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CORRESPONDENCE AND COMMUNICATION

Platysma-mastoid suture to
prevent ear lobule deformity
following facelift

Sir,

Rhytidectomy is available in a sometimes bewildering
array of options extending from minimalist percutaneous
procedures to aggressive multi-plane dissections. The
majority of surgical procedures continue to utilise the
SMAS in some fashion so this more resilient layer can
support the tension mandated by contemporaneous
vector-lifts and allow tension-free skin closure.

Although modern lifting with short, concealed-scar
techniques is both safe and reliable, in inexperienced hands
there remain certain giveaway signs of surgery, that many
would prefer to conceal, such as the ‘lateral sweep’.1

Others have noted ear lobule deformities.2,3 Over several

years, with the development of a significant secondary
facelift practice, the senior author (JJS) has become aware
of a particularly noticeable stigma of theimperfectly per-
formed rhytidectomy: in such cases the normal angle sub-
tended by the free portion of the auricular lobule is
effaced. This obvious anomaly generally follows over-
zealous skin resection and post-operative retraction as
clearly demonstrated in Figure1. It appears to have
received little attention in the literature, but the impor-
tance of its prevention, by avoiding undue tension on skin
closure, has been stressed.4 Recent studies have applied
some scientific measure to the lobule. The average lobule is
a little over one quarter of the total length of the ear, but
it’s fixed (intertragal notch to otobasion inferius) and
mobile (otobasion inferius to subaurale) proportions are
highly variable, critical to the final aesthetic outcome and
risk alteration in rhytidectomy.5

As secondary facelifting becomes ever more common,
the senior author has been utilising the following tech-
nique both prophylactically and to correct iatrogenic

Figure1 Iatrogenic lobule deformation following facelift (A). Use of the platysma-mastoid suture to anchor the SMAS and prevent
lobule distortion (B).
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deformity. SMAS and platysma flaps are raised in the
preferred manner. The SMAS is then advanced in a post-
ero-supero vector and sutured at the junction of the
horizontal and vertical limbs of the incision. The
remainder of the SMAS is advanced vertically and secured
by several interrupted sutures (Figure2A). The key suture
secures the platysma flap, approximately 2 cm below the
earlobe, to mastoid fascia posteriorly with the remainder
of the flap being secured with interrupted sutures. SMAS
anterior to the suture line is then used, in a plication-
type manoeuvre, being doubled-over so that infra-lobular
SMAS is sutured to mastoid fascia. This ‘platysma-
mastoid’ suture both secures the lobule root from any
displacement and conceals the key platysma suture.
(Figure2B)

This simple step has no effect on operative time and
protects completely against iatrogenic lobule deformity. As
a detailed search of the literature has failed to find
a similar technique reported, the authors consider it novel
and would simply offer it for those who wish to tryit.
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Figure2 (A): Fixation of the SMAS flap. (B): ‘Platysma-
mastoid’ suture inserted (a) and tied (b).
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