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The facelift incisional approach to neck dissection offers several advantages including improved 
cosmesis, increased patient satisfaction, and decreased morbidity. This approach has been previously 
described using robotic or endoscopic instrumentation, but the clinical outcomes of this approach 
using standard instrumentation have not been reported. The objective of this study was to determine 
if the facelift incisional approach to neck dissection can be performed without endoscopic or robotic 
assistance and achieve improved oncologic and cosmetic outcomes. This was a retrospective cohort 
study over 4 years at a national comprehensive cancer center. A total of 104 subjects received 
113 oncologic neck dissections, of which 35 were performed using a facelift approach. Primary 
outcomes included rate of negative margins, recurrence, incidence of nerve weakness, and incidence 
of lymphedema. The mean age of the cohort was 60.1 ± 12.7 years and 72.6% were male. Mean 
follow up was 23.1 ± 19.1 months ( P = 0.21). The 104 subjects (92.9%) had negative margins on 
final pathology, with no difference between approaches (88.2% vs 94.9% respectively, P = 0.24). 
Thirty-four subjects (97.1%) in the facelift group had no evidence of disease at study conclusion. 
There was no difference in marginal mandibular nerve weakness ( P = 0.10) nor shoulder weakness 
( P = 0.59) between groups. There was no difference between postoperative lymphedema (38.2% vs 
29.2% for the facelift vs standard incision groups, P = 0.35). A facelift approach to neck dissection 
using standard instrumentation without robotic or endoscopic assistance achieves acceptable clinical 
and oncologic outcomes compared to the standard incisional approach with an additional benefit of 
improved cosmesis. 
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Introduction 

Lymph node metastasis reduces the survival rate of pa-
tients with squamous cell carcinoma by half, and thus
either elective or therapeutic excision of cervical lymph
nodes remains a central tenant in the management of head
and neck malignancy. 1 , 2 Over the last several decades, ad-
vances in the understanding of cervical fascial planes, lym-
phatic drainage patterns, preoperative staging, and extra-
capsular spread have led to a shift in neck dissection tech-
nique, with preservation of nonlymphatic structures and
targeted dissections of specific nodal groups at risk for
metastatic disease based on the size, location, and other
features of the primary tumor. 3 As a result, head and neck
cancers can be treated with significantly less morbidity
but equivalent survival outcomes. Patients undergoing neck
dissection today are less likely to suffer from long term se-
qualae including muscle and nerve dysfunction, dysphagia,
shoulder weakness, and lymphedema. 

In tandem with these advances, surgical approaches
have become increasingly minimally invasive or have been
accomplished through “scarless” approaches which utilize
natural orifices or limited incisions in cosmetically con-
cealed locations. The need for improved cosmetic and
functional outcomes has become increasingly emphasized,
with the recognition that effective oncologic control does
not always require more radical or invasive treatments. 4 

Performing lower morbidity oncologic surgery has also be-
come more relevant over the last several decades with the
increasing incidence of younger, healthier individuals with
human papillomavirus-mediated squamous cell carcinoma.
A subset of these patients with cN0 disease without clin-
ically evident nodal metastasis will undergo elective neck
dissection, necessitating a separate cervical incision when
the primary tumor is resected transorally, as is often the
case with current techniques. 5 

The development of minimally invasive or cosmeti-
cally favorable techniques has been greatly accelerated by
advances in endoscopic and robotic technologies. These
newer approaches offer the potential for reduced healing
time, less scarring, shorter hospital stays, improved cos-
metic outcomes, and reduced surgical morbidity. 6 , 7 Various
remote access neck operations via axillary, breast, anterior
chest, postauricular facelift, or transoral approaches with
or without the assistance of surgical robots or endoscopy
have been developed for thyroid, parathyroid, submandibu-
lar, and neck masses to avoid visible neck scars. 1 , 4 , 5 , 7–19 

While novel remote access neck approaches were first
applied to endocrine surgery, trans-axillary and retro-
auricular, modified facelift and postauricular approaches
have been developed specifically for neck dissection, with
initial efforts focused on selective neck dissection and then
expanded to comprehensive modified radical neck dissec-
tion. 1 , 4 , 5 , 13 , 15 , 16 , 18 These have reported at minimum sub-
jectively better cosmetic outcomes and higher patient sat-
isfaction with reduced incisional scarring. Importantly, not
all of these approaches are “minimally invasive,” since they
may actually require more soft tissue dissection, CO 2 in-
sufflation, increased postoperative pain, and/or longer op-
erative times. 4 

Despite these advances in technique, oncologic neck
dissection continues to be performed largely through stan-
dard anterolateral cervical skin incisions. Head and neck
surgeons are frequently faced with the difficulty of pri-
oritizing and balancing oncologic control, functional re-
sults, quality of life, and cosmetic outcomes in treating
patients. Moreover, the additional time, complexity, skill,
and expense associated with robotic approaches hampers
wide adoption. Whereas virtually all previously described
techniques utilizing modified facelift or retro-auricular in-
cisional approaches have required the assistance of robotics
or endoscopes, herein we present the outcomes for mini-
mally invasive, cosmetically favorable oncologic neck dis-
section through a facelift approach which does not require
endoscopic or robotic assistance. Clinical and oncologic
outcomes between novel facelift neck dissection (FLND)
and conventional neck dissection approaches are compared.

Methods 

Approval for this retrospective cohort study was ob-
tained from the University of California San Diego Insti-
tutional Review Board. All neck dissections performed by
the senior author from January 2016 to December 2020
were queried by CPT code and reviewed in the electronic
medical record. Total 113 cases with 35 facelift incisional
approaches were reviewed. Subjects with insufficient clin-
ical data or those who underwent neck dissection for thy-
roid cancer were excluded. Subjects with intentional nerve
sacrifice or pre-existing nerve or musculoskeletal dysfunc-
tion were excluded from the analysis of complications. De-
mographic data, past medical history, clinical history, op-
erative details, postoperative course, and outpatient follow
up were reviewed in detail. 

Patients who underwent facelift incision were selected
considering patient preference and at the surgeon’s discre-
tion based on extent of disease and preoperative status.
A subset of randomly selected patients who underwent a
standard approach to neck dissection were included as con-
trols. 

The operative technique was similar to our previously
described approach. 4 Patients were positioned, prepped,
and draped in the usual sterile fashion. A facelift inci-
sion was marked from the anterior border of the tragus,
around the lobule, extending postauricular and 4-5 cm in-
feriorly along the hairline. After injection with local anes-
thesia, the incision was made and skin and subplatysmal
flaps were raised. Appropriate neural and vascular struc-
tures were preserved. Lymph node levels were removed in
a modular fashion, and levels II and III were removed sep-
arately to facilitate subsequent access to levels I, IV, and
V as needed. 

Dissection under extended skin flaps was performed us-
ing a lighted breast retractor and extended length guarded
electrocautery tip. The General Thompson retractor system
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Figure 1 Example of a postauricular modified facelift incisional approach to neck dissection, with an extended subplatysmal flap. 
Retraction is facilitated by the General Thompson retractor system, which allows for improved access while not requiring a surgical 
assistant to perform arduous retraction and freeing his or her hands for other tasks. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

with Thompson ultra-blades were frequently used for ex-
posure and provided static retraction which was especially
useful in the dissection of levels I and IV ( Figure 1 ). These
levels, most distant from the incision, were the most diffi-
cult to dissect using the facelift approach but were still ac-
cessible with proper retraction and lighting. Robotic and/or
endoscopic instrumentation was not required and was not
used. Jackson–Pratt drains were placed in all cases and re-
moved 2-5 days postoperatively after meeting the criteria
of < 20 cc per 24-hour period. The skin was closed using
cyanoacrylate tissue adhesive. 

Statistical analysis was performed using Stata statisti-
cal software (StataCorp LLC, College Station, Texas) us-
ing Student’s t -test for continuous variables, Pearson’s chi-
squared for categorical variables, and the Fisher’s exact test
for categorical variables with small sample size, with sig-
nificance defined as P < 0.05. 

Results 

There were 35 neck dissections via the facelift inci-
sional approach and 78 neck dissections using a standard
incisional approach. The mean age of the cohort was 60.1
± 12.7 years and 72.6% were male. There were a lower
proportion of males in the facelift group (57.1% vs 79.5%,
P = 0.01). There was no difference in the mean body
mass index (27.5 ± 6.3 vs 25.5 ± 5.1 kg/m 

2 , P = 0.09)
or distribution of race ( P = 0.84) between groups, al-
though 73.5% of subjects in the cohort were Caucasian.
Fifty-nine subjects (52.2%) had a significant smoking his-
tory and 11.5% had a history of excessive alcohol intake,
with no difference between groups ( P = 0.18 and P =
0.75, respectively). Most subjects had either oral cavity or
oropharynx squamous cell carcinoma (33.6% and 25.7%,
respectively) with no difference in the distribution of pri-
mary site between groups ( P = 0.16). Cancer diagnosis
within the cohort spanned a variety of subsites and in-
cluded other malignancies including melanoma, teratoma,
and minor salivary gland cancers. 

There was a balanced distribution of clinical stages
among the entire cohort (Stage I 19.5%, Stage II 25.7%,
Stage III 19.5%, stage IV 33.6%), and there was no sig-
nificant difference in distribution of stages between groups
( P = 0.21). There was a nonsignificant trend towards sub-
jects with higher clinical and pathologic stages receiving
a standard neck dissection ( P = 0.21, P = 0.09 respec-
tively). Sixty-one subjects (54.0%) had clinically N0 neck
disease, followed by 30 subjects (26.5%) with clinically N2
disease and 17 subjects (15.0%) with clinically N1 disease.
The distribution of clinical nodal disease was comparable
between groups ( P = 0.56), and those with N3, NX, or
missing clinical nodal stage were uncommon. The details
of the demographic characteristics for the cohort are de-
tailed in Table 1 . 
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Table 1 Demographic characteristics of the facelift and standard incision neck dissection groups. 

Demographics Total neck 
dissections 
(n = 113) 

Facelift neck 
dissections 
(n = 35) 

Standard neck 
dissections 
(n = 78) 

P value 

Age 60.1 ± 12.7 57.9 ± 14.3 61.1 ± 11.8 P = 0.21 ( t test) 
Male sex 82 (72.6%) 20 (57.1%) 62 (79.5%) P = 0.01 ( χ2) 
BMI 26.1 ± 5.6 27.5 ± 6.3 25.5 ± 5.1 P = 0.09 ( t test) 
Race 

Caucasian 83 (73.5%) 26 (31.3%) 57 (68.7%) P = 0.84 (Fisher’s) 
Black/African American 2 (1.8%) 0 (0%) 2 (100%) 
American Indian 1 (0.9%) 0 (0%) 1 (100%) 
Asian/Pacific Islander 2 (22.2%) 7 (77.8%) 
Mixed/other 18 (15.9%) 7 (38.9%) 11 (61.1%) 

Smoking 59 (52.2%) 15 (42.9%) 44 (56.4%) P = 0.18 ( χ2) 
EtOH abuse 13 (11.5%) 3 (8.6%) 10 (12.8%) P = 0.75 (Fisher’s) 
Co-morbidities 

HTN 58 (51.3%) 17 (48.6%) 41 (52.6%) P = 0.70 ( χ2) 
DM 21 (18.6%) 5 (14.3%) 16 (20.5%) P = 0.43 ( χ2) 
CHF 5 (4.4%) 1 (2.9%) 4 (5.1%) P = 0.10 (Fisher’s) 
CAD 14 (12.4%) 6 (17.1%) 8 (10.3%) P = 0.30 ( χ2) 
COPD/asthma 15 (13.3%) 3 (8.6%) 12 (15.4%) P = 0.39 (Fisher’s) 
OSA 13 (11.5%) 2 (5.7%) 11 (14.1%) P = 0.34 (Fisher’s) 
Stroke 15 (13.3%) 3 (8.6%) 12 (15.4%) P = 0.39 (Fisher’s) 

Neo-adjuvant therapy 34 (30.1%) 7 (20.0%) 27 (34.6%) P = 0.12 ( χ2) 
Diagnosis 

SCC OC 38 (33.6%) 11 (31.4%) 27 (34.6%) P = 0.16 (Fisher’s) 
SCC OP 29 (25.7%) 8 (22.9%) 21 (26.9%) 
SCC hypophyx 3 (2.6%) 0 (0%) 3 (3.9%) 
SCC larynx 7 (6.2%) 0 (0%) 7 (9.0%) 
SCC skin 10 (8.9%) 3 (8.6%) 7 (9.0%) 
SCC parotid 4 (3.5%) 3 (8.6%) 1 (1.3%) 
Melanoma 7 (6.2%) 2 (5.7%) 5 (6.4%) 
Salivary cancers 11 (9.7%) 6 (17.1%) 5 (6.4%) 
Other 4 (3.5%) 2 (5.7%) 2 (2.6%) 

Stage Clinical P = 0.21 ( χ2) 
Stage I 22 (19.5%) 9 (25.7%) 13 (16.7%) 
Stage II 29 (25.7%) 11 (31.4%) 18 (23.1%) 
Stage III 22 (19.5%) 7 (20.0%) 15 (19.2%) 
Stage IV 38 (33.6%) 7 (20.0%) 31 (39.7%) 
Missing 2 (1.8%) 1 (1.3%) 1 (1.3%) 

Nodal Stage Clinical 
N0 61 (54.0%) 22 (62.9%) 39 (50%) P = 0.56 (Fisher’s) 
N1 17 (15.0%) 4 (11.4%) 13 (16.7%) 
N2 30 (26.5%) 7 (20.0%) 23 (29.5%) 
N3 2 (1.8%) 1 (2.9%) 1 (1.3%) 
NX 1 (0.9%) 0 (0%) 1 (1.3%) 
Missing 2 (1.8%) 1 (2.9%) 1 (1.8%) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Details of operative and immediate postoperative course
are detailed in Table 2 . Case duration was longer in the
facelift group (598.3 ± 374.4 vs 460.3 ± 312.4 minutes,
P = 0.001). A broad variety of neck dissection levels were
represented, with the extent of neck dissection dictated by
the primary surgeon based on characteristics of the pri-
mary tumor and established clinical guidelines. In total,
there were 32 level I-V neck dissections (28.3%), 26 level
II-IV neck dissections (23.0%), and 26 level I-III neck
dissections (23.0%), with other combinations of levels be-
ing less common. Level I-III neck dissections were more
common in the facelift group (45.7% vs 12.8%), and level
I-V and II-IV neck dissections were more common in the
standard group (30.8% vs 22.9% and 25.6% vs 17.1%,
respectively). As a result, there was a significant differ-
ence in the distribution of overall neck dissection levels
between groups ( P = 0.02). Only 1 bilateral neck dissec-
tion was performed using the facelift approach (2.9% vs
17.9%, P = 0.03). Length of stay was shorter in the facelift
group (2.1 ± 2.0 vs 4.7 ± 4.6 days, P = 0.002). A higher
proportion of subjects in the cohort were pathologic stage
IV (46 subjects, 40.7%), and Stage IV pathologic disease
was more common in the standard approach group (50.0%
vs 20.0%). However, the overall distribution of pathologic
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Table 2 Operative outcomes of the facelift and standard neck dissection groups. 

Outcomes Total neck 
dissections 
(n = 113) 

Facelift neck 
dissections 
(n = 35) 

Standard neck 
dissections 
(n = 78) 

P value 

Case length (min) 460.3 ± 312.4 598.3 ± 374.4 398.4 ± 259.9 P = 0.0014 ( t test) 
Levels dissected 

I-III 26 (23.0%) 16 (45.7%) 10 (12.8%) P = 0.02 (Fisher’s) 
I-IV 10 (8.8%) 1 (2.9%) 9 (11.5%) 
I-V 32 (28.3%) 8 (22.9%) 24 (30.8%) 
II-IV 26 (32.0%) 6 (17.1%) 20 (25.6%) 
II-V 10 (8.9%) 3 (8.6%) 7 (9.0%) 
Other 9 (8.0%) 1 (2.9%) 8 (8.9%) 

Laterality 
Left 42 (37.1%) 18 (51.4%) 24 (30.8%) P = 0.03 ( χ2) 
Right 56 (49.6%) 16 (45.7%) 40 (51.3%) 
Bilateral 15 (13.3%) 1 (2.9%) 14 (17.9%) 

Pathologic stage 
Stage I 22 (19.5%) 8 (22.9%) 14 (17.9%) P = 0.09 ( χ2) 
Stage II 19 (16.8%) 8 (22.9%) 11 (14.1%) 
Stage III 18 (15.9%) 5 (14.3%) 13 (16.7%) 
Stage IV 46 (40.7%) 7 (20.0%) 39 (50.0%) 
Missing 8 (7.1%) 7 (20%) 1 (1.3%) 

Extranodal extension 25 (22.1%) 5 (14.3%) 20 (25.6%) P = 0.18 ( χ2) 
Positive nodes 2.0 ± 3.9 1.6 ± 4.7 2.2 ± 3.5 P = 0.44 ( t test) 
Total nodes 34.7 ± 18.6 31.5 ± 12.0 36.1 ± 20.8 P = 0.22 ( t test) 
Length of stay (days) 3.9 ± 4.1 2.1 ± 2.0 4.7 ± 4.6 P = 0.002 ( t test) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

stages was not significantly different between groups ( P
= 0.09). Mean positive node count was 1.6 ± 4.7 in the
facelift group and 2.2 ± 3.5 in the standard group and
mean total node count was 31.5 ± 12.0 in the facelift
group and 36.1 ± 20.8 in the standard group ( P = 0.44, P
= 0.22 respectively). Extranodal extension (ENE) as doc-
umented on final surgical pathology was more common in
the standard incision group, but this was not significant
(25.6% vs 14.3%, P = 0.18). Length of stay was signif-
icantly shorter in the facelift group (2.1 ± 2.0 vs 4.7 ±
4.6 days, P = 0.002). 

Postoperative outcomes and complications are presented
in Table 3 . Mean follow up was 23.1 ± 19.1 months ( P =
0.21). Seventy-one subjects (62.8%) received adjuvant ra-
diation. Forty-five subjects (39.8%) received postoperative
adjuvant chemotherapy, with more subjects in the standard
incision group receiving chemotherapy (48.7% vs 20.0%,
P = 0.004). Total 104 subjects (92.9%) had negative mar-
gins on final pathology (88.2% vs 94.9% facelift vs stan-
dard groups, P = 0.24). In the facelift group, one subject
had an out of field nodal recurrence in the ipsilateral neck
that was managed with surgery and radiation with no ev-
idence of recurrent disease, and 1 subject had multiple
recurrences in the contralateral neck. Thirty-four subjects
(97.1%) in the facelift group had no evidence of disease
at study conclusion. 

There was no difference between incidence of postop-
erative lymphedema (38.2% vs 29.2% for the facelift com-
pared to standard incision groups, P = 0.35) nor in subjects
who pursued lymphedema occupational therapy (44.1% vs
30.6% for the facelift vs standard incision groups, P =
 

0.17). There was no difference in marginal mandibular
nerve weakness ( P = 0.10) nor shoulder weakness ( P =
0.59) between groups. Two subjects in each group had
transient shoulder weakness that resolved, and 2 subjects
in the facelift group had transient marginal mandibular
nerve weakness that resolved. Five subjects had intentional
marginal mandibular nerve sacrifice due to tumor involve-
ment. Two had primary neurorrhaphy of which 1 had com-
plete recovery and 1 had partial recovery of nerve func-
tion. One subject had delayed static facial reconstruction
with tensor fascia lata static suspension and eyelid weight.
Two subjects had intentional spinal accessory nerve sac-
rifice due to tumor involvement. One subject had greater
auricular nerve interposition graft but was not followed
for sufficient time to query recovery of function. One sub-
ject had pre-existing shoulder dysfunction prior to surgery.
Two subjects had poor mobility due to adhesive capsulitis,
which was not considered nerve weakness. These subjects
were excluded from the analysis of postoperative compli-
cations, as reflected in the number of subjects included in
Table 3 . Hematoma (5.0%), infection (3.8%), and salivary
fistula (3.0%) were the most common complications, and
all occurred at low rates. 

Discussion 

This study presents a review of 35 minimally invasive,
cosmetically favorable oncologic neck dissections through
a facelift approach, without the assistance of endoscopic or
robotic instrumentation. Subjects who underwent a facelift
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Table 3 Summary of postoperative complications comparing the facelift and standard incision neck dissection groups. 

Postoperative 
complications 

Total subjects 
(n = 99) ∗

Facelift neck 
dissections 
(n = 31) 

Standard neck 
dissections 
(n = 68) 

P value 

Length of follow up 
(months) 

23.1 ± 19.1 19.7 ± 19.8 24.6 ± 18.7 P = 0.21 ( t test) 

Adjuvant 
chemotherapy 

45 (39.8%) 7 (20.0%) 38 (48.7%) P = 0.004 ( χ2) 

Adjuvant radiation 71 (62.8%) 22 (62.9%) 49 (62.8%) P = 1.0 ( χ2) 
Negative margins 104 (92.9%) 30 (88.2%) 74 (94.9%) P = 0.24 (Fisher’s) 
Recurrence 2 (5.7%) 
Nerve outcomes 

Marg weakness - 
persistent 

0 (0%) 0 (0%) 0 (0%) P = 0.10 (Fisher’s) 

Marg weakness - 
temporary 

2 (2.0%) 2 (6.4%) 0 (0%) 

Shoulder 
weakness - 
persistent 

0 (0%) 0 (0%) 0 (0%) P = 0.59 (Fisher’s) 

Shoulder 
weakness - 
temporary 

4 (4.0%) 2 (6.4%) 2 (2.9%) 

Adverse events 

Hematoma/bleeding 
5 (5.0%) 1 (3.2%) 4 (5.9%) P = 0.94 (Fisher’s) 

Infection 4 (3.8%) 1 (3.2%) 2 (2.9%) 
Salivary fistula 3 (3.0%)) 0 (0%) 3 (4.4%) 
Flap thrombosis 2 (2.0%) 0 (0%) 2 (2.9%) 
Other 3 (3.0%) 1 (3.2%) 2 (2.9%) 

Total subjects 
(n = 106) † 

Facelift neck 
dissections (n = 34) 

Standard neck 
dissections (n = 72) 

P value 

Lymphedema 34 (32.1%) 13 (38.2%) 21 (29.2%) P = 0.35 ( χ2) 
Lymphedema OT 37 (34.9%) 15 (44.1%) 22 (30.6%) P = 0.17 ( χ2) 

∗ Subjects with intentional nerve sacrifice due to tumor involvement, pre-existing shoulder or facial weakness, or adhesive capsulitis were not included 
in the analysis of postoperative complications, as reflected in the total number of subjects included in the table. 

† Seven subjects received multiple neck dissections and only the primary surgery was considered for analysis of postoperative complications and 
lymphedema. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

neck dissection had equivalent oncologic outcomes, includ-
ing no difference in rate of negative margins (88.2% vs
94.9% respectively, P = 0.24) and mean positive and mean
total node counts ( P = 0.44, P = 0.22 respectively). A to-
tal of 97.1% subjects in the facelift group had no evidence
of disease at study conclusion, with one out of field re-
currence. Additionally, there was not a higher incidence of
postoperative complications in the facelift group, includ-
ing no difference in marginal mandibular nerve weakness
( P = 0.10) nor shoulder weakness ( P = 0.59) between
groups. Other complications, including hematoma, infec-
tion, and salivary fistula were very low (under 5%) and
not different between groups ( P = 0.94). Hematoma is
the most common complication after rhytidectomy, how-
ever there was not a higher rate of hematoma in the
facelift incision group compared to the standard incision
group. 20 

It was hypothesized that the facelift approach may
reduce the incidence and severity of postoperative lym-
phedema, given the posterior hairline incision avoids lym-
phatic channels located in the subcutaneous tissue of the
anterolateral neck, which are violated in the standard ap-
proach. While our results did not show a lower incidence
of lymphedema among the facelift group (38.2% vs 29.2%
for the facelift vs standard incision groups, P = 0.35),
there was no significant difference in lymphedema between
groups nor in those who pursued lymphedema occupational
therapy (44.1% vs 30.6% for the facelift vs standard inci-
sion groups, P = 0.17). It should be noted that the lym-
phedema outcome measure was recorded based on a gross
subjective assessment in clinic follow up notes. Unfortu-
nately, a more objective metric or validated questionnaire
for lymphedema was not available retrospectively. 

In addition to demonstrating equivalent oncologic out-
comes and complications, the facelift group had a shorter
hospital length of stay (2.1 ± 2.0 vs 4.7 ± 4.6 days, P
= 0.002) by approximately 2 ½ days, which represents
significant cost savings. Shorter length of stay also sug-
gests more rapid postoperative recovery and potentially
lower morbidity surgery. While case duration was longer
in the facelift group (598.3 ± 374.4 vs 460.3 ± 312.4
minutes, P = 0.001), this was not adjusted for other
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Figure 2 A healed modified facelift incision approximately one month postoperatively. No anterolateral cervical incision is visible on 
the neck. The incision is largely hidden in the postauricular region and in the hairline. No lymphedema is noted. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

procedures performed concurrently with neck dissection,
including primary tumor resection and reconstruction. In
our experience, the facelift approach does take longer, but
once the surgeon gains familiarity and confidence with
the technique, the difference in duration is marginal. 

A principal benefit of the facelift neck dissection is
improved cosmetic outcome compared to a traditional,
more visible anterolateral neck incision. The facelift inci-
sion reduces the known morbidity of visible neck scarring
( Figure 2 ). This is concordant with a general trend in
surgery towards minimally invasive techniques as well as
reduction in morbidity associated with treatment. Numer-
ous recent clinical trials have investigated de-escalation of
radiotherapy and/or chemotherapy, in particular for HPV-
associated oropharyngeal cancer. 21 , 22 Other work has ex-
amined the utility of sentinel lymph node biopsy in lieu
of elective neck dissection for head and neck squamous
cell carcinoma, which has the potential to reduce overtreat-
ment. 23 In the era of de-escalation of therapies, reduction
of cosmetic morbidities associated with neck dissection is
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desirable for patients, especially if equivalent oncologic
outcomes can be realized. 

The facelift neck dissection necessitates several impor-
tant considerations. Patients undergoing a facelift approach
should be appropriately selected. In this cohort, there were
a lower proportion of males in the facelift group (57.1% vs
79.5%, P = 0.01), suggesting that females may be more
sensitive to the cosmetic effects of an anterolateral neck
scar and therefore elect for a facelift approach more fre-
quently. Additionally, younger patients may also have sim-
ilar preferences. 

The facelift approach should not be used if there is any
doubt about maintaining oncologic control and low com-
plications rates. Patients with particularly long or obese
necks make dissection in the supraclavicular and submen-
tal regions more challenging using the facelift approach,
given the distal location of these regions under extended
subplatysmal. Bulky disease in level I or low in level IV
can be difficult to manage through this approach. 4 Results
showed a trend towards subjects with higher clinical and
pathologic stages receiving a standard neck dissection ( P
= 0.21, P = 0.09 respectively). Additionally, there was a
trend towards more subjects in the standard incision group
with ENE (25.6% vs 14.3%, P = 0.18) and higher rates
of adjuvant chemotherapy (48.7% vs 20.0%, P = 0.004),
suggesting a preponderance of more aggressive disease. As
such, when beginning to deploy the facelift neck dissection
technique, it may be useful to select patients undergoing
an elective neck dissection for a clinically N0 neck or with
limited bulk of nodal disease. Those with bulky nodal dis-
ease or clinical or radiographic evidence of ENE may be
more appropriate for a standard incisional approach. 

A key innovation of this technique is the achievement
of a minimally invasive neck dissection without the use
of robotic or endoscopic instrumentation. The facelift ap-
proach is dependent on additional retraction for adequate
exposure. Early work noted difficulty in accessing the most
distal levels in the neck dissection, namely, levels IIA and
VA, but have since demonstrated feasibility of dissecting
these levels through retroauricular or modified facelift in-
cision only. 1 , 15 , 24 Lifting a subplatysmal flap can be ini-
tiated using traditional methods, but the use of longer in-
struments, such as the lighted breast retractor and extended
tip monopolar electrocautery, are helpful for visualization,
illumination, and dissection as the flap lengthens with el-
evation. 4 The Thompson retractor system also allows for
improved access while not requiring a surgical assistant to
perform arduous retraction and freeing his or her hands
for other tasks ( Figure 1 ). All previously published reports
of facelift neck dissection utilize robots or endoscopes to
complete the dissection, particularly at levels I and IV. Our
experience indicates that these additional tools are not nec-
essary. Moreover, the use of robots and endoscopes signif-
icantly prolongs case duration, increases cost, and requires
additional familiarity and experience to use. 

This study has several limitations. It is a retrospec-
tive, single-institution, single-surgeon study, which limits
the strength of evidence and the generalizability of the
data. The reporting of quantitative and objective postop-
erative metrics was also limited, with incomplete assess-
ment of immediate postsurgical edema, immediate post-
operative pain and numbness, lymphedema, cosmesis, and
patient satisfaction. Future studies should incorporate im-
proved quantitative and patient-reported outcome measures
for these factors. A prospective, multi-surgeon study in a
larger cohort would also strengthen the ability to draw con-
clusions. 

In conclusion, a facelift approach to neck dissection us-
ing standard instrumentation without robotic or endoscopic
assistance achieves acceptable clinical and oncologic out-
comes compared to the standard incisional approach with
an additional benefit of improved cosmesis. 
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