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Abstract Introduction The Freelift technique for facial and neck rejuvenation is a biplanar
approach, which involves extensive sub-superficial musculoaponeurotic system
(SMAS)-platysma release and, thus, requires advanced facial anatomy knowledge
and surgical skills.
Objective To describe the topographic anatomy of the facial no-touch zones in
Freelift surgery.
Materials and Methods This is a prospective study of facial anatomy through
standardized cadaveric dissections. The dermoadipose and SMAS-platysma flaps
were initially created mimicking the Freelift technique. Then, they were extended
for a wide hemiface exposure. The facial no-touch zones topographic characteristics
were analyzed, and landmarks were described. Histological analyses of SMAS were
performed.
Results Seventy-four families were approached, and 40 consented to take part in the
current study (54% consent rate). The hemifaces of 37 cadavers were dissected. The
zygomatic no-touch zone starts at 4.5�0.3 cm from the supratragal notch, and
contains the zygomaticus major muscle, the zygomatic branch of the facial nerve,
and the parotid gland duct. The superior and inferior loops of the buccal branch, the
buccal fat pad, and the risoriusmuscle lie within the buccal no-touch zones. The cervical
no-touch zone holds the superficializing superior cervical branches at 3.6� 0.3 cm from
the gonial angle. The mobile SMAS is inexistent on histology.
Conclusion The current fresh-specimen study allowed the description of the facial no-
touch zones in the Freelift technique. These zones contain important structures and
must be undisturbed while creating the composite segment of the Freelift flap. Finally,
surgical standardization is crucial for safely performing the Freelift approach.
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Introduction

Face and neck cosmetic surgeries are among the most
performed esthetic procedures across the globe.1 In 2023,
it has been estimated that over 1 million facial and neck
rejuvenation surgeries were executedworldwide, represent-
ing an increase of 16.2% compared to 2022.1,2 In the United
States, facelift surgerywas themost performed procedure for
people aged 65 or more in 2023.3

The improved understanding about facial anatomy, partic-
ularly with respect to the facial layers and the topographic
characteristics of the facial nerve branches, and the push for
improved long-lasting results have contributed to the increas-
ing popularity of multiplane surgical techniques.4–7 These
multilayer approaches separate the superficial musculoapo-
neurotic system (SMAS) and mobilize it individually from the
dermoadipose flap (DAF). These sub-SMAS-platysma surgical
interventions demand advanced facial anatomy knowledge
and surgical skills to prevent injuries, especially to the facial
nerve. In addition, the previous utilization of non-invasive
surgical esthetic procedures, including energy-based collagen
stimulants, is invariably common among patients seeking
facial rejuvenation surgery.8,9 This is being responsible for
the formation of more fibrotic tissues that require wider and
deeperundermining toachieveadequate releaseandpullingof
facial flaps during surgery. In keeping with and to address

these issues, the senior author has recently described the
Freelift technique for facial rejuvenation.10

The detailed surgical technique for the Freelift has been
published elsewhere.10 Briefly, it is a biplanar surgical proce-
dure inwhich theDAF is limited to theligamentousboundaries
of the face while the SMAS-platysma flap (SPF) extends even
further towards the midline. It also involves the creation of
sub-SMAS-platysma standardized tunnels (dead-end caves),
which contain important anatomical structures on theirfloors
and between them. A final composite flap is then formed by
the zygomatic and superior and inferior buccal tunnels when
connecting their roofs’ sidewalls. Furthermore, the SMAS-
platysma undermining leaves an untouched area between
the subplatysmal and the inferior buccal tunnels. The areas
of cautious preservation during sub-SMAS-platysma dissec-
tion were named facial no-touch zones. The surgical anatomy
applied to themain sub-SMASplatysmafacelift proceduresare
summarized in the ►Table 1.

Objectives

Through standardized cadaveric dissections, the present
study aimed at describing the topographic anatomy of the
facial no-touch zones in Freelift. It has specifically the
objectives to describe their areas, distance from landmarks,

Resumo Introdução A técnica Freelift para rejuvenescimento cervicofacial é uma abordagem
biplanar, com ampla liberação sub-sistema musculoaponeurótico superficial (SMAS)-
platisma; e, portanto, requer conhecimento avançado de anatomia facial e destreza
cirúrgica.
Objetivo Descrever a anatomia topográfica das zonas faciais no-touch na cirurgia de
Freelift.
Materiais e Métodos Estudo prospectivo da anatomia facial por meio de dissecções
padronizadas de cadáveres. Os retalhos dermogordurosos e de SMAS-platisma foram
inicialmente confeccionadosmimetizando o Freelift. Em seguida, foram ampliados para
exposição de toda a hemiface. As características topográficas das zonas faciais no-touch
foram analisadas. Os pontos de referência para as zonas faciais no-touch foram
descritos. Análises histológicas de SMAS foram realizadas.
Resultados Setenta e quatro famílias foram abordadas, 40 consentiram (54% de taxa
de consentimento) em tomar parte do estudo. As hemifaces de 37 cadáveres foram
dissecadas. A zona zigomática no-touch inicia-se a 4,5�0,3 cm da incisura supratragal e
contém o músculo zigomático maior, o ramo zigomático do nervo facial e o ducto da
glândula parótida. As alças superior e inferior do ramo bucal, a gordura bucal e o
músculo risório situam-se dentro das zonas bucais no-touch. A zona cervical no-touch
mantém os ramos cervicais superiores superficiais a 3,6�0,3 cm do ângulo goníaco. O
SMAS móvel é inexistente na histologia.
Conclusão Este estudo com espécimes frescos permitiu a descrição das zonas faciais
no-touch na técnica Freelift. Essas zonas contêm estruturas importantes e devem
permanecer intactas durante a criação do segmento composto do retalho Freelift.
Por fim, a padronização cirúrgica é crucial para realizar a abordagem Freelift com
segurança.
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relationship with important anatomical structures and his-
tological characteristics.

Materials and Methods

This is a prospective study of human facial anatomy through
cadaveric dissections. It was approved by the Research Ethics
Committee (CEP) of the Federal University of Pernambuco,
Brazil. It was conducted at the State Coroner's Office, and
after informed consent was obtained from a substitute
decision maker (SDM). The included cadavers underwent
no preservation methods before entering the study. They
were neither refrigerated nor frozen at any time. The stan-
dardized dissections happened before funeral rituals, and,
thus, extra caution was taken to preserve their face
appearance.

Cadaveric Dissection and Freelift Techniques
The dissections were carried out through an extended tradi-
tional facelift incision for an almost full hemiface exposure and
via bilateral inferior cervical incision for a complete antero-
lateral cervical exposure (►Video 1). Tomaintain the SPF intact,
the dissection plane of the superficial flap was performed just
below the dermis. No infiltration solution was used.

Video 1

Extended facelift incision for almost total exposure of
the hemiface, the extensive dermoadipose flap, and
the bilateral cervical incision for complete exposure of
the neck. Online content including video sequences
viewable at: https://www.thieme-connect.com/
products/ejournals/html/10.1055/s-0046-1817054.

The SPF was initially created mimicking the actual
Freelift surgery (►Fig. 1). It was then extended for a full
exposure of all relevant anatomical structures. The under-
mining of the DAF on the middle and lower face and upper
cervical segments was performed even further towards
the midline to characterize all no-touch zones through a
superior view. This extended dermoadipose release creat-
ed two distinct flaps, differently from the composite
(SMAS-dermoadipose) flat encountered in the Freelift. In
this technique, whereas the DAF release ends at the
ligamentous boundaries, the SMAS-platysma dissection
advances further medially) (►Fig. 2A). To gain access to
the anterior face, standardized tunnels (dead-end caves”)
are created. At this stage, additional release is obtained by
loosening the roofs of these tunnels, taking extra caution
to preserve the important structures on their floors, and
keeping the composite segment of the flap (►Fig. 2B). We
have named these undisturbed areas facial no-touch zones
in the Freelift technique (►Fig. 2A, B). Finally, to identify
all relevant structures within each zone, cadaveric dissec-
tion proceeded to enter the deep fascia, and direct visual-
ization was accomplished.

Landmarks and Measurements
The supratragal notch was used to measure the distance to
the origin of the zygomaticus major muscle (ZMa) where
the most superior no-touch zone starts, in a descent and
medial fashion, continuing into all other zones in the
Freelift.

To characterize the location of the superficial superior
cervical nerve branches—the cervical no-touch zone—the
gonial angle was utilized as a landmark. An imaginary
parallel line, about 5mm below the mandibular margin,
was used as reference. The head circumference was
measured.

Fig. 1 Schematic representation of the surgical flaps in the Freelift technique. Abbreviations: (A) DAF, dermoadipose flap; LB, ligamentous
boundaries. (B) SPF, SMAS-platysma flap; ZB, zygomatic bone; SCM, sternocleidomastoid muscle; EJV, external jugular vein; CC, cricoid cartilage.
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Histological Analysis
The SMAS-platysma samples were obtained at four different
locations for histological analysis as follows: temporal SMAS;
parotid area (fixed SMAS); premasseteric area (mobile
SMAS); and cervical SMAS-platysma.

Histological analysis was performed on tissue samples
fixed in 10% neutral buffered formalin. Samples were dehy-
drated through graded alcohols, cleared in xylene, and
embedded in paraffin. Sections were cut at a thickness of
4 µm using a microtome and mounted on glass slides. Trans-
verse cuts were particularly performed on cervical SMAS-
platysma samples to verify the muscle-nerve-vessel-liga-
ment junction.

Slides were stained with hematoxylin and eosin (H&E)
using standard protocols. Stained sections were examined
under an Olympus BX-41 light microscope (Olympus Amer-
ica) by an experienced pathologist. Images were captured
using a digital camera system.

Demographic and Facial Anatomy Data
Age, sex, race, and time of death were obtained from social
workers’ records. The Freelift flaps, facial no-touch zones
(zygomatic, superior and inferior buccal, and cervical), and
relevant topographic characteristics and structures were
documented by photography and videos and then
analyzed.

Statistical Analysis
The rate of SDM consent was reported in percentages.
Demographic data were expressed in terms of mean�
standard deviation or median (interquartile range, IQR)

values and percentages, when appropriate. The measure-
ments were expressed as mean� standard deviation val-
ues in millimeters. Because it was an exploratory study of
facial anatomy, no a priori sample size calculation was
required.

Results

The study was conducted between November 2023 and
January 2025. Out of 74 SDMs approached, 40 consented
(54% consent rate). In three consented cases, we were
unable to perform the dissections: participation in the
study was withdrawn in one case due to other family
members’ desire; one, due to time constraint because of
the funeral time; and another one had to be transferred to
the State Forensic Medicine Institute because of head
trauma being the suspected cause of death according to
the pathologist in charge. Therefore, the hemifaces of 37
cadavers were dissected.

The average time from demise to dissection was 14.7�5
hours. The median age of the cadaveric specimens was 70
(IQR: 58–77) years, and 54% of them were of the male sex.
Most specimenswere ofmixed race (62%), followed byWhite
(32%), and a small percentage of Black (6%). The mean head
circumference was 53.4�3 cm.

The upper and lower limits for the sub-SMAS-pla-
tysma flap are demonstrated in ►Video 2. For the medial
release of the SPF, the undermining goes beyond the
facial ligamentous boundaries of the DAF flap, and the
four tunnels were created in a standardized fashion
(►Video 2).

Fig. 2 Standardized tunnels and no-touch zones in the Freelift technique. Abbreviations: (A) zygomatic, superior and inferior buccal and
subplatysmal tunnels; TA, temporal artery; FTB, facial temporal branch; ZT, zygomatic tunnel; FZB, facial zygomatic branch; PT,
parotid duct; SBT, superior buccal tunnel; BFP, buccal fat pad; SBL, superior buccal loop; IBL, inferior buccal loop; IBT, inferior buccal tunnel;
FMMB, facial marginal mandibular branch; FSCB, facial superior cervical branch; SPT, subplatysmal tunnel. (B) Facial no-touch zones,
zygomatic, superior and inferior buccal and cervical no touch zones; OOc, orbicularis oculi muscle; ZMa, zygomaticus major muscle; OOr,
orbicularis oris muscle; RM, risorius muscle. Note the overlapping areas between zones where structures from both zones might coexist less
frequently.
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Video 2

Freelift flaps and their landmarks, the standardized
tunnels, and no-touch zones. Online content including
video sequences viewable at: https://www.thieme-
connect.com/products/ejournals/html/10.1055/s-
0046-1817054.

The uppermost tunnel corresponds largely to the previ-
ously described facial prezygomatic space.11 This tunnel is
superficial to the ZMa and other mimetic muscle, such as the
zygomatic minor, levator anguli oris, levator labii superioris,
and levator labii superioris alaeque nasi. The most superior
“facial no-touch zone”, named the “zygomatic no-touch
zone”, starts on average at 4.5�0.3 cm from the supratragal
notch (►Fig. 3). Within this zone (on its floor), we found the
ZMa, the zygomatic branch of the facial nerve, and the
parotid gland duct (►Video 3). Of note, in all cases, the
zygomatic branch travelled under the ZMa giving out smaller
branches over the muscle in 30% of the cases.

Video 3

Mimetic muscles and zygomaticus branch of the facial
nerve within the zygomatic no-touch zone. Online
content including video sequences viewable at:
https://www.thieme-connect.com/products/
ejournals/html/10.1055/s-0046-1817054.

The second and third tunnels are created anteriorly to the
traditional premasseteric spaces.11 The second tunnel con-
tained thesuperior loopof thebuccal branchof the facial nerve
and its connections to the zygomatic branch, and the upper
segment of the buccal fat pad. Its matching no-touch zone (its
floor) is the superior buccal no-touch zone. The third tunnel
holds the inferior loop of thebuccal branch and,whenpresent,
its communicating branches with the marginal mandibular
branch; and its correspondingbuccal fat pad. Its conformingno
touch zone (its floor) was described as the inferior buccal no-
touch zone. The risorius muscle, when present, lies within the
boundaries of these two buccal zones, and is also preserved
during dissections (►Videos 3–4).

Video 4

Buccal loops of the facial nerve within the buccal no-
touch zone cervical no-touch zone, facial marginal
mandibular branch and facial superior cervical
branch. Online content including video sequences
viewable at: https://www.thieme-connect.com/
products/ejournals/html/10.1055/s-0046-1817054.

Different from the facial no-touch zones, which are locat-
ed on their cave’s floors, the cervical no-touch zone is
situated between the side walls of the lower buccal and
subplatysmal tunnels (tridimensional zone). This zone
agrees with the area where the superior cervical branches
of the facial nerve become superficial to enter the platysma
(►Video 4). From the gonial angle, thefirst superficial branch

Fig. 3 Cadaveric specimen and its schematic representation demonstrating that the zygomatic no-touch zone starts on average at 4.5� 0.3 cm
from the supratragal notch; and that the cervical no-touch zone starts on average at 3.6� 0.3 cm from the gonial angle. Double arrows, indicate
the distance from landmarks; purple arrow, points to the origin of the zygomaticus major muscle on the zygomatic bone; top blue sticker,
indicates the zygomaticus major muscle; bottom blue sticker, shows the mandibular angle; note, the masseter muscle was retracted for
exposure of the mandible; red arrow, signals the start of the cervical no-touch zone.
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could be encountered at 3.6�0.3 cm in an area of approxi-
mately 2.5 cm (►Fig. 3). Usually, 2 to 3 superficial branches
were isolated, running alongside a tiny artery and vein
within a connective tissue structure in this area (►Video

4). The transverse cuts of histologic samples confirmed this
trias neurovascularis entering the posterior surface of the
platysma (►Fig. 4). In several cases, a rich net of anastomosis
between the marginal mandibular branch and the main
superior cervical branch was found (►Video 4).

The described topographic anatomy was identified after
division of the deep fascia. The structures described under-
neath the deep fascia were correlated with the area corre-
sponding to the zygomatic and buccal tunnels’ floors during
their creation. For the cervical no-touch zone, there is no
elevation of the platysma flap.

In the microscopic analyses, the anterior SMAS, also
known as mobile SMAS, particularly in the regions between
the zygomatic nerve branch and parotid duct and buccal
zones, showed almost total predominance of fat cells with
scarce connective tissue and no definitive muscle layer. Over
the parotid area, where the SMAS-platysma (fixed SMAS) is
found, the histology sample evidenced a denser layer of
connective tissue and fat cells. The temporal SMAS was
characterized by an organized, but thin layer of collagen,
representing the temporal fascia with a thinner fat layer. In
the cervical region, the SMAS-platysma sample demonstrat-
ed total prevalence of muscle fibers with thinner connective
layers and little fat cells (►Fig. 5).

In the Freelift technique, the SPF is secured at the zygo-
matic bone periosteum. This uppermost location, between
the temporal branch of the facial nerve and the superficial
temporal artery, is exposed. The temporal branch nerve runs
deeply at this level. The superficial temporal artery is easily
felt by palpation during surgery. This safe area, measuring on

average 1.5 cm, between these two structures, is recorded
(►Video 5).

Video 5

The safe location for anchoring the SMAS-platysma at
the zygomatic bone, between the temporal branch of
the facial nerve and the superficial temporal artery.
The subcutaneous mandibular ligament. The marginal
mandibular branch branching out before crossing the
facial artery and vein. Complex anastomotic net
between the superior cervical branch and the margin-
al mandibular branch. Footage of the Freelift techni-
que shown in an actual patient. Online content
including video sequences viewable at: https://www.
thieme-connect.com/products/ejournals/html/
10.1055/s-0046-1817054.

Although not a primary endpoint of this analysis, the
subcutaneous mandibular ligament was observed in several
cases in our dissections (►Video 5). We also found that the
marginal mandibular branch usually branches out before
crossing the facial artery and vein. It can either bifurcate or
trifurcate at this level, sending smaller branches posteriorly
to the facial vessels (►Video 5). It can also form a complex
anastomotic net with the cervical branch (►Video 5).

Discussion

Our facial anatomy study was able to demonstrate the
topographic characteristics of the facial no-touch zones
and their important anatomical structures, encountered in

Fig. 4 Histology of a superior cervical nerve branch entering the undersurface of the platysma. (A) transverse cut of a cervical nerve branch
within the platysma muscle fibers. (B) the cadaveric dissection of a superior cervical branch entering the platysma and its corresponding
histologic sample demonstrating the trias neurovascularis entering the muscle.
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the recently described Freelift surgery. Furthermore, we
were able to perform very timely dissections utilizing fresh
human cadavers (15hours after the demise) after informed
consent was obtained. Finally, the present study describes
two cadaveric dissection techniques that can preserve face
appearance for funeral rites.

The Freelift technique, which involves an extensive under-
mining of the SPF, requires advanced surgical skills and facial
anatomy knowledge to avoid injuries to important facial
structures.10 Like other facial rejuvenation procedures that
mobilize the SPF, such as the deep plane and the high SMAS
techniques, the risk of complications, particularly facial
nerve injuries, although rare, is worrisome.12–14 A national
survey of American plastic surgeons reported that surgeons
newly in practice (� 5 years) aremore prone to perform skin-
only procedures; and only 21% of all surgeons preform
extended SMAS dissection.15 In a 2022 follow-up survey,
20 years later, this figure has not changed significantly.16

Thus, most plastic surgeons might not feel comfortable
performing wide SMAS-platysma releases during facelift
procedures.

The current study standardizes the surgical steps in the
Freelift technique by characterizing the facial no-touch zones
It correlates anatomical structures found underneath the
deep fascia with the tunnels’ floors, gliding planes on the
face, during critical surgical dissection. In the Freelift tech-
nique, after creation of the tunnels (zygomatic and buccal)
and once the no-touch zones are preserved, the connecting
bridges are released. The standardization of surgical proce-
dures aims at preventing complications and improving out-
comes. In 1994, Seckel17 introduced the facial danger zones
with the intent to avoid peripheral nerve injury. The most
susceptible anatomic locations for nerve injury and its
boundaries were described.18 Then, Stuzin and Rohrich

have further contributed to the characterization of such
zones.19 Codner et al. also described relevant facial anatomy
applied to face rejuvenation surgery to prevent complica-
tions.5,20 In our study, we have not only described the
topography of relevant peripheral facial nerves, but also of
other anatomical structures, like the facial expression
muscles, the parotid duct, the buccal fat pad, the superficial
temporal artery, the facial artery and vein, the external
jugular vein, and the submandibular gland.

The ZMamuscle origin and its path downwards were well
characterized in our specimens. The distance from a fixed
point (superior tragus notch), along the easily palpable
zygomatic bone, to the origin of this muscle is extremely
important, as a landmark, for a safe dissection during the
Freelift. This point marks the superior limit of the facial no-
touch zones. Others have described the relevance of thor-
ough attention to the zygomaticusmuscles during sub-SMAS
approaches. Hamra, building on the first described deep
plane approach (the Skoog flap) and aiming to address
periorbital rejuvenation during rhytidectomy, incorporated
the zygorbicular dissection. It relies on the origin of the ZMa
to undermine the orbicularis oculi muscle laterally and enter
the area medial do the zygomatic muscles, creating a seg-
ment of composite zygomaticus-orbicular flap.21–24 In the
high SMAS facelift, the ZMa origin represents the transition
point, from deep to the SMAS, up to over the lateral border of
the ZMa, piercing through the overlaying fascia to access
subcutaneous plane.25,26 Finally, the ZMa is also used as a
landmark for the finger-assisted malar elevation (FAME)
technique and the extended deep-plane facelift.27,28

The cervical no-touch zone is particularly important due
to the potential risk of injuries to the superficializing supe-
rior cervical branches, usually 2 to 3, within this area.
Although considered a rare event, most transient labial

Fig. 5 Microscopic analyses of the SMAS-platysma flap samples. Temporal, organized and thick layer of collagen, representing the temporal
fascia with a thinner fat layer. Mobile, predominance of fat cells with scarce connective tissue and no definitive muscle layer. Fixed, denser layer of
connective tissue and fat cells. Platysma, predominance of muscle fibers with thinner connective layers and little fat cells.
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depressor dysfunction might be in fact due to cervical
branch injuries, instead of marginal mandibular injuries.
This condition is also known as marginal mandibular nerve
pseudo-paralysis, and can be distinguished from the actual
marginal mandibular injury by the patient’s preserved
ability to evert the lower lip.29 Our cadaveric dissections
enabled us to determine a practical landmark, the gonial
angle, and its distance to this cervical branch area that
should be circumvented. Our histological samples addition-
ally confirmed the presence of these small branches along
tiny vessels within ligamentous structures entering the
posterior surface of the platysma. Lindsey Jr. et al., in an
anatomical study of 15 cadaveric dissections, also used the
mandibular angle as a referent point for describing an area
where cervical branches can be found.30 However, they
drew a cervical line: connecting a point 5 cm below the
mandibular angle at the anterior border of the SCM to the
point where the facial artery crosses the inferior mandibu-
lar border. This cervical line was the boundary distal to
which the cervical branches penetrated the deep cervical
fascia to continue their superficializing path towards the
posterior surface of the platysma. Instead of using the
gonial angle, Daane and Owsley29 described an imaginary
parallel line 3 cm below the inferior border of the mandible
as the “danger zone” for injuries to the marginal mandibular
and cervical branches. Even though these studies applied
different methods, the superficial superior cervical
branches were in the vicinity of ours cervical no-touch zone.

We demonstrated the unique histology of the SMAS-
platysma at different areas. Of note, the mobile SMAS is
practically inexistent. In keeping with our findings, recently,
a cadaveric study, using complex histologic analysis, demon-
strated that the SMAS is present only where there are
platysma-auricular fascia and flat mimetic muscles, but
not between these muscles.31 Therefore, the authors ques-
tioned the existence of the SMAS as a specific anatomical
entity. This emphasizes the need for a meticulous dissection,
particularly for the creation of the composite flap segment
during sub-SMAS-platysma approaches, such as the Freelift,
for its adequate mobilization and traction.

Although not the primary outcome of the present study,
we observed in some specimens, a noticeable connective
tissue formation, compatible to the mandibular ligament at
the subcutaneous plane. The anatomical description of the
mandibular ligament has varied significantly during history,
and no consensus exists yet. Most recently, Minelli at al.
observed the lack of a definitive subcutaneous component of
the mandibular ligament.32 Whether this issue might be a
matter of individual variation or nomenclature, we do not
underestimate the need of its release to address substantial
jowling in some patients.

Finally, the safe uppermost area for SPF anchoring was
detailed to prevent injuries, particularly to the temporal
branch at the zygomatic bone level. Securing the mobilized
SPF in this area, where the bone periosteum offers a firm
structure for fixation, tension across the entire flap is
avoided, and the location of original ligament attachments
is restored.33,34 In the Freelift, the upper segment of the SPF

can be folded and secured in place, providing additional
volumization of the malar region.

Limitations
The present was a small study performed in fresh specimens
before funeral rituals. Therefore, the facial appearance had to
be preserved as much as possible and the dissections exe-
cuted in a time-constrained fashion. However, the focused
standardized dissections allowed efficient identification and
documentation of study outcomes. Also, the short time
between death and our dissections, in actual fresh cadav-
ers—not even refrigerated—created the “near-perfect”model
for human anatomy studies. Finally, the facial no-touch zones
and their described structures may vary due to possible
discrepancy in surgical dissection and individual anatomy.

Conclusion

The present studyof fresh specimens enabled the description
of the facial no-touch zones in the Freelift approach for
esthetic facial and neck surgery. These zones contain impor-
tant structures and must be undisturbed while creating the
composite segment of the Freelift flap. The identification of
the origin of the zygomaticusmajor muscle on the zygomatic
bone plays an important role in guiding the safe dissection
plane. Sections of the zygomatic, the superior and inferior
buccal, the marginal mandibular, superior cervical branches,
as well as the parotid duct, the buccal fat pad and risorius
muscle are encountered underneath the deep fascia in the
no-touch zones. Finally, surgical standardization is crucial for
safely performing the Freelift technique for cervico-facial
rejuvenation.
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