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                                                                       Abstract   

A new simplified less invasive surgical soft tissue lift approach designed by the author and used for the 

middle and lower face thirds and the submental area is presented. This approach implements the main 

principles of the MACS-lift procedure (skin undermining with access through a relatively small incision and 

SMAS plication without dissection) and uses in a new way all advantages of a specific brand of surgical elastic 

non-resorbable  “barbed threads” for simple, safe and reliable soft tissue suspension, fixation and support. 

The procedure is highly reproducible and ensures  good long lasting and natural looking results in patients 

with mild to moderate skin excess in the lower face. This approach with the use of threads is also effective for 

less invasive surgical  forehead/brow and cheek lifts, and a lateral neck lift with platysma plication.  
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                                                                       MANUSCRIPT 

                                                    Introduction  

Methods and approaches of rejuvenative plastic surgery evolve constantly. At the one hand, surgeons come to 

a better understanding of facial soft tissue structural interrelations and their age-related changes1-6. On the 

other hand, patients seeking surgical facial rejuvenation want a minimally invasive procedure that ensures a 

natural looking long lasting result with the shortest downtime possible. 

A deeper and more comprehensive understanding of the facial aging process highlights the importance of a 

maximally vertical orientation of the main facial tissue lift vector7-9 and the necessity of combining a soft 

tissue lift with cautious3 restoration of lost volume first of all in the middle face third to achieve a natural 

looking result. Accumulation of facelift experience in the last decades has shown that the task of ensuring a 

drastic and long lasting smoothening of the nasolabial fold represents a separate challenge. Surgeons try out 

various soft tissue lift and suspension methods with reduced invasiveness, combining them with 

plication/imbrication procedures with the use of different kinds of surgical suturing material. Not so long ago 

a new type of modified suturing material has been introduced on the market – various so-called “barbed 

threads” (in North America often referred to as “barbed sutures”), but despite today’s popularity in aesthetic 

surgery their versatility has not yet been fully understood. 



A new way of using elastic barbed threads  in an accordingly modified surgical mid- and lower face lift 

procedure is presented in this article. This approach allows to meet today’s patient demands: a natural 

looking, long lasting, and substantial  rejuvenation through a minimally invasive safe surgical procedure 

performed on an outpatient basis, with less morbidity, shorter recovery time, small well concealed scars. This 

approach can be effectively used also for a less invasive lateral neck lift with platysma plication, and for 

simpler surgical  forehead/brow and cheek lifts as well, but the description of these procedures lies beyond 

the scope of this article. 

 

 

                                                     Materials and methods  

My approach represents a further development of the well known MACS-lift principles10: surgical 

mobilization of the skin in the malar and cheek areas with access through a quite short incision and 

subsequent SMAS plication under direct visualization with the use of  a special kind of surgical “barbed 

thread” – Spring Thread® (ST®, 1st SurgiConcept, Tourcoing, France).  A Spring Thread® is a long elastic non-

resorbable barbed “suture” with a polyester core and silicone sheath.  A small middle portion of the thread 

with a center marking is barbless and is used for thread fixation. The small hard 3D barbs with rounded tips 

on each thread half are inclined towards the thread middle (Fig. 1). 

 

 

 

 

 

 

 

Many new implementation variations of the main MACS-lift ideas have been offered by surgeons. I would like 

to mention only the most recent and illustrative of them. O’Connell’11 described a technique comprising 

placement of special “barbed sutures” in purse-string loops on two levels of the SMAS. This method requires a 

quite high level of surgical skills. Gualdi and colleagues12 presented their Minimal Undermining Suspension 

Technique (MUST) - a combination of limited undermining through a short-scar tunnel approach with malar 

soft tissue suspension using resorbable sutures. This technique deals specifically with soft tissue suspension 

in the malar area. 

 I developed the idea  of Dr. Gualdi and colleagues further by using barbed threads for simplified soft tissue 

suspension and fixation  to address the middle and lower face thirds as a  whole and the submental area, 

successfully applied it also for  forehead and cheek lifts and for a lateral neck lift procedure with platysma 

plication, so I refer to this general approach as MUST lift of a particular area of the face and/or neck.  

Depending on the situation (explained further) I use disposable long blunt-tip guide needles provided by the 

ST® manufacturer or autoclavable guide needles with eyes at both blunt tips offered by other medical 

instrument manufacturers . 

The skin undermining is made with curved scissors with blunt  broadly rounded tips in “spreading” 

movements. This ensures a gentle and less traumatizing undermining. A retractor with a flat long straight 

hook blade and an integrated LED light source is used to lift the undermined skin for better SMAS 

visualization and plication control. 

Figure 1 



The presented approach establishes a new way of using ST®s in an accordingly modified surgical procedure 

in order to effectively address patients with mild to moderate skin excess in the face. It expands indications 

for use of barbed threads and allows to offer patients a highly effective and less invasive face lift procedure.   

50 patients underwent the procedure in an outpatient setting between September 2016 and August 2017 at 

the author’s private clinic. All operations were performed by the author. Informed written consent for the 

procedure was obtained prior to surgery. Patients were photographed preoperatively and several months 

postoperatively, written consent for publication of all images was obtained. 

All study procedures were performed in accordance with the national clinical and research standards and 

with the 1964 Declaration of Helsinki and its later Revisions. 

 

                                                         Surgical technique  

First of all thorough preoperative marking of the face (and the submental area if necessary) is made with the 

patient sitting in an upright position: the planned thread location, borders of skin undermining, and the 

incision lines. The thread location markings should ensure a maximally vertical orientation of the main tissue 

lift vector in order to counteract the force of gravity. As many other practitioners I consider this lift vector to 

be optimal for achieving a natural looking result, while the skin is lifted and redraped back to its earlier more 

youthful position. 

Premedication may be recommended if indications are present. I use premedication only if utterly necessary. 

After prepping and draping light sedation is introduced. Subsequently hydrodissection using a tumescent 

solution with a local anesthetic is performed. 

The access incision for skin undermining can be described as consisting of two parts – a vertical and 

horizontal one – and is carried all the way through the subcutaneous fat (blade No 5). The vertical part begins 

in the preauricular sulcus at the level of the superior end of the tragus, goes up along the preauricular sulcus, 

slightly curves around the anterior superior point of the auricle and rises approximately 1-1,5 cm past the 

temporal hairline. In contrast to classic facelift techniques13,14 the incision is not carried down past the tragus 

and around the earlobe, so no problems regarding earlobe displacement/deformation arise after surgery. 

Then the incision is carried horizontally and anteriorly for ~ 5-6 cm in the hair-covered temporal area 

following the zigzag marking. When making the horizontal incision the blade should be held perpendicular to 

the hair shafts, or at an angle of approximately 45° to the skin surface  (Fig. 2) in order to preserve the hair 

follicles10.  This ensures postoperative hair regrowth through the scar and better concealment of the latter. 

 

 

 

 

 

 

 

 

 

Figure 2 



The subsequent skin undermining should be performed gently with special attention to providing 

smoothness of the undermined area border. Undermining is performed only in the subcutaneous fat plane, so  

the risk of injuring facial nerve branches is low. Blunt dissection should be preferred while it helps to 

minimize soft tissue trauma and bleeding. Hemorrhage points should be thoroughly cauterized. Note that the 

necessary extent of undermining is equal to or often even less than in the MACS-lift protocol. 

Then a thread fixation point  should be created in the temporal area approximately 5 cm superiorly to the 

temporal (horizontal) part of the incision. Depending on the case specifics I choose one of the following 

fixation techniques.  

The first technique implies creation of a fixation point in a small incision ~1 cm long carried down to the deep 

temporal fascia. The directly visualized deep temporal fascia is engaged with a curved surgical needle to pass 

a 2.0 Prolene suture. The suture is knotted on the fascia leaving both long ends free. This small incision is 

used also as the enter point for thread implantation into the ipsilateral side of the face.  An additional guide 

needle is placed to prevent the loops formed with the middle portions of the implanted threads from sinking 

into the incision and getting lost there. Then one of the free Prolene suture ends is passed through all thread 

loops gathered on the retaining needle (Fig. 3), the retaining guide needle is removed and the suture ends are 

tightly knotted over all thread loops. Then the knot is buried in the small incision through slight thread 

tightening, and the wound is closed. This fixation method allows to locate all the implanted threads easily 

even several years after implantation because the knot holds all threads together and anchored to the fascia, 

and can be easily palpated. 

 

 

 

 

 

 

 

 

 

 

 

The other fixation technique implies a blind percutaneous anchoring of every thread separately. A curved 

surgical needle is used to engage all soft tissue layers and pass each thread through them (Fig. 4). Then each  

end of the anchored thread is introduced through the skin with the help of a guide needle  in its exit point and 

is implanted as planned. The loop formed in the soft tissues by the thread barbless middle part after 

implantation of both thread ends provides strong, reliable and safe self-anchoring. 

Although threads are provided by the manufacturer in sterile packaging, I always treat them extra with an 

antiseptic and antibiotic solution right before implantation to rule out the slightest possibility of a septic 

inflammation and to prevent biofilm formation. If a patient has long hair, special care should be taken not to 

let a hair get caught  by thread barbs and pulled under the skin together with the thread. 

One of the main advantages of thread use is the possibility to accomplish two tasks on one and the same 

thread: effective safe SMAS plication in the midface and a “usual” thread lift in the lower face third (Fig. 5 

a,b). The SMAS plication ensures not only a soft tissue lift but also a well controllable, delicate and stable 

Figure 3 Figure 4 



volumization of the midface15. Please note that the thread path remains straight, thread placement in purse-

string loops to plicate the SMAS is not necessary. Thread end length  is more than sufficient for comfortable 

use.  An extra thread on each side may be used to lift soft tissues in the midface in order to smoothen the 

nasolabial fold. 

 

 

 

 

 

 

 

 

The procedure of thread implantation with the use of  long guide needles with blunt tips is relatively simple. 

The use of a special retractor with a flat long straight hook blade and an integrated LED light source helps to 

hold the undermined skin firmly, keep it lifted for better visualization of  the SMAS plication process and 

bleeding control (Fig. 6). 

 

 

 

 

 

 

 

 

 

Care must be taken to place threads into the right tissue planes. In the undermined area the muscle layer 

should be well engaged for effective and reliable SMAS  plication. At the border of the undermined area the 

guide needle should be led to the subcutaneous fat plane and further passed there as in a “usual” thread lift.  

In some cases placement of every thread in one  straight uninterrupted pass of the guide needle is enough to 

achieve the desired grade of SMAS plication and to accomplish a thread lift in the lower face third. But 

sometimes a very tight SMAS plication is necessary, so in the course of implantation the thread end should be 

passed out of the tissues through a provisional exit point at the border of the undermined area in order to 

tighten the SMAS properly on the thread. After that the thread is introduced back into the same point and 

onto the subcutaneous fat plane, and a “usual”  thread lift in the lower face third is accomplished. In such 

cases a special guide needle with eyes at both ends is used. When all threads on one side of the face are in 

place the free thread ends are collected in one hand and gently pulled while skin irregularities are smoothed 

out with the other hand. Then the fixation point incision is closed (if it was made). When working with the 

other hemiface symmetry should be constantly controlled. 

Figure 5b 

Figure 5a 

Figure 6 



After thread implantation into one hemiface the undermined skin should be redraped upwards as vertically 

as possible in order to determine the exact amount of excess skin. Special care should be taken to excise all 

skin excesses but ensure wound closure without tension (Fig. 7 a,b,c). The golden rule here is prudence: 

“better less than too much”. 

 

 

 

 

 

 

 

 

 

 

An active drainage loop is placed along the posterior and inferior  borders of the undermined area for the first 

24 postoperative hours in order to avoid hematoma formation (Fig. 8). The wound is closed in two layers 

with Vicryl 4.0 (subcutaneous) and Prolene or Monacryl 5.0 (superficial uninterrupted) sutures. Special care 

should be taken to thoroughly appose the straight lower wound edge to the zigzag-contoured upper wound 

edge so that the wound is closed without formation of irregularities. The zigzag contouring of the upper 

wound edge10 provides for substantial stretching and allows to compensate the length difference between the 

upper and lower wound edges (Fig. 9). 

 

 

 

 

 

 

 

 

 

 

 

 

After thread implantation, excess  skin excision and wound closure on both sides of the head all free thread 

ends are taken into one hand and gently tensioned, a final symmetry and smoothness check of the lifted soft 

Figure 7a Figure 7b Figure 7c 
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tissues is made  and the thread ends are cut off flush with the skin surface. At every step of thread 

implantation special care should be taken to avoid overtightening. 

The procedure can be supplemented with a thread lift of the submental area. Often a liposuction before 

thread implantation is indicated. Hydrodissection in the area of the planned liposuction is performed. After 

liposuction a thread fixation point is created in the same manner as the one on the deep temporal fascia - 

through a small incision behind the middle part of the auricle via knotting a Prolene 2.0 suture on the mastoid 

fascia (Fig. 10). Then the threads are introduced through this incision and placed subcutaneously with the 

help of guide needles in a usual manner and anchored to the mastoid fascia similarly to the thread fixation on 

the deep temporal fascia. All threads on one side are tightened and the fixation point incision is closed. Finally 

all thread ends from both sides are gathered with one hand and gently tensioned, symmetry and smoothness 

of the lifted soft tissues is checked and the thread ends are cut off flush with the skin surface. 

 

 

 

 

 

 

 

 

 

 

Upon accomplishment of the procedure a special elastic compression face mask should be put onto the 

patient’s head. In the first two weeks after the operation patients have to wear this mask 24/7, and one more 

week only at nights. Full recovery after the procedure takes one month. 

 

                                                                  Case reports 

I. Patient L, 34 years. 

The patient was photographed just before the operation (left image in 1.1, 1.2, 1.3, 1.4, 1.5) and 4,5 

months after the procedure (right image in 1.1, 1.2, 1.3, 1.4, 1.5). This patient had specific unusual 

indications for the described procedure.  Some years ago she underwent laser treatment of severe 

postaсne defects on the face.  The postaсne defects were removed, but a heavy intra- and subcutaneous 

scarring developed in the course of healing. The consequence was that the skin had a lot of small 

irregularities, looked thick and doughy, the face outline lacked accuracy. Note smoothening of the facial 

skin and improved face contouring after the procedure. 

 

 

 

 

Figure 10 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Patient T, 60 years. 

The patient was photographed just before the operation (left image in 2.1, 2.2, 2.3, 2.4, 2.5) and 4,5 

months after the procedure (right image in 2.1, 2.2, 2.3, 2.4, 2.5). This patient had ST®s implanted into the 

face and into the submental area. Note a drastic overall improvement of the facial outline, especially of 

the mandible contour and of the submental angle.  

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

II. Patient N, 55  years. 

The patient was photographed just before the operation (left image in 3.1, 3.2, 3.3, 3.4, 3.5) and 4 months 

after the procedure (right image in 3.1, 3.2, 3.3, 3.4, 3.5). Note a substantial overall improvement of the 

facial outline, especially of the mandible contour. There is a mild improvement of the submental angle as 

well, even though in this patient ST®s were implanted only into the face. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



III. Scar condition. 

Image 1 – Patient L, scar 1 month postoperatively; 

 

 

 

 

 

 

 

Image 2 – Patient T, scar 4,5 months postoperatively. 

 

 

 

 

 

 

 

 

                                                           Discussion  

The level of patients’ expectations regarding aesthetic surgical interventions is high: a more natural-

looking and long lasting result, less invasiveness, less morbidity, shorter downtime, smaller and better 

concealed scars. The available devices and/or materials can be used in a new way in order to meet these 

high expectations. This is the essence of my approach, which allows to effectively address patients with 

mild to moderate skin excess in the lower face through a relatively simple procedure. This procedure 

makes full use of the advantages of “classic” thread lifting and overcomes a condition that has always 

been considered a thread lift contraindication (skin excess). 

The use of threads for SMAS plication instead of usual suturing material has a lot of advantages. The 

thread path in the tissues is straight, SMAS plication is ensured through safe fixation of soft tissues with 

thread barbs, so formation of loops becomes unnecessary. Furthermore, the plication denseness can be 

varied along one and the same thread if necessary.  

Threads are implanted along  maximally vertical vectors to counteract the force of gravity, so that  soft 

tissues are lifted to their earlier more youthful position and a natural looking result is ensured. 

The barbs of  the implanted ST®s allow good fixation of the lifted soft tissues on the thread, so the threads 

bear the weight of the tissues thus relaxing mechanical and gravitational tension of the closed wound  in 

the temporal area and creating favorable conditions for wound healing and formation of an 

inconspicuous normotrophic scar. After healing the implanted elastic ST®s provide excellent, constant, 



reliable and comfortable support for the plicated and lifted soft tissues, thus ensuring a very long lasting 

stable result. 

Another advantage of using threads in my approach is the simplicity of accomplishing two tasks on one 

and the same implanted thread placed into the tissues with one straight pass. The first task is SMAS 

plication performed on the upper thread part (a simultaneous soft tissue lift and volumization of the 

midface), the second task is a usual thread lift performed on the lower thread part. 

With the course of time and experience accumulation plastic surgeons discovered the insufficiency of 

classic facelift techniques concerning stable rejuvenation of the midface (nasolabial folds and the malar 

eminence)16 and realized that task to be an important challenge in itself. Practitioners keep suggesting 

various methods of solving the problem mostly based on tissue lift and suspension with the use of 

suturing material or accomplishment  of auxiliary procedures such as lipografting. 

Use of threads allows to effectively address the problems of deep nasolabial folds and volume loss in the 

midface without extensive and/or deep plane soft tissue dissection, in other words, not disturbing 

severely the intricate soft tissue layer interrelations1  in the anterior midface, and to achieve enough 

volumization of the midface and smoothen deep nasolabial folds in most cases without recourse to 

auxiliary procedures. Thread use ensures more comfort for the patient and facilitates the procedure, 

while knot tying and/or handling of extra fixation devices is not necessary. The extent of needed 

volumization of the midface should be assessed with caution, while anatomic studies of the last decade 

regarding contributions of various time-related soft tissue changes to formation of an aged appearance3, 

17-20 have shown that  inferior migration of the midface fat compartments due to increasing laxity of the 

retaining ligamentous facial structures and the downward relocation of fat within compartments plays 

the main role while the contribution of fat compartment volume loss is less significant. 

A short incision is enough to ensure access for the required skin undermining . The undermining is done  

only in the subcutaneous fat plane to ensure direct visualization and better control of the SMAS plication 

and to mobilize the skin for subsequent upward redraping and excision of excesses. There is no need for 

dissections in deeper tissue planes, the risk of injuring vessels and nerves is low. The necessary extent of 

undermining is often even less than in the MACS-lift protocol. Reduced invasiveness of the procedure 

ensures less morbidity and a shorter recovery period for the patient compared to classic face lift 

procedures. 

This operation is relatively easy to perform and highly reproducible, especially for surgeons who already 

have experience in working with ST®s. The procedure takes less time than classic face lifts, requires only 

light sedation and local anesthesia, there is no need for patients’ overnight stay in the clinic. So the 

procedure can be performed as an everyday routine.  

This approach ensures a good natural looking result in adequately chosen patients. An additional 

advantage of this procedure compared to traditional face lifts is the absence of problems with 

postsurgical earlobe deformation/displacement. All this allows to meet patients’ expectations to the 

fullest. 

 

                                                      Conclusion  

The MUST lift applied in the mid- and lower face thirds can be recommended as a complex low invasive 

surgical facial rejuvenation procedure performed on an outpatient basis that ensures a natural looking 

long lasting result, allows to lessen morbidity for the patient and shorten the recovery period. The 

approach is effective, safe and highly reproducible. 
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                                                        Captions  

Figure 1.  Spring Thread® with a disposable guide needle. Note the middle mark on the central barbless 

portion of the thread and small hard 3D barbs with rounded tips inclined towards the thread middle on both 

thread ends.  

Figure 2.  The zigzag incision in the hair-covered temporal area. Note the inclination of the blade. 

Figure 3.  All threads implanted and ready to be anchored to the deep temporal fascia. Note the loops on the 

retaining guide needle and the Prolene suture passed through them. 

Figure 4.  Blind transcutaneous thread fixation in the temporal area. 

Figure 5 a,b.  Two tasks performed on one and the same thread implanted in one straight pass of the guide 

needle. 

Figure 6.  A long hook retractor with a built-in light source significantly facilitates SMAS plication. 

Figure 7 a,b,c.  Excess skin excision. Correct definition of the optimal amount of skin to be excised requires 

experience. 

Figure 8.  Active drainage tube position. 

Figure 9.  Properly apposed and sutured wound edges of the incision in the temporal area. Note the absence 

of folds and other irregularities. The drainage tube is fixated near the auricle. 

Figure 10.  Thread fixation point on the mastoid fascia.  


