
The popular-
ity of

hyaluronic acid
fillers is growing
in the United
States since the
FDA approval
of Restylane
(Medicis) in
2003. Aesthetic

physicians now use this family of fillers
for both localized filling and volumetric
restoration of the aging face. Hyaluronic
acid is safe and effective when used prop-
erly. Injection complications are rare,
with bruising being the most common.
There are differences between the HA
fillers currently available in the US.
Juvéderm Ultra and Ultra Plus (Allergan)
are gel formulations; while Restylane and
Perlane (Medicis) are particle suspen-
sions. There is considerable data and
anecdotal evidence of the benefit and
safety of all four of these popular HA
fillers. In general, the more cross-linked
Juvéderm Ultra Plus, and the larger-par-
ticle Perlane are better for volumetric and
deeper fold correction. Juvéderm Ultra
and Restylane are more appropriate for
less profound wrinkle correction and fill-
ing into finer wrinkles and folds. If a
more robust HA filler is improperly
placed too superficially into the dermis
or into a fine line, the skin can get a firm,

“woody” texture and the skin
can actually fold or festoon to
make the patient’s face have
more drooping. Of course, one
of the benefits of HA fillers is
the reversibility with hyaluro-
nidase, but the following is a
case of improper Perlane injec-
tion into a fine line, and the cor-
rection with Botox (Allergan)
and Restylane.

Case Description. The patient
is a healthy 40-year-old with a
past history of the injection of
Sculptra (Dermik), Restylane,
and Botox, all without incident.
A novice injector decided to try
Perlane to correct the fine lines
lateral to the corner of the
mouth. The result was the over-
hanging making the mouth cor-
ners appear drooping. 

Alternative to Hyaluronidase.
Before using hyaluronidase to
remove the improperly place
material, I decided to try to
build up the surrounding area
volumetrically. The areas superi-
or and lateral and inferior and
medially were injected in a grid-
like pattern deep into the sub-der-
mal plane using Restylane. In
addition, Botox was used in the
mentalis to soften the chin muscle

The photo at top shows where Perlane was improperly injected (white
ovals). Yellow lines indicate where Restylane was injected deeply to
expand and lift tissue. The blue dots identify where Botox was inject-
ed.The patient is shown upon presentation with a complication from
Perlane injection (above, middle) and after successful correction
(bottom). 
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and depressor angularis oris to minimize
the pull down of the mouth corner
which when done in concert, result in
chin reshaping. 

The combination supported the fes-
tooned mouth corner, buttressed it infe-
riorly, and lifted it. The result was a soft-
er look and a camouflage of the hanging
mouth corner. n

Case Description. A
57-year-old white
woman who was an
ex-smoker with a
history of extensive
sun exposure and a
facelift procedure
two to three years
previously present-
ed with fine and
deep rhytides of
the lower and
upper eyelids and

prominent lateral periorbital rhytides
that extended to the superolateral mid-
face at rest. She also had two vertical
glabellar ridges that were indurated and
mobile over the underlying bone on pal-
pation at the sites of liquid silicone
injection 17 years previously. Surface
cutaneous changes within the periorbital
frame also included hyperpigmentation
(most prominently on the lower eyelid)
and pore prominence. The patient was
treated in six sessions. 

Session 1. During session one, her
hyperdynamic rhytides were treated
with botulinum toxin A (Botox,
Allergan) injections to the glabellar and
lateral orbital regions and for brow shap-
ing (Photo 1). (She also received Botox
to the forehead and to the lower face for
improvement of frontal and perioral
rhytides and the oral commissures.) 

Discussion: Tissue trauma can be
minimized by injecting the periorbital
frame with low volumes of concentrated

Botox solution through a small gauge
needle. I dilute 100 units of Botox with
2.5cc of preserved normal saline and
inject it using a 32-gauge needle
attached to an Injekt-F Low waste 1cc
luer slip syringe (available from
Physician Sales & Service, Inc. and
other medical supplies companies). This
patient’s brows were lifted by injecting 3
units of Botox subdermally into the
Orbicularis just lateral to the eyebrow
tail on each side and 5 units of Botox
into the Procerus region. Her brows
were arched by injecting less Botox
higher over the mid-brow than over the
medial and lateral brow. Eye-opening
was achieved by injecting 2 units of
Botox subcutaneously into the pre-tarsal
Orbicularis on each side, just below the
ciliary margin in the mid-pupillary line;
this brings down the lower eyelid rims
by a fraction of a millimeter and gives
the face an appealing, wide-eyed look.
This technique should not be attempted
in patients with poor elasticity of the
lower eyelid skin.

Session 2. Nearly four weeks after her
Botox injections, the patient returned
for her second treatment session, which
entailed a two-layer approach to volume
replacement and lifting of the perior-
bital frame with NASHA fillers, as
described previously.1 Small particle
non-animal stabilized hyaluronic acid
(NASHA) filler (Restylane, Medicis)
was injected into her lateral eyebrow
arches, glabella, lower eyelids, and
superolateral midface. Large particle
NASHA filler (Perlane, Medicis) was
injected into the superomedial midface
and at the temporal hairline (Photo 2).
The NASHA fillers were also injected
into this patient’s lower face; a total of
3cc Perlane and 3cc Restylane were
injected during Session 2. 

Discussion: I employ different injec-
tion strategies for the periorbital frame
on the basis of the physiologic age of the
skin.1 The goal for this physiologically
older patient with decreased skin elastic-
ity was to fill, elevate, and tighten the

periorbital frame. My selection of fillers
for periorbital rejuvenation is based
upon considerations of both aesthetics
and safety. I find that Restylane and
Perlane allow for precise injection with
minimal tissue trauma and provide
excellent long-term contour stability. 

Almost 12 years after the approval
of Restylane in Europe and other
countries, five years after its approval
in the United States by the FDA, and a
number of years after the approval of
other NASHAs, such as Juvéderm
Ultra (Allergan) and Juvéderm Ultra
Plus (Allergan), there have been no
reports of ocular morbidity due to
arterial occlusion or embolic phenom-
ena after NASHA injection. (There
have been only a few reported cases of
ocular morbidity, all of which were
associated with injections of non
NASHA dermal fillers). 

Photo 1 : Sites of Botox injection to glabella  and left
periorbital region. All periorbital Botox injections were
bilateral. 

Photo 2: Sites of Restylane injection are shown in
green; Perlane is white. 

Photo3: Sites of triamcinolone acetonideinjection are
shown in blue. 
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Session 3. The third treatment ses-
sion, almost two months after the Botox
injections and almost one month after
the Restylane and Perlane injections,
focused on correcting the irregularities
caused by the prior silicone injections.
To this end, 0.4cc of triamcinolone ace-
tonide suspension 2.5mg/ml (one part
Kenalog-10 diluted with three parts
sterile preserved normal saline) was
injected intradermally into the glabellar
ridges (Photo 3). 

Session 4. Three weeks later, triamci-
nolone acetonide was again injected
into the glabellar ridges. 

Discussion. Some clinicians find
permanent fillers, such as liquid sili-
cone, to be of value in facial rejuvena-
tion. However, a number of concerns
exist. One concern is the propensity of
liquid silicone to cause granuloma for-
mation.2 Another concern is that liquid

silicone and other
permanent fillers
are irreversible and
non-adjustable.
Silicone that is
injected into the
face of a patient at
the age of 40 may
cause contour
irregularities by
the time she is
nearing 60 due to
granuloma forma-
tion and also due
to the inherent
limitations of a
permanent filler
that cannot be
adjusted to con-
form with the

changing landscape of an aging face.
Because granulomas often respond to
corticosteroids, intralesional injections
with triamcinolone acetonide may be
helpful in reducing inflammation and
correcting these contour irregularities. I
find that such injections are not a per-
manent solution and may need to be
repeated on an as-needed basis.

Session 5. During the fifth treatment
session, the patient had fractional abla-
tive carbon dioxide (CO2) laser resurfac-
ing (Fraxel re:pair laser, Reliant
Technologies) to her face and neck. I
observe excellent, synergistic results
from sequential treatment during differ-
ent sessions with this ablative fractional
10.6-micron CO2 laser and with
NASHA fillers. During treatment,
microscopic columns of skin ablation
and coagulation are created to a depth
of up to 1.6mm, with sparing of the sur-

rounding untreated tissue—a process
known as fractional deep dermal abla-
tion (FDDA). A recent study3 showed
that FDDA resulted in collagen remod-
eling for at least three months after
treatment of forearm skin, as deter-
mined by immunohistochemical analy-
sis of heat shock proteins. The post-
treatment recovery period is relatively
short: Skin reepithelialization is com-
pleted within 48 hours of FDDA, and
erythema consistently subsides within
four to seven days of FDDA. This min-
imizes or eliminates the risks associated
with the considerably longer healing
period after traditional ablative CO2

laser or erbium:YAG laser resurfacing,
including infection, dyspigmentation,
and scarring.4,5

Session 6. Three days later, the
patient’s skin was fully reepithelialized
and she had a sixth and final session
during which her glabellar ridges were
injected again with triamcinolone ace-
tonide suspension.

The patient described herself as
“beyond thrilled” with the results of this
six-step program of nonsurgical facial
rejuvenation (Photos 4-9). n

Adapted by the author from Medscape
Aesthetic Medicine CME/CE Interactive
Lecture and Case Series, Techniques for
Minimally Invasive Rejuvenation of the
Periorbital Region by Hema Sundaram, MD,
FAAD http://cme.medscape.com/viewpro-
gram/14656

Dr. Sundaram has served as a Clinical
Investigator, Advisor, Consultant, Speaker
and/or Physician Trainer for Medicis
Pharmaceutical Corporation, Allergan, Inc.,
and Reliant Technologies.
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Photo 4 (right): Patient is shown at start of session one, prior to treatment. Photo 5: Patient after sixth session.

Photo 6 (right): Patient before treatment. Photo 7: Patient 2 months, 4 days after
Botox and 1 month,2 days after Restylane and Perlane.

Photo 8 (right): Patient before treatment. 
Photo 9: Patient after Restylane, Botox, and Fraxel re:pair treatment.
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