A

C@ METIC =B SURGEW

PART 2

MARIE SOMOGYI, MD, FACS

OCULOFACIAL PLASTIC & RECONSTRUCTIVE SURGERY
FACIAL COSMETIC SURGERY

/{\ PRIVATE PRACTICE, AUSTIN, TX
CLINICAL FACULTY, DELL MEDICAL SCHOOL AT UT AUSTIN
TheUniversity of Texas at Austin

F_ Dell Medical School

| HAVE NO
FINANCIAL
Pl OSURED




R

OUTLINE

* PERIORBITAL ANATOMY

* UPPER BLEPHAROPLASTY
*EYEBROW AND FOREHEAD LIFT
* LOWER BLEPHAROPLASTY

*HA FILLER AND FAT - TRANSEER
* CASE STUDIES

* LOWER BLEPHAROPLASTY
oHA FILLER - ANDZEATTRANSEER
v CASESSIURIES

S o
¥T
OUTLINE




BONY FRAMEWORK

A AR R Y,

AGE: 45 AGE: 55




PERIORBITAL AGING CHANGES

15 Anatomy of the midface and bower evelid [ I Anatomy of the midface and lower eyelid with aging

LOWER EYELID NUANCES

Bulge from
orbicularis muscle

Bulge from
arbital fat herniation

Tear trough from attachment
of the erbicularis to the bone




PRE-OPERATIVE EVALUATION

“SNAP”
TEST
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ORBITAL FAT PROLAPSE

* CHARACTERISTIC
CIGAR SHAPED FAT
PAD

* PROMINENCE
INCREASES IN UPGAZE

EYELID EDEMA

« WORSE AFTER A SALTY
MEAL OR IN THE MORNING

« NOT LIMITED BY ORBITAL
COMPARTMENTS

e PURPLISH COLOR

* DOES NOT INCREASE IN
PROMINENCE IN UPGAZE




EYELID EDEMA = NO CHANGE IN UPGAZE

&

Ed

MALAR EDEMA --> FESTOON

 FLUD SPONGE ﬁ

« BOUND BY RETAINING&T
LIGAMENTS

o FAMLLIAL

e ALLERGIC




TREATMENT OF EYELID/MALAR FLUD OR
YEESRGOIN

TR

ORIGINAL INVESTIGATION

DIURETICS
THERMOPLASTY
CAMOUFLAGE
PP SCLEROTHERAPY ‘

: Doxycycline Injection for Sclerotherapy of Lower Eyelid
i Festoons and Malar Edema: Preliminary Results

Kyle J. Godfrey, M.D.*1, Peter Kally, M.D.{, Kristen E. Dunbar, M.D.{,
Ashiey A. Campbell, M.D.1§, Alison B. Callahan, M.D.||, Christopher Lo, M.D.1§,
Robert Freund, M.D# and Richard D. Lisman, M.D 1}

*Department of Ophthalmology, Weill Carnell Medical College, New York, New York: tDepartment of Ophthalmology,
New York University Langone Medical Center, New York, New York; {Dep of Op v, Manhattan Eve,
Ear, and Throat Hospital, New York, New York; §Department of Ophthalmology, Wilmer Eve Institute, Johns Hopkins

University School of Medicine, Baltimore, Maryland; [\Department of Ophthalmology, New England Eye Center at
;:E Tufts Medical Center, Boston, Massachusetts; §Department of Ophthalmalogy, University of California Los Angeles,

Los Angeles, California; and #Department of Plastic Surgery, Lenox Hill Hospital, New York, New York, U.S.A

Purpose: To investigate the safety and efficacy of direct,
intralesional doxycycline hyelate injection for improving the
appearance of cosmetically significant lower eyelid festoons
and malar edema.

Methods: An Institutional Review Board approved,
retrospective review was performed of 13 consecutive patients
with malar edema and/or fostoons injected with doxycycline
hyclate at 4 concentration of 10mg/ml. Pre- and postinjection
photographs were reviewed and graded on a scale of 0 to 3
(0: no festoon; 1: small festoon; 2: medium festoon; 3: large
festoon) by 2 masked physician observers. Patients were
excluded from the final analysis if they received an alternate

E:uu-mny undesirable lower eyelid festoons and melar
edema present a clinical treatment challenge, and no univer-
sally advocated treatment exists. The presumed pathophysiclogy
is Iymphatic stasis and anatomical laxity of dermal attachments,
resulting in fluid accumulation that has a characteristic clinical
pp . This P is created by fluid
retention confined between the periorbital retaining ligaments,
including the orbicularis retaining ligament and the zygomati-
cooutaneous ligament (Fig. 1). The underlying pathophysiology
of lower eyelid festoons and malar edema is likely the same. It
is important to note that lower eyelid edema and midface swell-
ing may represent underlying systemic pathology that should

be worked up appropriately.

WITH DOXYCYCLINE §

SURGERY +/- CO2

.

Osmotically active hyaluronic acid

dose had ic records, or a fic ; it
e, CNloc e i i 7 fillers or facial surgery, along with allergies and sinusitis, may
did not follow up. Student f test was used for statistical analysis. e i ot Foneodi i thie Gt Ay predlApisea -

\—g—n/r:uhs: Twenty consecutive treatment areas of 11 patients % g
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OPTIONS TO IMPROVESLOWER EYELID

* SKIN' RESURFACING
* FILLER INJECTIONS

HYALURONIC ACID (“FILLERS™)
=y AUTOLOGOUS FAT TRANSFER
= e TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY
e TRANSCUTANEOUS LOWER BLEPHAROPLASTY ,
* ORBITAL FAT TRANSPOSITION

e CHEEK AUGMENTATION
s

'{‘c




OPTIONS TO IMPROVE LOWER EYELID

* SKIN' RESURFACING
* FILLER INJECTIONS .
HYALURGNICACIDREIEEERS )
AUTOLOGOUS FAT TRANSFER
* TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY ‘
* TRANSCUTANEOUS LOWER BLEPHAROPLASTY
* ORBITAL FAT TRANSPOSITION

* CHEEK AUGMENTATION
S

TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/~— LATERAL CANTHAL RELEASE .
1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .
INFERIOR BORDER OF THE TARSUS

PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL RIM
PERIOSTEAL INCISION

RELEASE OF THE ORBITAL RETAINING LIGAMENT
DISSECTION OF THE EAT PEDICLES

TRANSPOSITION OF THE ‘FAT PEDICLES
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TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/=LATERAI- CANTHAL RELEASE

1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .

INFERIOR BORDER OF THE TARSUS

PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL RIM
PERIOSTEAL INCISION

RELEASE OF THE ORBITAL RETAINING LIGAMENT
BISSECTIONEOF-THE-EAT=PEDICLES

TRANSPOSITION OF THE FAT PEDICLES

GBI KO0

e

TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/~— LATERAL CANTHAL RELEASE

1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .

INFERIOR BORDER OF THE TARSUS

2. PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL
RIM

3. PERIOSTEAL INCISION

4. RELEASE OF THE ORBITAL RETAINING LIGAMENT

il SO ECHGN-OETFHECEA T PEDICEES

— 97 TRANSPOSITION OF THE FAT PEDICLES

Ly o

‘
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TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/=LATERAI- CANTHAL RELEASE

1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .

INFERIOR BORDER OF THE TARSUS

PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL RIM
PERIOSTEAL INCISION

RELEASE OF THE ORBITAL RETAINING LIGAMENT
BISSECTIONEOF-THE-EAT=PEDICLES

TRANSPOSITION OF THE FAT PEDICLES
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TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/~— LATERAL CANTHAL RELEASE

1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .

INFERIOR BORDER OF THE TARSUS

PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL RIM
PERIOSTEAL INCISION

RELEASE OF THE ORBITAL RETAINING LIGAMENT
DISSECTION OF THE EAT PEDICLES

TRANSPOSITION OF THE ‘FAT PEDICLES
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TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/=LATERAI- CANTHAL RELEASE

1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .

INFERIOR BORDER OF THE TARSUS

PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL RIM
PERIOSTEAL INCISION

RELEASE OF THE ORBITAL RETAINING LIGAMENT
DISSECTION OF THE FAT PEDICLES

TRANSPOSITION OF THE FAT PEDICLES
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TRANSCONJUNCTIVAL LOWER BLEPHAROPLASTY

+/~— LATERAL CANTHAL RELEASE

1. TRANSCONJUNCTIVAL INCISION 2-3MM BELOW THE .

INFERIOR BORDER OF THE TARSUS

PRESEPTAL DISSECTION TO THE INFERIOR ORBITAL RIM
PERIOSTEAL INCISION

RELEASE OF THE ORBITAL RETAINING LIGAMENT
DISSECTION OF THE EAT PEDICLES

TRANSPOSITION OF THE FAT PEDICLES
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TRANSPOSITION OF FAT PEDICLES

[8] Lower bhlepharoplasty biplanar approac|
e e

[ Anatomy of the midface and |owes 2yelid with aging

Manipulation
of aebital fal pedicie

peull fat = 410 Subarbicrlans ool fat
. augenended with fat tramfar

Malar ligament Retease of malar lgament

Jo. 7. Biplanar Contour-Oriented Approach to Rejuvenation. Jama Facial Plast Surg.

END-TO-END TECHNIQUE

]II Anatomy of the inferior orbital fat pads

Inferior oblique

1
4t s muscle

Inferior orbital fat pad transposition

‘4
\ \ = ”
Central and medial fat ;Ja:'.'\,{f ....... y

pedicles draped over orbital

3 \9_/ rim and sutured in place /ﬁ'}
____.-'—'-'-/

14



OUTLINE

L OWER BEEPHARORLEAS Y
*HA FILLER AND FAT TRANSFER
* CASE STUDIES
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WITH
VOLUME AUGMENTATION
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VOLUME AUGMENTATION OPTIONS

* IMPLANTS

* SYNTHETIC FILLERS
IE HYALURONIC ACID

*FAT TRANSFER

SYNTHETIC FILLERS
R

( Juvéderm Radiesse

EEEEEEEEEEEEE

BELOTERO
?@7‘7% ’ Scul ptzra@

redefining beauty® Natural Collagen Stimulation
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FAT TRANSFER: EQUIPMENT

JTulip' AmpLE

MEDICAL SCIENTIFIC
PRODUCTS

BT oo oamdl

FAT TRANSFER: EQUIPMENT

* INFILTRATION
 HARVESTOR

* LUER LOCK TRANSFER
« ICC AND 10CC LUER LOCK SYRINGES
* ALBUMN

e CENTRIFUGE

e @9 INJECTOR

18



FAT TRANSFER: EQUIPMENT

INFILTRATION

HARVESTOR

LUER LOCK TRANSFER

1ICC AND 10CC LUER LOCK SYRINGES
ALBUMIN
CENTRIFUGE
©.9 INJECTOR

FAT TRANSFER: EQUIPMENT

INFILTRATION "Z P,
HARVESTOR ~S %
LUER LOCK TRANSFER
ICC AND 1@CC LUER LOCK SYRINGES
ALBUMIN

CENTRIFUGE

@.9 INJECTOR
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FAT TRANSFER: EQUIPMENT

INFILTRATION
HARVESTOR

LUER LOCK TRANSFER
ICC AND 10CC LUER LOCK SYRINGES
ALBUMIN
CENTRIFUGE
©.9 INJECTOR

FAT TRANSFER: EQUIPMENT

INFILTRATION

HARVESTOR

LUER LOCK TRANSFER

1ICC AND 10CC LUER LOCK SYRINGES
ALBUMIN

CENTRIFUGE

.9 INJECTOR
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FAT TRANSFER: EQUIPMENT

INFILTRATION

HARVESTOR

LUER LOCK TRANSFER

1ICC AND 10CC LUER LOCK SYRINGES
ALBUMIN

CENTRIFUGE

©.9 INJECTOR

FAT TRANSFER: EQUIPMENT

INFILTRATION

HARVESTOR

LUER LOCK TRANSFER

1ICC AND 10CC LUER LOCK SYRINGES
ALBUMIN

CENTRIFUGE

.9 INJECTOR
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FAT TRANSFER: EQUIPMENT

INFILTRATION

HARVESTOR

LUER LOCK TRANSFER

1ICC AND 10CC LUER LOCK SYRINGES
ALBUMIN

CENTRIFUGE

©.9 INJECTOR

FAT TRANSFER: ESSENTIAL STEPS

1. TUMESCE HARVEST SITE
SENSORY BLOCKS

HARVEST AND PROCESS FAT
INJECT FAT

INENSIN

22



STEP 1 TUMESCE HARVEST SITE

¥

STEP 1 TUMESCE HARVEST SITE

23



LIDOCAINE TOXICITY

~

*DETERMINED BY TOTAL DOSE AND RATE OF
ABSORPTION
e TOTAL DOSE = 4.5 MG/KG
*RATE OF ABSORPTION —> DEPENDENT ON
BLOOD FLOW TO THAT TISSUE
VASOCONSTRICTORS, SUCH AS EPINEPHRINE,
ARE FREQUENTLY USED
MAY INCREASE TOXIC DOSE TO 7 MG/KG

54 o, /i

LIDOCAINE TOXICITY

I SIGNS &6 SYMPTOMS

*EARLY SIGNS (*AWAKE PATIENTS*)
CIRCUMORAL NUMBNESS

TONGUE PARESTHESIA «LATE SIGNS
DIZZINESS UNCONSCIOUSNESS
TINNITUS COMA

BLURRED VISION
* PROGRESSIVE SIGNS
MUSCLE TWITCHING

SEIZURES
L .




STEP 2: SENSORY NERVE BLOCKS

.~ Ophthalmic branch

~ Mandibular branch

ZYGOMATICO
-TEMPORAL

ZYGOMATICO
-FACIAL

~— Mandibular branch

25



STEP 3: HARVEST AND PROCESS FAT

**MAINTAIN
2CC OF
BACK
PRESSURE

CENTRIFUGE
3 MINUTES
1000 RPM

26



STEP 3: HARVEST AND PROCESS FAT

Fat cells

STEP 4: INJECT FAT

27



STEP 4: INJECT FAT

28



ADVANTAGES OF NANOFAT

DOES NOT CONTAIN ADIPOCYTES! % 3’%‘“ @M\
HIGH CONCENTRATION OF

Milli Fat Micro Fat Nano Fat
REGENERATIVE STEM CELLS

CAN BE INJECTED INTRADERMALLY . .

WITH A 27-30© G NEEDLE Supercin —

Liuome lul Support Fat Compartments ~ Iniradermal
Deep Fat Compartments ~ Mesolhero Py,
n

29



NANOFAT

STEP 1
HARVEST FAT

e 20CC SYRINGE

e 2.4 MM TRANSFER

 MANUALLY TRANSFER
30 TIMES




 CHANGE TO 1.2 MM
 MANUALLY TRANSFER

EMULSIFY => SIZE DOWN

30 TIMES

31



PROCESS THROUGH NANOTRANSFER

e STERILLE 2@ CC SYRINGE TO
OUTPUT PORT
e PASS THROUGH ONCE!

PROCESS THROUGH NANOTRANSFER

* INDIVIDUAL 1CC SYRINGES
TO INJECT

32



# QUESTIONS?

& DRMARESOMOGYISGMALCOM

b

e » PERIORBITAL ANATOMY.

_ +UPPER BLEPHAROPLASTY
3

OUTLINE

» LY EBROW ANDT-OREHEADHH-
s HAHEERANDFATFRANSFER

» CASE STUDIES

33



QUAD BLEPH IN MEXICO - NOW WITH
“EYE REDNESS”

34



POST BLEPHAROPLASTY LOWER EYELID RETRACTION

.

THREE PRIMARY FEATURES

1. RETRACTED LOWER EYELIDS

2. SCLERAL SHOW

3. ROUNDING OR DISTORTION OF THE CANTHAL ANGLE

s
A

NEGATIVE VECTOR EYELID®

°
{#
N r

EXAM
CHECK VISION
OCULAR SURFACE
FLUOROSCEIN STAINING
LOWER EYELID POSITION

LAXITY
FORCED UPWARD TRACTION TEST

ORBICULARIS WEAKNESS

FISH MOUTHING OF THE EYELIDS

o ) e

35



POST BLEPHAROPLASTY LOWER EYELID RETRACTION

e RETROSPECTIVE CHART REVIEW
e ALL PATIENTS HAD TRANSCUTANEOUS LOWER
BLEPHAROPLASTY
¢ NO PATIEENTS HAD TRANSCONJUNCTIVAL APPROACH
 FACTORS:
- ANTERIOR LAMELLAR SHORTAGE
- EYELID TETHER (E INTERNAL SCAR)
- UNRECOGNIZED EYELID LAXITY
- ORBICULARIS WEAKNESS
- PRESENCE OF NEGATIVE VECTOR TOPOGRAPHY

a8 s 0 ‘e

IDENTIFY THE PROBLEM --> SURGICAL SOLUTION

*LOWER EYELID RETRACTION WITH MILD
ANTERIOR LAMELLAR SHORTAGE
- PATIENT REFUSED SKIN GRAFRT
- RECESSION OF THE LOWER EYELID
RETRACTORS TRANSCONJUNCTIVALLY

* UNRECOGNIZED LOWER EYELID LAXITY
- CANTHOPLASTY

Y i s owi 0 umdl
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LATERAL TARSAL STRIP
STEP 1 1 CM LATERAL SKIN INCISION

STEP 2: DISSECTION TO LATERAL ORBITAL RIM
PERIOSTEUM

37



STEP 3: CONSTRUCTION OF TARSAL STRIP

STEP 4: DENUDE EPITHELIUM

38



STEP 5: PREPLACE TARSAL STRIP SUTURE

STEP 6: PASS SUTURE THROUGH RIM PERIOSTEUM
INSIDE THE ORBITAL RIM NEAR WHITNALL” S TUBERCLE

39



STEP 7: REFORM LATERAL CANTHAL ANGLE

i e e
e,

40



FRIDAY OR

*/5 YO FEMALE SCHEDULED FOR
UPPER BLEPHAROPLASTY AND
PTOSIS REPAIR

*HISTORY OF PROPHYLACTIC
ASPIRIN

- STOPPED 1@ DAYS PRIOR

* SURGERY UNEVENTFUL

8PM FRIDAY NIGHT --> PHONE CALL

e COMPLAINS OF NAUSEA, VOMITING, AND PAIN IN
THE RIGHT EYE
e ON CALL DOCTOR RECOMMENDS TAKING THE

PAIN MEDICATION AND ZOFRAN
e “CALL BACK IF THIS DOES NOT IMPROVE”

41



1© PM ERIDAY NIGHT --> ANOTHER PHONE CALL

*  REPORTS INCREATE IN PAIN
e NOW, UNABLE TO OPEN THE EYE
*  APPEARS MORE SWOLLEN THAN AFTER SURGERY

WHAT DO YOU DO?

e
W

OFFICE VISIT

“MEET ME AT THE OFFICE NOW”

42



EXAM

QUICKL Y CHECK VISION
PUPILLARY EXAM
EXTRAOCULAR MOTILITY
INTRAOCULAR PRESSURE
- NORMAL: 1@-21 MMHG s
- COMPARE TO THE mrh

ebim conmne o womcvanm e

‘NORMAL”’ SIDE iie00 @@

3
‘equrvalent

L]

s el e A H
ooy o s ko i W gk

CHECKING THE PUPIL" S RESPONSE TO LIGHT

THE NORMAL PUPILLARY REACTION

43



LIGHT SHINED IN COMPROMISED EYE

PUPILS DILATE BECAUSE LESS LIGHT PERCEIVED

e

RELATIVE AFFERENT PUPIL DEFECT (RAPD)

THE SWINGING LIGHT TEST

=y

44



EXAM

VA:

- 20/100 IN THE RIGHT EYE
VS 20/40 IN THE LEFT

+ RAPD IN THE RIGHT EYE
RIGHT ORBIT FEELS TENSE
|IOP: 48 IN THE RIGHT EYE VS
16 N THE LEFT EYE

MANAGEMENT

IMMEDIATE CANTHOTOMY AND CANTHOLYSIS

45



MANAGEMENT

OPEN CANTHUS
DRAIN HEMATOMA
OBTAIN HEMOSTASIS

CHECK VISION AND IOP AFTER FULLY
RELEASING THE CANTHUS

CONSIDER STARTING STEROIDS
CHECK PATIENT THE FOLLOWING DAY

CASE #3

46
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TEAR TROUGH FILLER

RESTYLANE-L PERFORMED IN THE TEAR TROUGH AT
2PM

UNEVENTFUL
SPM PHONE CALL = “GRAY VISION” IN THE RIGHT
EYE

WHAT DO YOU DO?

_

FILLER RELATED VISION LOSS

#1 = SEE THE PATIENT

CHECK VISION, PUPILLARY EXAM, EXTRAOCULAR
MOTILITY, EYELID POSITION

CAREFUL SKIN' EXAM

**BLANCHING, ERYTHEMA, DUSKINESS

IF ABLE = DIRECT OPHTHALMOSCOPE TO LOOK AT
RETINA

IF NOT, REFERRAL TO OPHTHALMOLOGY

TREATMENT??

<, Y pE 4
= 4 3




FILLER RELATED VISION LOSS TREATMENT

REVIEW ARTICLE

Avoiding and Treating Blindness From Fillers: A Review of
the World Literature

_ Vamen Dovvsiins W EDORA EAAT S Tois N & Cansseeens MDD, FRCSC, FRC (OPHTH),

:K Jowes, MD#
Cosmetic Medicine

Update on Avoiding and Treating Blindness 2 2075 The Ammlan Socity

. - tor Aesthetic Plastic Surgery, Inc.
From Fillers: A Recent Review of the World Rt nd pemiso: . B0t Ve, Yoy spéce00
Literature DOI: 10.1093/25/5z053 Rt s S e

v aestheticsurgeryjournal com Reprints and permission:

OX_FO RD hitpi/ v, sagepub.com/

- S journalsPermissions nav
UNIVERSITY PRESS DOI:10.1177/1 080B20X1 4525035
www.aestheticsurgeryjoumal.com

Katie Beleznay, MD, FRCPC; Jean D.A. Carruthers, MD, FRCSC, FRC ®SAGE
(OPHTH); Shannon Humphrey, MD, FRCPC; Alastair Carruthers, MD,
FRCPC; and Derek Jones, MD

HOW DOES THIS HAPPEN??

Supraorbital a,

Supratrochlear a.
Dorsal nasal a.

~ Angular a.
Infraorbital a.

-
Ophthalmic a.

Posterior ciliary Je&
arteries

Bolezn: ing Blindness From Fillers: A Review of the World Litorature. Aesthet Surg J, 39 (2019), p. 662

48



RETINAL VASCULAR OCCLUSION

REVIEW ARTICLE

Avoiding and Treating Blindness From Fillers: A Review of
the World Literature

Karie BeLeznay, MD, FRCPC, FAAD,* Jean D. A. Carrutters, MD, FRCSC, FRC (OPHTH),
FASOPRS," SHannoN HumpHrey, MD, FRCPC, FAAD,* AND Derek Jones, MD¥

NASAL = 56.3%

GLABELLA = 27.1%
FOREDHEAD = 18.87
NASOLABIAL FOLD = 14.67

49



TYPE OF FILLER ASSOCIATED WITH VISION LOSS

. HA FILLER = 8137 “
. CA HA =10.4;

. AUTOLOGOUS FAT = 217
. POLY-LACTIC ACID = 2.1
- UNKNOWN = 427

. - = —
PLA

HA Caka Unknown of MR Autologous fat

1 ~ - ® 1

? - =4 5

Belem!m 'Imﬂ Blindness From Fillers: A Review of the World Literature. Aesthet Surg J, 39 (2019), p. 662 “ f .‘i { - “?
< i - s = d

TREATMENT?

Light Perception Vision Recovery

OR|G|NAL |NVESTI Aftar Traatmaant fAr ralr:s']m

WAL Coy
SR
PN

b M.D.,

Aesthetic Surgery lournal
8 Vol 3

Preliminary Report bt it
Aesthetic nc,
Efficacy of Retrobulbar Hyaluronidase Injection [ -

m up.
DOI: 101093 /as)/sjw216

for Vision Loss Resulting from Hyaluronic Acid ewssiecugeomson  \fter Hyaluronic Acid Filler
Filler Embolization OXTFORD

UNIVERSITY PRESS
Guo-Zhang Zhu, MD, PhD; Zhong-Sheng Sun, MD; Wen-Xiong Liao, MD;

Bing Cai, MD; Chun-Lin Chen, MD; Hui-Hui Zheng, MD; Li Zeng, MD; and
Sheng-Kang Luo, MD, PhD

i i il 0w

Rl o
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TREATMENT?

-NO GOLD STANDARD FOR TREATMENT
-HIGH VOLUME OF HYALURONIDASE
-NITROPASTE TO AREAS OF SKIN ISCHEMIA
- ASPIRIN

LOWER THE INTRAOCULAR PRESSURE

ORBITAL MASSAGE
ANTERIOR CHAMBER PARACENTESIS
TOPICAL GLAUCOMA MEDICATIONS +/- ACETAZOLAMIDE

.INCREASE VASODILATION = HYPERVENTILATE IN PAPER BAG

(INCREASE CO,)
-RETROBULBAR HYALURONIDASE??
- HYPERBARIC OXYGEN™

HOW TO AVOID/MINMIZE COMPLICATIONS

KNOW YOUR ANATOMY

LOCATION OF KNOWN VESSELS
CONSIDER USING A CANNULA RATHER THAN NEEDLE
NON-PERMANENT FILLER (ABILITY TO DISSOLVE)
AVOID AREAS OF SCARRING (FIXED BLOOD VESSELS)
LIMIT INJECTION PRESSURE
PPASPIRATE BEFORE INJECTING??




THANK YOUI

QUESTIONS?

DRMARIESOMOG YleGMAIL . COM
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