficient.'®
The platysma is secured to the mastoid fascia or sterno-
cleidomastoid muscle (SCM) via periauricular incisions, al-
lowing precise vector control depending on suture
placement, thereby enabling the surgeon to optimize jaw-
line definition while preventing distortion.'” As techniques
continue to evolve, refinements in suture strategy and
vector planning further enhance the effectiveness of pla-
tysmal plication (Figure 1).

Refinements in platysmal plication

Refinements in plication techniques allow for greater cus-
tomization based on the degree of platysmal laxity and
patient-specific anatomy. Purse-string platysmaplasty is
particularly effective for mild to moderate laxity, using
circumferential sutures to create a uniform contour, en-
hancing submental definition and balancing tension across
the midline."® For cases requiring additional midline re-
inforcement, crisscross plication incorporates diagonal
mattress sutures, creating multidirectional support that
improves structural stability and reduces band recurrence
by counteracting the forces contributing to vertical
banding.'® A study by Sadati et al. combined extended deep
plane and high SMAS facelift techniques, minimizing skin
delamination and preserving deep structures. This in-
novative approach, using lateral platysma purse-string
hammock sutures, achieved high-definition neck contouring
with enhanced jawline depth. When analyzing 134 patients,
the authors reported shorter drainage durations and lower
complication rates in the preservation facelift group,
highlighting its efficacy and safety.’ For more severe cases
of platysmal laxity, a three-layer plication technique can be
used, incorporating deep, intermediate, and superficial

Table 1

suture layers to maximize durability and natural mobility.
This approach is particularly beneficial for patients with
poor skin elasticity or those undergoing comprehensive
cervicoplasty.”’ These refinements have translated into
sustained patient satisfaction: 97.8% of patients rated their
outcomes as ‘very good’ or ‘beyond expectations’ at one
year, and 68.5% maintained high satisfaction after 12.6
years (Table 1).?2 These advanced plication strategies are
further complemented by innovations in skin handling that
minimize complications and improve long-term results.

Skin delamination techniques: conventional vs.
preservation approach

Skin delamination is a critical component of facelift surgery,
impacting flap perfusion, tissue mobility, and long-term
aesthetic outcomes. Historically, wide skin undermining was
employed to facilitate redraping and repositioning, as seen
in techniques popularized by Hamra et al. and Jacono
et al.”>?* While this approach enhances mobility, it also
increases dead space, prolongs recovery, and elevates the
risk of vascular compromise and contour irregularities.
Contemporary trends have shifted toward preservation-fo-
cused methods that minimize undermining to maintain
vascular integrity and retain ligamentous support. Techni-
ques described by Sadati et al. and Roskies et al. involve
limited dissection with retention of a “skin island” over
cervical retaining ligaments, enabling sufficient flap mobi-
lity while reducing complications, optimizing healing, and
producing more consistent and durable aesthetic re-
sults.”>?® This evolution in skin management reflects a
broader shift toward safer, anatomy-preserving strategies
across all facets of cervicofacial surgery.

Removal of submandibular glands

Submandibular gland hypertrophy or ptosis can contribute to
submental fullness, especially when glandular prominence

Platysma Plication Techniques and Their Clinical Indications.

Technique Indicated Laxity Severity

Recurrence Risk

Best Patient Candidates

Midline Platysmaplasty Mild to moderate (1-2 cm

separation)

Moderate if not combined with
lateral plication

Younger patients with good skin
elasticity

Corset Platysmaplasty
Lateral Platysmaplasty
Purse-String Platysmaplasty
Crisscross Plication
Three-Layer Plication
Platysmal Overlap Technique

Extended Platysma
Suspension

Severe (> 3 cm separation,
recurrent banding)
Moderate to severe lateral
laxity

Mild to moderate submental
laxity

Moderate laxity with
dynamic banding

Severe laxity with poor skin
elasticity

Thin skin with mild to
moderate laxity

Severe laxity with poor skin
elasticity

Lower recurrence than
standard midline plication
Low when combined with
deep-plane facelift

Higher recurrence if
significant laxity is present
Lower recurrence than
standard midline plication
Very low due to reinforced
multi-layer suturing
Moderate, mitigated by
technique precision
Lowest recurrence rate,
superior long-term stability

Older patients, recurrent
banding, poor skin elasticity
Patients with jawline blunting
and lateral skin redundancy
Patients with mild platysmal
laxity requiring contouring
Patients with dynamic platysmal
bands

Older patients with severe
platysmal atrophy

Thin-skinned patients needing
subtle correction

Patients requiring long-term
structural support and contouring
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creates convexity despite optimal skin and platysmal con-
touring.”” Submandibular gland reduction is indicated when
gland fullness remains visible or palpable after addressing
superficial structures, asymmetric gland prominence causes
contour irregularities, or glands obscure a well-defined
mandibular border.”® Magnetic resonance imaging (MRI) is
valuable for differentiating true glandular hypertrophy from
subplatysmal fat, ensuring precise surgical planning. MRI
provides detailed visualization of glandular architecture
and surrounding musculature, helping distinguish patholo-
gical hypertrophy from age-related volume changes.”’ For
unclear cases, ultrasound offers real-time evaluation of
glandular volume and vascularity, with high-resolution ul-
trasound demonstrating efficacy in distinguishing hyper-
trophic glands from adjacent soft tissue fullness, refining
surgical indications.**'

Careful preservation of Wharton’s duct and the marginal
mandibular nerve is critical, as injury may lead to salivary
dysfunction or nerve palsy.>?*> Over-reduction can cause
submandibular hollowness, especially in younger patients
with good skin elasticity, emphasizing the importance of a
patient-tailored approach. Long-term outcomes following
submandibular gland reduction are highly favorable, with
patient satisfaction rates exceeding 90% at one year. Stu-
dies with extended follow-up show superior contour stabi-
lity in patients undergoing gland excision compared to those
treated with suspension alone. A study involving 112 pa-
tients reported a 12.5% complication rate, with the most
common issues being submandibular sialocele (4.5%) and
marginal mandibular neuropraxia (4.5%), both of which re-
solved without long-term sequelae (Table 2).%8

Table 2

Liposuction and fat excision: differentiating
between subcutaneous and subplatysmal fat
removal (Figure 2)

Achieving a well-defined cervicomental contour often re-
quires addressing both subcutaneous and subplatysmal fat
compartments.'” While excess subcutaneous fat contributes
to soft tissue fullness and jawline blunting, subplatysmal fat
leads to deeper structural convexity that cannot be cor-
rected through liposuction alone.*® Careful differentiation
between these layers is critical for selecting the appro-
priate technique, balancing aesthetic improvement with
structural integrity.”

Subcutaneous fat removal: liposuction
considerations

Liposuction is the primary method for subcutaneous fat re-
duction, offering a minimally invasive approach while pre-
serving vascular integrity and skin retraction. It is most
effective in younger patients with good skin elasticity and
significant superficial fat. Preoperative assessment, including
pinch thickness (>1cm in the submental area) and sono-
graphic imaging, helps distinguish subcutaneous fat from
deeper fibrofatty tissues. Liposuction is performed through
small incisions using fine cannulas (2-3 mm) and cross-tun-
neling techniques to avoid contour irregularities. Over-ag-
gressive liposuction should be avoided to prevent dermal
adherence and skin redundancy.*® In patients with marginal
skin elasticity, energy-assisted lipolysis techniques, such as

Surgical Approaches for Submandibular Gland Modification.

Technique Indication

Key Considerations

Partial Gland Excision
glandular volume
Glandular Debulking
mandibular contour
Suspension Techniques

Hybrid Approach (Excision +
Suspension)

Marked hypertrophy with excessive
Moderate hypertrophy with well-defined
Gland ptosis without hypertrophy

Mixed hypertrophy and ptosis

Preserves salivary function while

reducing bulk

Avoids over-reduction to prevent contour
depression

Repositions gland rather than excising it to
maintain volume

Optimizes both volume reduction and
structural support

This table summarizes techniques such as partial gland excision, glandular debulking, suspension methods, and hybrid approaches,
highlighting their specific indications and essential considerations for optimal patient outcomes.

Pre-platysmal

adipose tissue
Platysma

Figure 2

Pre-platysmal
adipose tissue

\I\Liposuction canula

/

Postion of
hyoid bone

Platysma Thyroid cartilage

> Cricoid cartilage

Subcutaneous adipose tissue can be aspirated by liposuction canula.
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Sub-platysmal
adipose tissue

Reflected platysma

Mylohyoid muscle

Mandible (body)

Hyoid bone

Figure 3
lationships of the submandibular gland.

RFAL and LAL, can improve skin contraction. Studies show
RFAL improves skin retraction, particularly in those with mild
to moderate laxity.>”*’ These techniques are further dis-
cussed in section 3.3 (Figure 2).°%*!

Subplatysmal fat excision: when liposuction is
insufficient

Subplatysmal fat excision is often performed alongside
platysmaplasty, submandibular gland reduction, or digastric
contouring in the same surgery to achieve optimal struc-
tural refinement (Figure 3)."” Sharp and blunt dissection
techniques allow for precise fat removal while avoiding
excessive reduction, which can lead to contour deficiencies,
increased banding, or exaggerated visibility of deeper
anatomic structures.'? Long-term outcomes indicate that
subplatysmal fat excision results in more stable cervico-
mental contouring compared to liposuction alone, with
improved definition persisting beyond five years post-
operatively (Table 3).*

Adjunctive considerations and emerging techniques

Energy-assisted lipolysis (RFAL, ultrasound, laser) has ex-
panded options for neck contouring, promoting collagen
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Direct excision

Anterior belly of
digastric muscle

Submandibular gland

Digastric muscle

Submental triangle

Subplatysmal adipose tissue can be excised by surgical lipectomy. Visual representation and muscle anatomical re-

remodeling and skin tightening.** Because excessive sub-
platysmal fat excision can cause hollowing, especially in
younger patients with minimal skin redundancy, selective
fat grafting may be used to restore volume and balance the
contour. A systematic review comparing traditional lipo-
suction to energy-assisted techniques found that multi-
modal approaches achieved superior skin contraction and
contour retention, particularly in patients with borderline
skin laxity.*” Preoperative high-resolution ultrasound and
elastography can further refine patient selection, allowing
for more precise procedural planning.**

Myotomies and fasciotomies in neck
contouring

Surgical contouring of the deep neck in the context of deep-
plane facelifts often extends beyond mere redraping of lax
or excess tissue and removal of fat. Muscle and fascia in-
cisions in the neck, myotomies and fasciotomies, can play a
crucial role in relieving constriction and refining cervico-
mental contour. By directly addressing underlying muscular
and fascial structures, these techniques help achieve an
optimal neck profile. These techniques contribute to
structural refinement in patients presenting with persistent
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Table 3

Distinguishing Between Subcutaneous and Subplatysmal Fat for Optimal Aesthetic Outcomes.

Subcutaneous Fat (Liposuction)

Subplatysmal Fat (Excision)

Anatomical Location
Palpation Findings
Best Patient Profile

Superficial to the platysma
Mobile, compressible fat

excess
Surgical Approach Liposuction via 2-3 mm cannulas
Recurrence Risk

Common Adjuncts

Potential Complications Skin laxity, contour irregularities

Younger, good skin elasticity, mild to moderate fat

Low, but dependent on skin retraction
Energy-assisted lipolysis (radiofrequency, laser)

Deep to the platysma, in the suprasternal space
Firmer, deep fullness with less mobility

Older, deeper fat deposits, poor cervicomental
definition

Direct excision via submental incision

Low, but over-reduction risks contour defects
Platysmaplasty, digastric contouring

Hollowing, platysmal banding

This table delineates the anatomical locations, palpation findings, ideal patient profiles, surgical approaches, recurrence risks, common
adjuncts, and potential complications associated with subcutaneous fat (addressed via liposuction) and subplatysmal fat (managed

through excision).

deep fullness, dynamic banding, or limited improvement
following superficial interventions including platysma pli-
cations and suspensions.”>“*® Again, optimized patient se-
lection and surgical execution are paramount to ensuring
functional preservation and aesthetically pleasing results.*’

Myotomy techniques

Myotomies in the neck aim to restore a balanced and har-
monious muscular architecture, maintaining function while
also improving the aesthetic appearance of the neck.
Advances in selective and layer-specific approaches now
allow surgeons to tailor the muscle release to the patient’s
anatomy and degree of aging.*®

Platysma myotomy

Platysma myotomy is indicated when persistent banding or
excessive muscle tone reduces the effectiveness of stan-
dard platysmaplasty. The surgeon makes a submental or
extended cervicomental incision to access the platysma and
selectively releases muscle fibers to relieve tension causing
neck bands.” Modifications of this technique allow for
customization based on the patient's anatomy.

For lateral tension, a lateral myotomy may release ten-
sion along the mandibular attachment, softening the lateral
neck contour. Pezeshk et al. described a technique involving
bilateral excision of a muscle wedge along its lower border,
reducing tension and improving neck contouring.”® A suture
placed at the lowest portion of the muscle can further re-
fine the result by reinforcing plication and enhancing the
inferior neck profile. For central bands, a medial myotomy
targets the central portion of the platysma using a vertical
incision parallel to the midline.*®

In cases where partial myotomies are insufficient, com-
plete platysma transection can provide a more definitive
solution. Meningaud et al. showed that incomplete sec-
tioning of the platysma can contribute to band recurrence
due to an anastomotic network between the cervical branch
of the facial nerve and the cervical plexus.’"** A full-
thickness transection with a 3 cm gap between the muscle
edges leads to long-term aesthetic improvements with no
recurrence of bands and a low complication rate.'” For
patients with both thick subplatysmal fat and prominent
platysmal bands, a composite approach including fat re-
moval, muscle transection, and flap redraping offers com-
prehensive cervicomental contouring.*®:>*
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Careful attention is needed to avoid over-releasing the
platysma, which can lead to excessive tissue laxity or un-
natural submental hollowing. To mitigate this, some sur-
geons use closed platysma myotomy, performing selective
myotomies via percutaneous incisions using specialized in-
struments. This minimally invasive technique reduces
downtime and scarring while maintaining muscle integrity
and still achieving muscle relaxation.“® Research indicates
that complete, selective suspension of the platysma en-
hances cervicomental contour and leads to superior long-
term results.*®

Digastric myotomy

Hypertrophy of the anterior belly of the digastric muscle
often contributes to persistent submental fullness that re-
mains resistant to fat excision alone. In these cases, the
enlarged muscle obscures the defined neck appearance ty-
pically sought in rejuvenation.*”>*°> A recent systematic
review identified the digastric muscle as the second most
altered anatomical structure during deep plane neck lifts
(58.6% of cases). Hypertrophy can be managed with a tar-
geted partial myotomy via a submental incision, refining the
submental profile by selectively debulking muscle tissue
and enhancing neck contour.’>>® The procedure is per-
formed symmetrically to preserve muscle function. Talei
et al. demonstrated that patients with anterior digastric
hypertrophy achieve a well-defined submental profile
through this approach.” This technique is particularly va-
luable when traditional fat excision fails to provide the
desired contour, directly addressing the muscular con-
tribution to submental fullness. Long-term outcomes sug-
gest that subtotal excision offers greater contour stability
than simple debulking, especially in cases of hypertrophic
digastric muscles. However, in patients with neuromuscular
hyperactivity, muscle thickening may occur over time, re-
quiring long-term follow-up and adjunctive interventions.
Postoperatively, most patients recover without jaw mobility
impairment.®’

Sternocleidomastoid muscle myotomy

Among other indications, SCM myotomy has been reported
as an approach in gender-affirming surgery, offering po-
tential for refining neck contour, particularly in conjunction
with deep-plane neck lifts in patients with a marked bulking
in the lateral aspects of the neck. This technique aims to
reduce the prominence of the SCM, contributing to a softer
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neck profile. The procedure involves a controlled transec-
tion of the SCM at a predetermined level to allow for muscle
retraction and subsequent atrophy. It is carefully performed
to preserve critical neurovascular structures including the
spinal accessory nerve while enhancing overall cervico-
mental aesthetics.”® When combined with a deep-plane
facelift and/or neck lift, SCM myotomy has the potential to
further pronounce the jawline and smoothen lateral neck
contours. While not routinely employed in neck-lifting
procedures yet, this technique shows promise in addressing
structural neck fullness and may become a valuable addi-
tion to facial feminization and rejuvenation procedures in
general.”’

Fasciotomy techniques

Fasciotomies in deep-plane facelifts are designed to release
restrictive fascial planes that impede effective redraping,
enhancing tissue mobility, refining jawline definition, and
creating a more defined cervicomental angle. This tech-
nique distributes tension along deep structures rather than
superficially, reducing skin irregularities and improving
long-term aesthetic stability. The subplatysmal fasciotomy
targets the deep cervical fascia beneath the platysma. The
surgeon carefully incises fascial attachments that tether
the platysma and underlying tissues, liberating the soft
tissue envelope. This release allows for smoother redraping
over deeper structures, minimizing jowls and submental
fullness. The technique enhances the mobility of the pla-
tysma and adjacent tissues, facilitating a more natural
transition between the neck and lower face, improving
aesthetic outcomes while maintaining safety.'”-¢°

A refinement introduced with the hyo-neck lift technique
focuses on platysma fixation to the deep cervical fascia
instead of the hyoid bone.®' Unlike traditional techniques
relying on anterior corset platysmaplasty, this method en-
sures a posterior vector of tension, enhancing the cervico-
mandibular angle by flattening the submental area. This
approach incorporates deep-plane fasciotomies with selec-
tive release of the pretracheal fascia and mandibular re-
taining ligament to improve tissue mobilization while
preserving vascular integrity. It uses limited subcutaneous
dissection, lateral platysma suspension to the mastoid
fascia, and early postoperative botulinum toxin injections
to stabilize the platysma-to-fascia fixation, preventing
muscle regeneration and recurrence of platysmal bands.
This method reduces recovery time, improves long-term
stability, and lowers band recurrence, making it a safer and
more effective alternative to conventional subplatysmal
techniques. Additionally, addressing the parotidomasseteric
fascia enhances cheek and jawline repositioning, con-
tributing to more balanced facial rejuvenation.®’

Integrating myotomy and fasciotomy techniques in
neck rejuvenation

Achieving an optimal cervicomental contour in deep-plane
facelifts often requires a comprehensive approach com-
bining myotomy and fasciotomy techniques. The neck’s
aging process is multifactorial, influenced by changes in
various tissues, requiring more than just superficial fat
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removal or platysma plication.*®®” By reducing muscle
tension and releasing restrictive fascial planes, surgeons
create an environment for smoother redraping, resulting in
a more defined jawline and a natural transition between the
neck and lower face.

This integrated strategy is particularly effective in pa-
tients with persistent deep fullness, dynamic banding, or
limited improvement following superficial interventions like
liposuction and plication. For example, a selective lateral
platysma myotomy reduces muscle tension along the man-
dibular attachment, while a concurrent subplatysmal fas-
ciotomy frees the soft tissue envelope from tethering.
Similarly, when submental fullness is caused by hyper-
trophic digastric muscles and dense cervical fascia, com-
bining a digastric myotomy with a broader cervical
fasciotomy improves neck contour. This comprehensive ap-
proach addresses both muscular tension and fascial rigidity,
providing balanced rejuvenation that preserves function
and enhances aesthetics. However, careful patient selec-
tion is crucial, as overly aggressive releases may result in
functional impairment or unnatural appearance.*®¢*

Safety and outlook

Continued advancements in platysmal plication, sub-
mandibular gland management, and fat excision have led to
more durable and natural aesthetic outcomes. However,
compared to more superficial neck lift techniques, the
combination of deeper techniques in the neck area appears
to be associated with increased risks.®*°> Bleeding is one of
them, whether immediate postoperative or delayed. Al-
though postoperative drains can help reduce ecchymosis,
they have not been shown to significantly lower the risk of
hematoma.®® Likewise, the effectiveness of quilting sutures
in the context of deep neck surgery remains to be clearly
established.®” Additionally, it is important to emphasize
that a thorough understanding of anatomy is essential for
preserving neural structures encountered during sub-
platysmal neck dissection, specifically the marginal man-
dibular branch of the facial nerve and the great auricular
nerve.°® The use of magnification loupes and appropriate
instruments, such as bipolar rather than monopolar cautery,
may help reduce the risk of nerve injury.®® As combined
procedures become increasingly common, such as simulta-
neous submandibular gland excision, deep-plane face-
lifting, and myotomies, surgeons must remain vigilant
regarding cumulative operative time, perioperative swel-
ling, and compounded complication risks. Comprehensive
informed consent and careful staging in high-risk patients
(e.g., smokers, those with comorbidities) are critical for
ensuring safety. Ethically, practitioners must balance aes-
thetic benefits with potential morbidity and be transparent
about the limits of surgical correction.

Besides further research on the surgery, optimizing
perioperative planning and screening carries the potential
to advance deep plane face lifts and neck rejuvenation. For
example, artificial intelligence (Al) may streamline pre-
operative screening and postoperative follow-ups. In other
fields of plastic surgery (headache surgery, rhinoplasty, fa-
cial palsy) Al has already been investigated to improve
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screening quality and increase screening through-put.”®”?

Further, Al has been used to simulate potential surgical
outcomes, objectify postoperative outcomes and develop
targeted treatment plans that support shared decision-
making and surgeon-patient communication.’®’* ¢ Despite
its significant promise, the integration of Al into facial
plastic surgery presents challenges, particularly in terms of
data sharing and potential mismatches between simulated
outcomes and actual postoperative results.”’ Clinicians
must clearly communicate that Al-generated outcomes are
estimations, not guarantees, and maintain oversight over
all algorithmic inputs and outputs. Ongoing collaboration
between clinicians, ethicists, and technologists is essential
to ensure that Al applications align with medical pro-
fessionalism, patient autonomy, and equitable access.
Moreover, regenerative therapies (senolytics, exosome
therapy, platelet-rich plasma) remain to be synchronized
with surgical approaches.”®®° In addition, bio-stimulating
therapies (calcium hydroxylapatite, poly-L-lactic acid) may
help further improve and preserve outcomes following neck
rejuvenation and deep plane facelifts.?'

Conclusion

The evolution of neck contouring techniques in deep plane
facelifts has significantly improved aesthetic precision and
long-term patient satisfaction. Corset and lateral pla-
tysmaplasty provide enhanced support and definition, ad-
dressing various degrees of platysmal laxity. Submandibular
gland management and differentiated fat removal techni-
ques ensure comprehensive contour refinement. The in-
corporation of myotomies and fasciotomies further
enhances cervicomental aesthetics by addressing deeper
structural concerns. As surgical methodologies and techni-
ques advance, patient-tailored approaches will continue to
drive positive and sustainable outcomes in neck rejuvena-
tion. Future long-term research is warranted to gain a
deeper understanding of the longevity of the different
surgical techniques.
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