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Objectives of the Mentorship Programme 
 

1. The learner will have knowledge on the history of Botulinum Toxin A, 

Dermal Fillers and pharmacology of products used 

 

2. The learner is knowledgeable in specific anatomy of the face as well as 

any complication recognition and treatment pathways  

 

3. Will be competent in consultation techniques, and managing 

psychological issues 

 

4. The learner will be proficient in facial assessment and beautification of 

the facial features 

 

5. The learner is able to deliver Botulinum Toxin and Dermal filler treatment 

safely to a full range of facial areas and medical indications 

 

6. The learner can efficiently provide aftercare and follow up reviews to 

treatments provided. 

 

7. The learner will be able to access evidence-based studies to ensure that 

current practice is up to date  
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Objective One:  The learner will have knowledge on the history of 

Botulinum Toxin A, Dermal Fillers and pharmacology of products used 

 
History of Botulinum Toxin 
With widespread interest dating over 100 years, Botulinum Toxin has gained increasing 
momentum and precedence within ever advancing medical research. 
 
Botulinum Toxin originates from the 
bacterium Clostridium Botulinum. 
 
Clostridium botulinum is a Gram-positive, rod-
shaped, anaerobic, spore-forming, motile bacterium 
with the ability to produce the neurotoxin 
botulinum. The botulinum toxin can cause botulism, 
a severe flaccid paralytic disease in humans and 
other animals and is the most potent toxin known to 
man. 
 
The term is derived from Latin word botulus, 
meaning sausage, as poorly cooked sausages were 
formerly associated with food poisoning. 
 

• Clostridium Botulinum is anaerobic gram-positive bacillus with subterminal spore. 
• It is ubiquitous, widely distributed as a saprophyte in soil, animal manure, vegetables, 

and sea mud. 
 
Justinus Kerner, a German poet and practising physician 
first wrote of the clinical symptoms of food botulism. 
His work was published between 1817 and 1822. Kerner 
also explored the use of Botulinum Toxin for 
therapeutic usage. Kerner experimented with the use of 
Botulinum Toxin on both himself and animals.  
  
There are still a handful of botulism cases every year in 
Germany (and around 100 annually in the US), typically 
from consuming home-preserved foods—although 
thanks to an antitoxin developed half a century ago, far 
fewer people die from it than in the past. Meanwhile, 
the toxin itself—especially types A and B—has found uses in many fields of research and 
medicine. The US has even researched it in the past as a bioweapon.  
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Therapeutic Uses 

As BT produces flaccid paralysis, it can be used therapeutically for the treatment of spasmodic 
conditions such as strabismus, blepharospasm, and myoclonus. 
 
Blocking of acetylcholine release is permanent, but the action is short-lasting as the recovery 
occurs in 2 to 4 months once the new terminal axons sprout.  
 
In cosmetic use after entry to the muscle, BT binds to the acetylcholine receptors on the 
neuromuscular junctions, resulting in blockage of the release of the neurotransmitter leading 
to flaccid paralysis.  
 
Types of Botulinum Toxin used for Cosmetic Indications  
 

• Licensed for use in the UK 
Ø Onabotulinumtoxin A BOTOX) or Vistabel 50 mgs for cosmetic use ALLERGAN 
Ø Incobotulinum toxin Bocouture (medical formulation is Xeomin) MERZ 
Ø Abobolotunum toxin Azzalure (medical formulation is Dysport) GALDERMA 
Ø (Letibotulinumtoxin A Letybo CROMA 

  
• Not licensed for use in the UK 
Ø Botulax 
Ø Parabotulinum toxin A Jeauveau 
Ø Daxibotulinumtoxin A Revance 

 
Jean Carruthers, MD, FRCSC, FRC(OPHTH), remembers the ‘A-ha!’ moment when she realized 
that neuromodulators could transform cosmetic medicine.  
It was the 1980s, and Dr. Carruthers wasn’t a cosmetic physician. She was an ophthalmologist. 
She had injected a patient with a neuromodulator to treat her blepharospasm, a painful and 
debilitating condition where people spasm in their eyelids, face and sometimes the neck and 
arms.  
 
The patient, Dr. Carruthers recalls, was angry.  
“She pointed at her inner brows and said, ‘You didn’t treat me here,’” Dr. Carruthers says. I 
apologised to her, saying, ‘I’m sorry but I didn’t think you were spasming there.’ And she 
responded, ‘I know. I’m not spasming there, but every time you treat me there, I get this 
beautiful untroubled expression.’” 
 
That day, in her clinic with the angry patient, Dr. Carruthers was inspired. She thought about 
how her cosmetic dermatologist husband Alastair Carruthers, MA, BM, BCh, FRCP(LON), 
struggled to treat the ageing face with often sub-optimal options of collagen-based fillers and 
fat.  
 
“Those options only supported the folds in the skin, they didn’t give any relaxation to the 
musculature in the region,” Dr. Carruthers says.  
She went home that night and said to her husband, “You know, I think I have something for 
your cosmetic frown line patients.” 
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History of Dermal Filler 
 
In the early 1900s paraffin was used as a treatment for the augmentation of soft tissue. This 
substance was first injected as treatment for medical conditions such as bladder incontinence, 
or the formation of prosthetic testicles. From this, treatments progressed and evolved to 
include augmentation of the face. The use of paraffin for soft tissue augmentation resulted in 
significant complications such as pulmonary embolism, necrosis, persistent fistulas, breast 
amputation and fatality. This then led to the discontinuation of the use of paraffin during the 
time around the first world war.  
 
In 1893 the first fat graft was performed by a physician called Dr Neuber, where fat was 
removed from the arm and placed into the face to treat scarring. It was in 1912, when 
photographic record of fat transplantation though the use of a hypodermic needle was 
presented, which was identified as a live tissue transplant. Through the introduction of the 
cannula by Miller in 1926, fat grafting became successful in treating facial lipoatrophy.  
 
Silicone was then discovered and utilised as a means of breast and facial augmentation; 
however facial silicone injections are banned in most countries around the world due to the 
irreversible complications. Complications associated with this treatment were often more 
severe than those seen with that of the use of paraffin.  
 
Bovine Collagen was approved for cosmetic injection by the FDA in 1981. This was used for 
the correction of deep nasolabial folds, depressed acne scarring, lipoatrophy and soft tissue 
augmentation. Discoverable complications included anaphylaxis, palisading granulomas, and 
foreign body granulomas.  
 
In 1934, Karl Meyer and John Palmer together discovered and formulated a facial filler 
substance called glycosaminoglycan disaccharide otherwise known as hyaluronic acid. 
Hyaluronic acid is a naturally occurring substance found in the body, of which 50 percent is 
found in the skin. Following natural production, hyaluronic acid is released into extracellular 
space providing a plumping, volumizing effect. The cross linking of hyaluronic acid improves 
the impact of volumisation hence its prolific use in cosmetic procedures for facial 
rejuvenation. Benefits of hyaluronic acid for use in facial rejuvenation includes safety, 
effectiveness, affordability, reversibility, or the non-permanent nature of the product.  
 
 
Botulinum Toxin Pharmacology 
 
BT is a zinc-dependent protein of 150 kDa (100 kDa heavy chain and a 50 kDa light chain). 
Eight types of C. botulinum strains have been identified (A, B, C1, C2, D, E, F, and G) based on 
the immunological differences in the toxins produced by them. All serotypes produce 
neurotoxin, except C2, which produces an enterotoxin 
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Follow link for SmPC on Bocouture click here 
 
Follow link for SmPC on Azzalure click here 
 
Follow link for SmPC on Letybo click here 
 
 
Dermal Filler Pharmacology 
 
Hyaluronic Acid Based Fillers   
As the name implies, the main ingredient of these fillers is Hyaluronic Acid (HA), a substance 
naturally occurring in our bodies and more abundant in our skin and joints when we are 
young. The hyaluronic acid in the upper layers of the skin gives it plumpness and glow.  
  
Hyaluronic acid fillers are sometimes referred to as dermal fillers. That is not a correct 
description because specially formulated thicker HA fillers are also used for 
injections below the skin (below dermis) into lower facial layers, to restore volume and 
contour. 
  
Different manufacturers of HA fillers use slightly different manufacturing process and 
technology, and their fillers differ by the particle size of HA molecules, concentration of the 
HA in the carrier filler gel, the type of cross-linking between HA molecules, HA gel 
hardness/thickness (aka G prime), and cohesivity of the HA gels. Those differences are 
responsible for the variance in duration and lifting properties of different fillers. Cross-linking 
of the hyaluronic acid molecules is necessary to make HA fillers last.   
All HA based fillers share the following properties:  

• the procedure is fast and non-invasive with immediate results 
• the results are temporary 
• the filler can be dissolved. 

All in all, from all the facial volume restoration options, HA based fillers are the easiest, most 
conservative, minimal risk, minimal side effects, and short term - least expensive procedure, 
leading to its great and continuously rising popularity. 
 
Pros of HA fillers: 

• Hyaluronic Acid is a substance naturally occurring in our bodies. It is not perceived by 
our bodies as a foreign material so there is no risk of rejecting it or developing an 
inflammation or nodule/granuloma around the injected substance.  

• Immediate results.  
• Because the results are immediately visible during the treatment procedure, it is very 

difficult to unintentionally overdo the HA fillers.  
• Even if a patient does not like the result, HA based fillers can be dissolved by an 

injection of a Hyaluronidase enzyme.  
• Very low risk of developing adverse reactions.  
• Little to no downtime.  
• Very non-invasive.  
• The duration of the results gets longer with repeat treatments   
• Lower price per syringe compared to other more permanent options.  
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Cons of HA fillers: 
• The results are not permanent as over time the body absorbs the injected HA. To 

maintain the result, repeat procedures are required every 4 to 36 months.  
• Long term, due to the repeat expense, this may be a more expensive option than a 

more permanent solution, especially if a lot of volume needs to be restored.  
 
Hyaluronic acid (also known as hyaluronan or hyaluronate) is naturally found in many tissues 
and fluids, but more abundantly in articular cartilage and synovial fluid (SF). Hyaluronic acid 
(HA) content varies widely in different joints and species. HA is a non-sulphated, naturally 
occurring non-protein glycosaminoglycan (GAG), with distinct physico-chemical properties, 
produced by synoviocytes, fibroblasts, and chondrocytes.  
 

Example of HA Filler 

BELOTERO BALANCE (+) click here 
 
Information on adverse events from post-market surveillance of BELOTORO BALANCE are 
included in the Package Insert (PI) and Patient Information Guide (PIG) based on an 
assessment of seriousness and potential causal relationship to BELOTERO BALANCE.    Please 
see the PI and PIG available on www.belotero.com for a complete list of these events.  

 

 

 
 
 
 
 
 

Questions  

Check which areas are licensed for your chosen toxin? 

 

Can you use your prescribed toxin on unlicensed areas of the face?  

 

What factors would influence you to use a certain type of dermal filler? 

 

What does the “G” prime of dermal filler mean? 
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Objective Two: The learner is knowledgeable in specific anatomy of 

the face as well as any complication recognition and treatment 

pathways  
 
Facial ageing is associated with a gradual thinning of the skin and loss of elasticity over time 
accompanied by the diminishment of dermal collagen, hyaluronic acid, and elastin. Ultraviolet 
(UV) radiation from sun exposure accelerates this process at a higher rate than chronologic 
ageing. This UV ageing process is termed photoaeging. To appreciate the contribution of 
photoaeging to the appearance of aged skin, one needs only compare photo protected skin, 
such as skin on the inside of the upper forearm or under the chin, to the appearance and 
texture of skin on face and back of the hands: 
 
 
• Textural changes 
• Wrinkles (also 

called rhytids) 
• Dry and rough skin 
• Dyschromia 
• Solar lentigines 
• Mottled 

pigmentation 
• Post inflammatory 

hyperpigmentation 
• Vascular ectasias 
• Telangiectasias 
• Rosacea 
• Erythema 
• Degenerative 

changes 
• Benign 
• Preneoplastic and 

neoplastic. 

 
The skin is divided into three layers: the epidermis, dermis, and hypodermis or subcutaneous 
layer (see image on pg. 9). The epidermis is the top layer of the skin and is composed of four 
cell types: keratinocytes, melanocytes, Langerhans cells, and Merkel cells. The epidermis is 
further divided into the outermost non-living layer, the stratum corneum, and the living 
cellular layers of the stratum granulosum, stratum spinosum, and stratum Basale. 
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The stratum corneum is composed of corneocytes and lipids, which serves as a barrier against 
microbial pathogens and environmental irritants and keeps the skin hydrated and protected 
from injury. Constant renewal is necessary for the epidermis to maintain its integrity and 
function effectively. In healthy young skin, it takes approximately 1 month for keratinocytes 
to migrate from the living basal layer of the epidermis to the stratum corneum surface and 
desquamate, during the process of epidermal renewal. The image on pg. 10 shows the 
structure of the epidermis with the keratinocyte maturation highlighted. Photoaged skin 
demonstrates slower keratinocyte maturation and abnormal retention of cells in the 
epidermis. This results in a rough and thickened stratum corneum with impaired barrier 
function, reduced hydration capabilities, and increased pigmentation from retention of 
melanin-laden keratinocytes in the epidermis. 
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The image above illustrates the Epidermis structure showing keratinocyte maturation process 
from basal keratinocyte to desquamating corneocyte. 
 
The distribution of melanin within the epidermis determines skin colouration. While the 
number of melanocytes is similar for both light and dark skin types, melanin is concentrated 
in small, aggregated melanosomes in light skin and is more disbursed in darker skin.  
 
The dermis lies beneath the epidermis and is divided into the more superficial papillary 
dermis and deeper reticular dermis. The main cell type in the dermis is the fibroblast, which 
is more abundant in the papillary dermis and sparse in the reticular dermis. Below the dermis 
and above the underlying muscle is the subcutaneous layer, also called the hypodermis, 
subcutis or superficial fascia. This layer has both fatty and fibrous components.  
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Ageing of the Face (Fat Pads) 
 

Deflated temples 

 

Tear trough 

deformity 

 

Palpebromalar 

groove 

 

Flattened cheekbone 

 

Midface groove 

 

Flattened 

anteromedial cheek 

 

Hollow midface 

 

Nasolabial fold 

 

Marionette lines 
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Factors accelerating facial fat pad changes  
 
The loss of subcutaneous fat tissue is known as facial lipoatrophy. It occurs normally with 
ageing whereby patients present with flattening or indentation of convex contour of the face. 
It may be caused by:  

1. Weight loss  
2. Sun exposure  
3. chronic diseases such as HIV   
4. Connective tissue diseases such as Lupus erythematosus profundus / morphea.  
5. Medications  
6. Inflammatory diseases  
7. Alcohol consumption  
8. Diet  
9. Endocrine diseases  
10. Early menopause – oestrogen reduction causes redistribution of facial fat  

 
Layers of the face  
  
Our faces have a layered structure. Think of a face as of an onion or a cabbage, where each 
layer is different. The facial structure layers that are relevant to the ageing process, ageing 
appearance and key to restoring the youthful look, are:   
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1. Skin- dermis and, at the very top, epidermis. 
2. Subcutaneous fat tissue, aka hypodermis - composed of superficial fat compartments. 
3. SMAS (superficial musculo-aponeurotic system) – connective tissue, called superficial 

fascia, that in most areas of the face is also closely embedded with the mimetic 
muscles of the face. 

4. Soft tissue spaces and retaining ligaments – the thickenings of the connective tissue; 
the retaining ligaments pass through the layers, attaching the soft tissue on top to the 
bone or to the deep fascia. 

5. Deep fat layer (compartments), present around the eyes, in the mid and lower face, 
and absent on the forehead. 

6. Deep fascia interwoven with periosteum.  
7. Bone. 

 
Note:  The layers also slightly differ between these three regions: 

• The forehead 
• The eyes and the lip and mouth area 
• The rest of the face, lower and middle face. 

Every layer changes differently, at a different pace, and so these three areas of the face will 
also age differently.  
 
Face Layer Ageing Sequence  
Each of those layers starts ageing, that is deteriorating functionally and structurally, at a 
different age. Each layer ages at its own pace, under the influence of different intrinsic and 
extrinsic factors, and provides its own unique contribution to the aged look of the face. 
 
General layer ageing sequence by age decade, varies by person -  

• In our 20s - skin: dermis and epidermis start ageing and loss of the deep fat pockets 
under the eyes begins  

• In our 30s - plus all deep fat pockets start deflating and loss of the muscle tone begins 
• In our 40s - plus retaining ligaments, fascia, and spaces start stretching   
• In our 50s - plus bone loss begins.   

 
Structure of the Fat Layers 
 
Deep and Superficial Fat Compartments 
While the layer concept describes the layered anatomy of the face, the superficial and deep 
fat layers of the face are not a confluent contiguous mass. Recent laboratory studies of the 
facial anatomy have demonstrated that the facial fat is partitioned or compartmentalized into 
discreet pockets of fat. These separate fat compartments are created/separated by fascial 
membrane, or by, in other words, an outgrowth of the connective tissue called fascia.  
 
The deep fat layer of the face consists of discreet compartments, or fat pockets, separated by 
connective tissue.  
Superficial fat compartments, aka subcutaneous layer, are closely attached to the skin. 
The subcutaneous (superficial fat) layer right underneath the skin is comprised of distinct 
separate fat compartments. It is closely attached to the skin. 
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Volumetric Facial Ageing - Deflation of the Deep Fat Pockets  
 
It is not entirely clear why but superficial fat pockets and deep fat pockets age differently and 
play different roles in the aged look of a face.  In a person with a stable weight (if there is no 
major weight loss), -  

1. Deep fat pockets start deflating around eyes in our late 20s, and then in our 30s other 
deep fat pockets on the cheeks and temples begin deflating too 

2. Superficial fat pockets persist throughout life unless there is a major weight loss. They 
contribute to the drooping and sagging look of the ageing face.  

3. Then the overlaying skin, connective tissue and the superficial fat pads lose the 
support of the now deflated deep fat pockets and start hanging and draping along the 
anchoring muscle and retaining ligaments lines/points, and we start observing the 
“valleys” on the face: the cheek region, near the eyes and on the temples. And “folds 
occur at transition points between thick and thinner superficial fat compartments”).  

That is why we no longer think that it is the stretching of the facial tissue alone, under the 
forces of gravity, that is mostly responsible for the facial ageing.  
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Where the volume is lost vs where the loss is visible  
 
Implications 
On the picture, you can see the difference between where the volume is lost and where the 
volume deficiency is perceived: 
 

Actual Fat Loss in the Deep Fat 
Pockets 

Vs The Areas where the Ageing from the Fat 
Loss is Visible 

 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
What is the implication?  
To achieve the natural looking rejuvenation results, the volume should be restored where it 
is lost, not necessarily where the loss volume is visible.   
 
Restoring Facial Volume - what options do I have?  
Temporary volume and contour restoration i.e., temporary fillers  

• Radiesse – Calcium Hydroxylapatite based filler 
• Sculptra- Poly-L-Lactic acid-based filler 
• Ellanse- Poly-Caprolactone 
• Facial threads- Polydioxanone 
• Skin boosting and collagen stimulating treatments 
• Hyaluronic Acid based fillers (dissolvable) 
• Autologous fat injections, facial fat grafting and microlipoinjection 
• Facial implants 
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The challenge with restoring a youthful look for women in their late 30s and 40s is that 
addressing the skin quality alone (dermis and epidermis, layer 1 in the facial anatomy layers 
picture), - for example by laser resurfacing, micro-needling, IPL/photo facial, chemical peels, 
device assisted skin tightening, topical use of retinoids, vitamin C, AHA/BHA – is going to 
produce younger looking skin/surface on the middle-aged deflated and flattened facial 
structure, thus failing to fully achieve the goal of an overall young looking face.  
 
Hyaluronic Acid Fillers for the Overall Volume 
Hyaluronic acid fillers for the facial volume and contour are thicker and longer lasting than 
any other fillers. They should be injected in the deeper layers of the face, where the deep fat 
pockets are deflated.  
 
Ideally the filler material must be stable, reversible, and durable should not cause allergy, 
cancer or be teratogenic. When it is injected, it feels natural with short administration time 
and low complication risk. Post -injection there is only minimal inflammation, migration, with 
predictable and consistent results. The optimal results are achieved when patient 
expectations coupled with experienced practitioner judgment and ideal injection technique 
are applied. 
 
Blood Supply 
 

• Facial artery: This artery stems from the external carotid artery, follows the inferior 
border of the mandible, and enters the face. It provides blood to the muscles of the 
face.  

 
• Submental artery: This artery starts from the facial artery and supplies blood to the 

tissues under the chin.  
 

• Inferior labial artery: Starting from the facial artery at the angle of the mouth, this 
artery runs medially to the lower lip, where it provides blood flow.  

 
• Superior labial artery: This artery starts with the inferior labial artery, but it runs 

medially to the upper lip and provides blood flow there.  
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• Lateral nasal artery: Starting at the facial artery alongside the nose and running out 

to the ala of the nose (part of the nose that flares out around the nostril), this artery 
provides blood to the skin of the nose.  

 
• Angular artery: This last branch of the facial artery passes to the medial angle of the 

eye. It provides blood to the inferior eyelid and the cheek just below.  
• Occipital artery: This artery branches from the external carotid artery and passes to 

the occipital region. It provides blood flow to the scalp on the back of the head.  
 

• Posterior auricular artery: This artery also branches from the external carotid artery 
and runs to the areas around the mastoid process and the ear. It provides blood to the 
ear and scalp behind the ear.  

 
• Maxillary artery: This artery also starts from the external carotid artery. It runs deep 

to the neck of the mandible to supply blood to deeper structures of the face and 
meninges.  

 
• Inferior alveolar artery: This artery branches off the maxillary artery and enters the 

mandible to supply the teeth.  
 

• Infraorbital artery: This artery branches from the maxillary artery and supplies blood 
to the maxilla, teeth, lower eyelid, cheek, and nose.  
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• Superficial temporal artery: Starting at the termination of the external carotid artery 
and ascending in front of the ear to the temporal region, this artery supplies blood to 
the facial muscles and skin in the frontal and temporal areas.  

 
• Zygomatic orbital artery: This artery branches off the superficial temporal artery and 

runs to the orbit (eye socket).  
 

• Transverse facial artery: This artery stems from the superficial temporal artery and 
crosses the face to just below the zygomatic arch. It supplies blood to the parotid gland 
and muscles and skin of the face.  

 
• Mental artery: The terminal branch of the inferior alveolar artery, this artery emerges 

from the mental foramen, where it supplies blood to the facial muscles and skin of the 
chin.  

 
• Supraorbital artery: This artery branches from the ophthalmic artery and runs 

upwards to supply blood to the muscles and skin of the forehead and scalp.  
 

• Supratrochlear artery: Also, a branch of the ophthalmic artery, this artery passes from 
the supratrochlear notch to supply blood to the muscles and skin of the scalp.  

 
Important veins in the face include the following: 

• Angular vein: This vein runs obliquely down the side of the nose.  
 

• Facial vein: The facial vein drains most of the blood from the face. It begins at the 
angular vein in the medial angle of the eye. The deep facial vein joins the facial vein, 
which goes on to drain into the internal jugular vein.  

 
• Maxillary vein: This vein accompanies the maxillary artery and drains blood from the 

face.  
 

• Superficial temporal vein: This vein drains the forehead and scalp.  
 

• Retromandibular vein: This vein is formed by the superficial temporal vein and the 
maxillary vein. It receives blood from the region of the temple and the face.  

 
• Posterior auricular vein: This vein is joined by a branch of the retromandibular vein to 

form the external jugular vein.  
 

• Supraorbital and supratrochlear veins: These veins descend from the scalp to form 
the angular vein.  
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Lymphatic Nodes 
 
Lymphatic nodes are categorized into several groups: 

• Parotid lymph nodes: Receive lymph from the side of the face and scalp  
• Submandibular lymph nodes: Get lymph from the upper lip and part of the lower lip 

as well as most of the oral cavity  
• Submental lymph nodes: Get lymph from the chin and centre of the lower lip  

 
Lymph from these nodes eventually drains into the deep cervical lymph nodes. The deep 
cervical lymph nodes drain into the jugular lymphatic trunk, which joins the internal jugular 
vein or brachiocephalic vein on the right side and thoracic duct on the left side.  
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Facial Muscles 
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Facial Ligaments 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

Questions  

List 5 characteristics of photoageing? 

 

The loss of subcutaneous fat tissue is known as__________?  

 

At what age do the deep fat pockets around our eyes start to deflate? 

 

To achieve the natural looking rejuvenation results, where should the volume 

be restored? 
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Complications 
 
Complications with dermal fillers are infrequent, and strategies to minimize their incidence 
and impact are easily deployed. Familiarity with each family of soft-tissue augmentation 
products, potential complications, and their management will optimize the use of these 
agents.   
The patient’s medical history and subsequent evaluation must be comprehensive, and 
patients should be advised to include cosmetic treatments when giving their history.  
 
Lip Filler Complication 
This lip filler was carried out by an unqualified non-medical practitioner who caused an 
arterial occlusion followed by a subsequent infection and necrosis of the skin. The patient was 
left with scarring on her lip as well as distress and being out of work for a month. 
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All dermal fillers and filler procedures can lead to complications, which may be related to one 
of the following: 

• Product-related: Permanent non-resorbable products, antigenic nature of the 
material  

• Practitioner-related: Lack of knowledge, insufficient experience  
• Host-related: Altered host defence mechanism  

 
Injecting in the correct plane is important for best results. It is important to know the 
differences in skin thickness in different parts of the face.   
 
The table below shows early and late complications. 
 

Early Late 
Pain  
Erythema (redness) Granuloma 
Oedema, swelling Hypertrophic scarring 
Papulopustular lesions Telangiectasia 
Bruising, haematoma Migration 
Augmentation Facial lipoatrophy 
Overcorrection Sterile abscess 
Vascular complication Keratoacanthomas 
Necrosis  
Blindness  
Stroke Hypotrophic scarring 

 
Early Complications 
 Pain  
Multiple needle punctures might result in pain. If a sharp radiation pain occurs along the 
vascular course, during the filler injections, or within a few hours of the injection, it indicates 
a vascular problem that requires immediate attention. Slowly introducing a needle with the 
narrowest gauge feasible helps reduce pain. Long needles, cold anaesthetic, and warming the 
filler to body temperature can all help to lessen pain.  
 
 
 



 
 

24 

Erythema (redness)  
After a procedure, transient erythema is frequent and normally goes away on its own. As a 
result of a hypersensitive reaction to various substances or illness, longer lasting erythema or 
persistent erythema is more likely. As a result, a thorough assessment and effective therapy 
are required. Management includes avoiding erythema-inducing agents such as alcohol, 
exercise, and sun exposure. Topical steroids can be used for short periods to reduce the 
erythema. Appropriate makeup may be advised to cover the erythema.   
 
Oedema (swelling)  
 

• Non-hypersensitivity-related swelling   
Oedema may occur immediately after the injection because of manipulation and rarely 
persists for more than a couple of days.  
 
Episodic swelling and oedema can occur after exposure too. This can be managed with gentle 
pressure cool packs or antihistamines. However, good consultation and advice to the patient 
usually ensures that there are no issues or worry from the patient.  
  
Vasodilating stimuli such as sun exposure, exercise, or sauna bath following HA injectables.  
As this may occur without any other sign of allergic reaction, the treatment can be in the form 
of ice packs and topical steroids along with the avoidance of vasodilating situations. Properly 
explained aftercare advise should be given to the patient along with a take home leaflet  
  

• True hypersensitive-related swelling   
oedema can also occur following true hypersensitivity reactions to injected products. This 
may occur as an angioedema at the site of injection or at distant sites with or without 
urticarial reaction over the body. This is treated with antihistamines and systemic steroids 
over a period of several weeks.  
 

• Delayed hypersensitivity-related swelling   
Delayed hypersensitivity-related facial deem is usually non-antibody-mediated type IV 
reaction, which occurs days to months after the injection.  
This is T lymphocyte mediated rather than antibody mediated and presents with induration, 
oedema, and erythema. It usually responds to oral steroids rather than antihistamines. The 
last and the best option is to remove the causative filler material.  
 
Papulopustular lesions  
Sterile folliculitis lesions occur because of occlusion of sebaceous or sweat gland openings 
and mimic bacterial infections or acneiform eruptions. If the filler is injected too superficially 
into the papillary dermis, it can be extruded through the sebaceous glands and appear like 
acne. Firm massaging soon after the injection may prevent the occurrence of these lesions. 
Topical treatment with astringents will help in cleaning these papulopustular lesions.  
 
Bruising, hematoma, ecchymosis  
Bruising, hematomas, and ecchymoses may occur because of needle pricks and bleed from 
these points. It is more commonly seen in patients on anticoagulants or alcohol intake. This 
can be minimized by firm pressure at the site of needle insertion or by stopping the intake of 
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anticoagulants; supplements including ginkgo biloba, vitamin E, omega-3 fatty acids, and St. 
John’s wort; alcohol; and mushroom 1 week before the procedure. Use of arnica, topical 
vitamin K, or bromelain has also been helpful to decrease the incidence of ecchymosis. In 
some situations, intense pulsed light and vascular lasers have been used to treat post injection 
bruises.  
  
Vascular complications  
Theses can occur as result of inadvertent arterial injection of filler material and could result 
in serious injury in the form of cutaneous necrosis, blindness, or stroke.  
  
Cutaneous necrosis can also occur as a result of excess material causing external vascular 
compression, and thereby reduced perfusion leading to scar formation. An intra-arterial 
injection can cause mechanical obstruction and damage of endothelial cells leading to 
ischemic changes in the skin. The common sites of necrosis reported after filler injections are 
the glabella, nasal ala, and NLF area 
 
The importance of early detection and response cannot be overstated. The first sign of 
injection necrosis is painless blanching during the treatment followed by acute pain. Stop 
injecting right away and carefully massage the affected region. Ischemia is frequently 
followed by a bluish discoloration and subsequently necrosis of the skin.  
  
Visual impairment  
Blindness occurs from filler embolism to the ophthalmic vasculature. Visual loss usually occurs 
immediately and is accompanied by pain in the affected eye. Visual complications usually 
occur following injections in the glabella, nose, forehead, and periocular regions. 
 
Sites of Injection Leading to Blindness 
The underlying mechanism of retinal artery occlusion is secondary to retrograde embolization 
from peripheral vessels into the ophthalmic artery system.  
 
Stroke  
Rarely when greater force is applied during injection, the filler emboli can enter the internal 
carotid artery and then be pushed into the intracranial circulation leading to cerebral ischemic 
events.  
Unilateral blindness and left-sided hemiplegia because of retrograde flow of autologous fat 
following fat injections in the glabellar region have been reported.   
Vascular complications are best avoided by a proper understanding of the anatomy and 
proper injection technique. Aspiration must be performed before each injection and the filler 
should be injected slowly and injection of small volumes per pass in two or more treatment 
sessions.  
 
Management   
In cases of suspected intravascular injection, one should immediately stop the procedure, 
massage the area gently, and apply warm compresses. Topical nitro-glycerine paste can be 
used for vasodilation. Aspirin, low-molecular-weight heparin, and intravenous prostaglandins 
have all been advocated. New high dose pulsed hyaluronidase protocol appears to be a 
simple, safe and successful way to manage adverse vascular events of HA fillers. Here, the 
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dosing depends on the number of tissues adversely affected. In case of blindness, immediate 
ophthalmologic consultation, ocular massage, and retrobulbar injections of hyaluronidase 
should be given. Unfortunately, the prognosis in such cases is grave regardless of the 
treatment given. In cases of cutaneous necrosis, proper wound care and antibiotics to 
minimize scarring is recommended. If scarring occurs, it may be treated with light 
dermabrasion, scar revision surgery, or dermal filler.  
 
Infection and Biofilms 
Infections clinically present as warm, tender erythematous fluctuant nodule with or without 
systemic signs such as fever and malaise. Usually, early low-grade infections are due 
to Staphylococcus aureus and occur as a result of contaminated filler depots and organize 
into biofilms, whereas late presentation raises suspicion of atypical mycobacterial infections. 
Bacteria present in biofilms remain dormant for a long time and emerge from their biofilm 
following activation by an external triggering factor such as a minor injury or manipulation, 
leading to low-grade infections, granulomas, or abscesses. Risk of infection is found to be 
higher in human immunodeficiency virus (HIV)-positive patients.  
 
Management  
Management of infection depends on the severity of the condition. Clinical judgment should 
decide the course of action regarding choose of antibiotic, use of hyaluronidase, and surgical 
intervention. For mild cases, empirical therapy with antibiotics such as ciprofloxacin, 
clarithromycin, and amoxicillin + clavulanic acid for 2–4 weeks is suggested.  
 

Recommended Antibiotic Regimen 
Amoxicillin/clavulanic acid 15 days 
Ciprofloxacin 500mg BD for 2-4 weeks 
Minocycline 100mg OD for 1 month 
Clarithromycin 500mg BD for 10-14 days 
BD= Twice Daily, OD= Once Daily. 

 
For abscess, incision and drainage or aspiration may help in faster resolution. If empirical 
antibiotic therapy fails, culture-directed therapy can be useful. Hyaluronidase may be injected 
to avoid further spread of infection. 
Intralesional steroids may be injected into inflammatory nodules under antibiotic cover.  
 
Intracranial Penetration 
There is a potential risk of accidental intracranial penetration while performing the deep 
temple injection technique with direct pressure on the bone as the thickness of the bone is 
variable at the pterion.  
 Therefore, a good knowledge of the anatomy combined with gentle injection technique is 
mandatory while injecting fillers into the deep temporal fossa.  
  
Late Complications 
 

• Granulomas  
Granulomas are rare and occur as a result of type IV hypersensitivity reaction to a foreign 
body. Usually, they occur after a latent period of months to years after injection.  
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A proper medical and cosmetic treatment history is essential to make a correct diagnosis. The 
inflammatory reaction may be triggered by systemic infection, excessive sun exposure, 
impurity of dermal fillers, or consecutive injections of different fillers in the same facial region. 
A tissue diagnosis fulfilling the pathologic criteria of granuloma consisting of epithelioid cells 
and multinucleated cells is necessary to distinguish it from an inflammatory nodule.  
 
 

• Hypertrophic scarring  
Hypertrophic scarring can occur with superficial placement of fillers. This rarely leads to 
permanent scar consisting of extracellular matrix components such as collagen, fibroblast, 
and small vessels.  
Management of hypertrophic scarring is softening the tissue with pulsed dye laser or 
intralesional steroids. In extreme cases, scar revision surgery may be needed.  
  

• Telangiectasia  
There can be de novo appearance of telangiectasia or worsening of pre-existing telangiectasia 
at the injection site. In addition, treatment of erythema with prolonged topical steroid 
therapy can also induce telangiectasia.  
Management of telangiectasia is by decreasing the volume of filler to minimize the pressure 
effect on vessels, and in addition, treatment with intense pulsed light therapy and pulsed dye 
laser can also be effective.  
 

• Migration  
Fillers composed of suspensions of particles such as HA as microspheres like poly-L-lactic acid 
are capable of migration. It usually occurs when these fillers are placed in highly mobile areas 
where they get pushed by the activity of the muscle or because of gravitational forces. 
Migration to distant sites has also been described. It is influenced by gravity and occurs in 
patients with lax skin and subcutaneous tissue.  
Management is to advise patients to limit all facial expressions for approximately 3 days after 
injection. In undesirable situations, the filler may be dissolved with hyaluronidase or removed 
completely.  
 

• Sterile abscess  
Low-grade inflammation with negative bacterial culture may present as sterile abscess. In 
such cases, incision and drainage of e abscess and a course of tetracycline have been found 
to be effective.   
  
Allergists recognize four types of allergic reactions:  

• Type I or anaphylactic reactions 
• Type II or cytotoxic reactions 
• Type III or immunocomplex reactions and  
• Type IV or cell-mediated reactions.  

 
Allergic reactions are exaggerated sensitivities (hypersensitive reactions) that occur when 
your immune system responds abnormally to common substances such as pollen, dust and 
certain foods.   
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These substances, called allergens, are harmless in most people.  But for those who are 
allergic, they can cause reactions upon skin contact or when they are breathed, swallowed, 
or injected.   
 
Allergic reactions are quite common and may happen seconds to hours after contact with 
the allergen. Some reactions may take more than 24 hours to appear. Though many allergic 
reactions are mild, others may be dangerous or life-threatening. They may be localized, 
involving a small part of the body or may affect a large area or the whole body.  
Certain metal jewellery or certain cosmetics may cause skin rash in some, for example. Others 
sneeze uncontrollably on exposure to dust or pollen.   
 
An allergic reaction begins when you touch, inhale or swallow an allergen. In response to this 
trigger, the body starts making a type of protein called IgE or immunoglobulin E.   
IgE molecules bind with the allergen molecules in an antigen-antibody reaction. This 
attachment of the antigen and antibody leads to the release of some chemicals (such as 
histamine) in the body. These chemicals cause the inflammatory symptoms of allergic 
reactions such as rashes, itching and sneezing.   
 
Hyaluronidase Overcorrection  
When too much material is injected, overcorrection might manifest as lumps, nodules, or 
abnormalities. Hyaluronidase may quickly dissolve hyaluronic acid products. A simple 
puncture with a broad bore needle and drainage of the excess product may be sufficient in 
the case of non-hyaluronic acid.  
A bluish discoloration also known as the Tyndall effect may occur if an excessive amount of 
HA is placed superficially under the skin, and this can be decreased by injecting 
hyaluronidase.  
 
Hyaluronidase  

• Antidote in this question is a medicine that reverses the effect of another. 
Hyaluronidase is the antidote for the non-permanent dermal filler, hyaluronic acid.  

• It is used off-label but is approved by the MHRA if the patient consents and will benefit 
from its use Hyaluronidase is an enzyme that depolymerises hyaluronic acid thus 
breaking it down   

• Hyaluronidase is received in a powder form of 1500 IU and is reconstituted with either 
saline or water.  Bacteriostatic saline is usually preferred as it is less painful when 
injected.  The ACE guidelines advise adding 1ml of saline from 10 mls to the 
hyaluronidase ampoule, once the powder is fully dissolved, this solution is added to 
the remaining 9ml of saline.  The resulting concentration is 150 units/ml. 

• The number of units used will depend on the cross-linking of the hyaluronic acid and 
the area to be treated.  

• Whilst not common an allergic reaction can follow the use of Hyaluronidase, so a 
patch test is advised unless the treatment is an emergency.  The rate of allergic 
reaction is said to be between 0.05% to 0.69% Hyaluronidase does interact with 
some drugs, so a full medical history is imperative. 

 
For recommendations for hyaluronidase visit Ace World Global 
https://uk.acegroup.online/ 
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Objective Three: Will be competent in consultation techniques, and 

managing psychological issues 

 
An Aesthetic consultation is an important part of successfully performing aesthetic 
treatments. The patient’s medical history is reviewed, including past medical history, 
medications, allergies, and past cosmetic history (including results from previous treatments 
and side effects if any, surgeries, and satisfaction with outcomes)  
 
Repeated dissatisfaction with past aesthetic treatments can be associated with unrealistic 

expectations or body dysmorphic disorder and is a contraindication to treatment. 

When conducting a consultation, practitioners have a legal and ethical responsibility to 
consider the four principles of medical ethics. There are four main principles within medical 
ethics. Aesthetic practitioners need to be aware of, and considerate of these during any 
consultation or treatment plan. These principles include: 

1. Autonomy; respecting the patient’s choice. 

2. Beneficence: doing what is in the patient’s best interest. 

3. Non-Maleficence; to do no harm. 

4. Justice: doing what is best for society 
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Fig 1: Patient Consent Form 
 
The main areas of concern should be determined and prioritised by the patient at the time of 
consultation. It is recommended that the patient view these areas using a handheld mirror, 
so that the provider and patient may simultaneously examine the desired treatment areas. 
Asymmetries, such as uneven eyebrow height, are pointed out to the patient, noted in the 
chart, and photographed. 
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Pigmented lesions in the treatment area are evaluated and lesions suspected of melanoma 
biopsied with results reviewed prior to proceeding with treatments. 
Early in the consultation process, providers should assess whether patients will benefit most 
from surgical intervention, or if minimally invasive treatments will address their concerns 
adequately particularly for patients presenting with severe wrinkles and excessive skin laxity. 
Treatment options and recommendations should be discussed along with anticipated results, 
risks of side effects and complications, recovery time, and costs. Based on this discussion, an 
individualised aesthetic rejuvenation treatment plan is created. 
 
Baseline assessments of the patient’s skin type and severity of photoageing are typically 
performed at the time of consultation using the Glogau classification of photoageing and 
Fitzpatrick skin type classification, respectively. 
 

Glogau Classification of Photoageing 

The Glogau classification system was developed to assess the severity of photoageing, 
especially regarding wrinkles.  It is used as a baseline measure at the time of aesthetic 
consultation and may be used as a gross guide to therapy. In general, Glogau types I, II, and 
III tend to show the most noticeable improvements with less aggressive minimally invasive 
aesthetic treatments such as botulinum toxin and dermal filler injections, non-ablative lasers, 
superficial and fractional ablative lasers, and superficial skin resurfacing procedures such as 
light chemical peels and microdermabrasion. Glogau type IV patients often require deep 
ablative laser treatments and/or surgery for significant results. 
 

Fig 2: Glogau Classification of Photoageing 
Glogau 

Type 

Photoageing Typical Age Skin Characteristics 

I Mild 20s to 30s Minimal wrinkles 
No lentigines 
No keratoses 

II Moderate 30s to 40s Wrinkles in motion 
Rare, faint lentigines 
Skin pores more prominent 
Keratoses palpable but not visible 

III Advanced 50s to 60s Wrinkles at rest 
Prominent lentigines 
Capillaries (telangiectasias) 
Visible keratoses 
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IV Severe 60s and older Wrinkles at rest  
Numerous lentigines 
Coarse pores 
Yellowish skin colour 
Skin malignancies and premalignant lesions 

 
Fig 3: Fitzpatrick Skin Types 

Type Features Characteristics 
I Pale white skin 

Red or blonde hair 
Blue eyes 
freckles 

Always burns 
Never tans 

II Wite or fair skin 
Red or blonde hair 
Blue, hazel, or green eyes 

Usually burns 
Tans with difficulty 

III Cream, white or fair skin 
Any eye or hair colour 

Gradually tans 
Sometimes has a mild burn 

IV Light brown skin Tans with ease, rarely burns 
V Dark brown skin Tans very easily, very rarely burn 
VI Deeply pigmented dark brown Tans very easily, never burns 

 
 
Consultation Process 
 
Introduction 
A consultation can run anywhere from 35 to 45 minutes, depending on the practitioner and 
the patient. Consultations typically begin with a description of the "format" for the session. 
This might reassure the patient by letting them know what to expect. To help build the 
patient's trust, introduce yourself and describe your clinical experience. 
 
Medical History 
The medical questionnaire can be completed individually by the patient or as a group activity. 
Together, you can complete the questionnaire to elicit more important data and create a 
profile of your patient.  In addition to previous medical issues, it is important to provide as 
much information as possible on prior aesthetic procedures. 
 
Assessment 
It's time to evaluate the patient's objectives or demands. While education in this context will 
include imparting a fair amount of information, letting the patient speak without interruption 
is a good place to start in order to grasp their worries and viewpoint and arrive at the right 
conclusion. Asking open-ended questions like, "Tell me what brought you here today?" can 
help assist this process. Instead of saying, "I see you are scheduled for botulinum toxin?" 
Another valuable ability that is worthwhile cultivating is reflective listening. Relate to the 
patient the information you have gathered. This will provide them the chance to confirm or 
clarify any areas of doubt or misunderstanding. 
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Tools like a hand-held mirror or sketches can help with visualising concepts and 
understanding between both parties. Additionally, you can corroborate their worries by 
summarising what the patient says with statements such, "I am of the understanding that 
your biggest concern is the area around your eyes and that people often comment that you 
seem tired, am I right?" 
 
The determination of treatments Outcomes 
The treatment outcomes can be determined once the issues have been identified. As the 
practitioner, it is your responsibility to fill in any knowledge gaps by giving concise 
information, descriptions of the various treatment alternatives, and information on 
expectations from the advised treatment 
 
You can choose to make some brief notes, draw diagrams, or give the patient the chance to 
do so to help them comprehend. Always provide patients brochures and directions to useful 
websites.  
 
The patient needs to be educated in the possibility of a potentially stressful situation if the 
treatment does not go according to plan. The practitioner should feel confident that the 
patient has gained knowledge of the options available, the contraindications, side effects, and 
complications by the time this step is over. 
 
Carrying out the treatment plan 
The negotiation of a treatment plan should proceed well if an adequate assessment and 
treatment outcomes have been explained, and your patient is aware of the treatment’s risks. 
 
A successful consultation will also draw attention to people who might be deemed 
"vulnerable" and incapable of giving consent. This person could have a poorly treated mental 
health condition or could just be going through a difficult time, which could be affecting how 
they see the benefits of receiving treatment. This concept is crucial, and the desire to earn 
money or appease a patient should never take precedence over it. Any of these issues that 
arise during a consultation need to be handled diplomatically and with respect. Use 
statements like "my feeling is that this treatment would help you more if we waited until you 
are feeling a bit better" to deal with these challenging situations. In a few months, I'd really 
like to discuss it again. How do you feel? If the patient needs to be sent to another provider, 
having a thorough understanding of the neighbourhood resources will make it easier for you 
to do so. 
 
Evaluation 
When you later ask your patient for comments, you should not just ask about the therapies 
they received but also on the consultation's layout and the information provided. Evolving 
clinical information and methods of extraction is essential, and detailed feedback can 
emphasise the significance of the ongoing goal of bettering consultation protocols. 
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Body dysmorphic disorder (BDD), or body dysmorphia, is a mental health condition where 
a person spends a lot of time worrying about flaws in their appearance. These flaws are 
often unnoticeable to others. 

People of any age can have BDD, but it's most common in teenagers and young adults. It 
affects both men and women. Having BDD does not mean you're vain or self-obsessed. It can 
be very upsetting and have a big impact on your life. 

Symptoms of body dysmorphic disorder (BDD) 

You might have BDD if you: 
• worry a lot about a specific area of your body (particularly your face) 
• spend a lot of time comparing your looks with other people's 
• look at yourself in mirrors a lot or avoid mirrors altogether 
• go to a lot of effort to conceal flaws – for example, by spending a long time combing 

your hair, applying make-up or choosing clothes 
• pick at your skin to make it "smooth" 

 
BDD can seriously affect your daily life, including your work, social life and relationships. 
BDD can also lead to depression, self-harm and even thoughts of suicide. 

Getting help for body dysmorphic disorder (BDD) 
 
You should see a GP if you think you might have BDD. 
 
They'll probably ask a few questions about your symptoms and how they affect your life. 
 
They may also ask if you've had any thoughts about harming yourself. 
 
You may be treated by the GP, or they may refer you to a mental health specialist for further 
assessment and treatment. 
 
It can be very difficult to seek help for BDD, but it's important to remember that you have 
nothing to feel ashamed or embarrassed about. 
 
Getting help is important because your symptoms probably will not go away without 
treatment and may get worse. 
 
You can also refer yourself directly to an NHS psychological therapies service (IAPT) without 
a referral from a GP. 
 

 

 



 
 

35 

Treatments for body dysmorphic disorder (BDD) 

The symptoms of BDD can get better with treatment. If your symptoms are relatively mild, 
you should be referred for a type of talking therapy called cognitive behavioural therapy 
(CBT), which you have either on your own or in a group. 

If you have moderate symptoms, you should be offered either CBT or a type of antidepressant 
medicine called a selective serotonin reuptake inhibitor (SSRI). 

If your symptoms are more severe, or other treatments do not work, you should be offered 
CBT together with an SSRI. 

Cognitive behavioural therapy (CBT) 

CBT can help you manage your BDD symptoms by changing the way you think and behave. It 
helps you learn what triggers your symptoms and teaches you different ways of thinking 
about and dealing with your habits. You and your therapist will agree on goals for the therapy 
and work together to try to reach them. 

CBT for treating BDD will usually include a technique known as exposure and response 
prevention (ERP). This involves gradually facing situations that would normally make you think 
obsessively about your appearance and feel anxious. 

Your therapist will help you to find other ways of dealing with your feelings in these situations 
so that, over time, you become able to deal with them without feeling self-conscious or afraid. 
You may also be given some self-help information to read at home and your CBT might involve 
group work, depending on your symptoms. 

Read the following article on Body Dysmorphic Disorder click here 

 
 
 
 
 

Questions  

What questions would you include on a BBD Questionnaire? 

 

Give an example of an open-ended question? 
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Objective Four: The learner will be proficient in facial assessment and 

beautification of the facial features 
 

Assessment 
 
Assessment of the face 
The four major structural components of our face are skin, fat, muscle, and bone. As we age, 
volume loss in these structures contributes to many of the visible signs of ageing. 
Over time, age-related bone loss in the face can lead to retraction of the jawline, descent of 
the nose, and loss of high cheekbones. The facial muscles also decrease in volume and 
elasticity, and deflation and movement of facial fat further accentuates the signs of ageing. 
Finally, the skin stretches and loses elasticity — compounded by the loss of scaffolding 
provided by fat, muscle, and bone, this leads to wrinkles, sagging skin, and other familiar signs 
of ageing. This is where an individual, more likely female, will seek out help. With the 
popularity of skin ageing clinics today we have on hand an easy access to multiple 
practitioners of various levels of expertise. 
 
Lip Assessment 
 
The lips are of vital importance 
in beauty perception and form 
an essential component of 
facial symmetry. The female 
attractiveness is attributed to a 
full, wide lips with a great 
vermilion height in relation to 
width of the face) The 
proportions of beauty and 
attractiveness of lips are 
provided by Horizontal thirds 
and the golden ratio. The 
golden at times of da Vinci’s 
describes the classic lip 
proportions compared to the 
rest of the face. The perfect 
ratio in the vertical height of the 
upper lip compared to lower lip 
is 1:1.6   
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In lateral view, an analysis according to the golden ratio.  
 
Horizontal facial thirds 
The lip dimensions include the relative vertical length of the upper “red” lip to the length of 
the philtrum, or upper “white” lip. Upper lip height must be less than that of the lower red 
lip, with anterior projection of upper lip approximately 2 mm over the lower lip.  
   
The smile is a defining element of a 
face, expressing a multitude of 
emotion, of which the lips play an 
integral part. The lips should be in 
balance with the remaining face, and 
what constitutes the perfect lip can be 
influenced by age, ethnicity, 
culture, fashion, and current trends. It 
is accepted shape, size, 
fullness, colour and symmetry are 
essential aspects of lip attractiveness. 
In this regard there is no fixed 
approach to lip augmentation as many 
factors interplay to formulate the 
perfect treatment. The ageing lip 
inverts when smiling and has a 
flattened cupid’s bow. There is 
lengthening of the upper lip with the 
vermillion border thinning. Continued 
use of the orbicularis oris muscle 
creates perioral rhytids secondary to breaking down soft tissue. All aspects of ageing must be 
considered when assessing lips, including skin quality and overall facial ageing to ensure any 
enhancement is confluent with surrounding facial structures. The ideal lip ratio from a frontal 
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view is suggested to be 1:1.6. Further to this, the horizontal width of the mouth should be 
one and a half times the width of the nose. This can be taken only as a guide, given the 
variations mentioned. Lip positioning has also been evaluated in terms of how it affects 
the patient’s profile and is often assessed using the Ricketts line. This draws an imaginary line 
from the tip of the nose to chin prominence and examines lip projection past the line. Dr 
Ricketts considered for an attractive profile the lower lip would sit 2mm and the upper lip 
would sit 4mm behind the line. 
 
Natural three-dimensional lip enhancement can be achieved by firstly assessing, and treating 
where appropriate, the whole perioral complex, rather than the lips in isolation. This is 
particularly important for older patients where a more extensive ageing curved may present. 
 
There are numerous industry-developed scales to assess lips, one is the validated Allergan Lip 
Fullness Scale, which was developed to evaluate the effectiveness of lip augmentation in 
clinical trials. Initially a four-point scale, this was revised to include five scales, offering a 
broader range of lip presentations. It was concluded to be a reliable instrument for assessing 
clinically meaningful differences in lip volume. When discussing lip volume with patients, to 
determine where they fit within a scale upon initial presentation. Lip fullness grading scale is 
beneficial. Again, a five-point scale, the morphed images enable a comparison of the patient’s 
photographs, whereby their lips can be assessed as very thin, thin, moderately 
thick, thick, and full. Most patients looking for attractive augmentation would be seeking 
achievement of level 4, a thick lip.    
   
The use of an assessment tool to discuss presenting lip anatomy, alongside a photograph of 
the patients own lips from various projections, can help in detecting and discussing body 
dysmorphia and in planning treatment goals and managing patient expectation regarding 
what is possible, but also what is sensible. It is often my experience, particularly with social 
media encouraging overly filled lips, that patients do not appreciate how full their lips already 
are. Comparing their photograph to a scale can emphasise this point objectively and facilitate 
a clinical discussion regarding any treatment options.  
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Aesthetic practitioners can learn how to assess the face and apply methods of 
“beautification” to the patients face. That is to assess the angles and measurements of 
beautification. This is called “phi” the "Golden Ratio" of beauty. This ratio helps us decide 
what we like in almost everything. 
According to scientists, one of the most important reasons why we find proportional faces 
attractive is that it is an indicator of health. The Vitruvian Man by Leonardo da Vinci, which 
depicts the ideal human body, according to the Golden Ratio, is a particularly important 
drawing in this respect. 
 
The mathematics of the Golden Ratio and of the Fibonacci sequence are intimately 
interconnected. 
Starting with the number 1, this sequence progresses by taking the sum of the previous two 
digits after the second digit. In short, the sequence is 1, 1, 2, 3, 5, 8, 13, 21, ... (21 = 8 + 13, 13 
= 8 + 5 ...). And this line gives a value close to the number 1.618 033 ... of the previous one of 
each number. This number, which symbolizes the Golden Ratio, is referred to by the 21st 
letter "fi" of the Greek alphabet and the "Φ" symbol. 
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How does the Golden Ratio work with the human face? 
In the picture above, the mask you see on the face of the model was created according to the 
golden ratio. In this photo, the model’s nose length, eye position, and jaw length are fully 
seated in the mask. This is the mathematical proof of beauty. This mask was also applied to 
the face of Marilyn Monroe, one of the most iconic women in history. The same was seen 
with Monroe’s face. 
 
The works of art that have been processed according to this ratio are found since the ancient 
Greece. 
In Ancient Greece, sculptor, and mathematician (500 - 432 BC), named Fidias, used the ratio 
in the Temple of Parthenon. Later Plato (428-347 BC) declared this number universally based 
on all mathematical operations. Euclid later (365-300 BC) associated the golden ratio with the 
pentagram. 
 
By 1200 the mathematician Leonardo Fibonacci appeared. The mathematician, who is also 
the founder of the Fibonacci sequence we mentioned at the beginning, observed that the 
ratio of consecutive numbers in this sequence pointed to a certain number. Moreover, as 
consecutive numbers grew, this number was even closer to gold. For example, the ratio of 5 
to 3 is 1.666, while the ratio of 21 to 13 is 1.625, while the ratio of 233 to 144 is 1.618. All 
these numbers are consecutive numbers of the Fibonacci sequence, and as the values 
increase, the divisions of the numbers become closer to each other. 
 
The Golden Ratio is also common in nature. For example, with the leaves and flowers of some 
plants, scientists think that the way plants have the best chance of getting the sun's rays. This 
ratio can also be clearly seen in cones, tree branches, seashells, galaxies, hurricanes, fingers, 
and the structure of DNA. 
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At the same time, the length from the floor to the belly button and the length from the belly 
button to the top of our head also gives the Golden Ratio. Moreover, we are not the only 
animals that have the Golden Ratio on our bodies: dolphins, starfish, sea urchins, ants, and 
honeybees also have the Golden Ratio. 
 
Additional examples of optimal facial proportions per the Golden Ratio: 

• The distance between our nostril’s outer edges should be equal to the distance 
between the inner and the outer corners of the eyes 

• The distance from the top of our nose to the centre of the lips should be 1.6 times the 
distance from the middle of the lips to the bottom of our chin 

• The distance between the forehead hairline to the upper eyelid should be 1.6 times 
the distance between the top of the upper eyebrow to the lower eyelid 

• The width of a single eye is equivalent to the distance between both eyes 
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Objective Five: The learner is able to deliver Botulinum Toxin and 

Dermal filler treatment safely to a full range of facial areas and medical 

indications 
 
Techniques of injecting dermal filler  
Consider the skin’s thickness in different areas of the body, as well as needle trajectory. 
The thickness of the facial dermis varies between 0.4mm in lids and 1.2mm in forehead and 
cheeks. The outer diameter of 26-G needle can be used as a rough gauge to guide the depth 
of injection as it measures 0.45mm, which is half the thickness of the dermis, or conversely 
the facial dermis is only about twice as thick as 26-G needle. So, for a proper intradermal 
injection, the needle should be inserted at approximately 10° angle and one-needle diameter 
deeper. For injection into mid-dermis to treat moderate-to-deep folds, the needle should be 
inserted at an angle of 30°– 40°, and for injection into deep dermis or supraperiosteal region 
to treat deeper folds, the needle should be directed at an angle of 45°– 90°.  
 

1. Superficial droplet 
 The tip of the needle (usually 30 gauge) is barely injected into the skin at approximately a 30-
degree angle as superficially as possible and tiny droplets (0.005-0.01) are placed as small 
wheal-like appearances. Localised blanching is acceptable because the droplets are so small. 
 This technique is indicated for superficial wrinkles and lines such as those along the cheeks 
ladder to oral commissures or in the glabella area. Only less viscous hyaluronic acid fillers 
should be injected using this technique. The needle should be changed once or twice during 
the treatment to ensure it remains as sharp as possible number. 
 

2. Linear retrograde threading 
To  place filler along a fold or groove the needle is inserted to the desired depth advanced 
and withdrawn slowly as product is expressed into the cavity created by the needle in front 
of it This technique is also used to define the Vermilion border or enhance the body of the 
lips although it is difficult to be sure of the precise depth of the needle in the skin steady 
resistance is felt when the needle is advanced through the dermis whereas the sub dermal 
plane offers little resistance to the needle. To reduce the likelihood of intravascular injection 
in the periorbital area syringe should be aspirated gently before injection followed by slow 
retrograde movement of the syringe. 
 

3. Fanning 
 The needle is inserted, often to the hilt, and filler is injected during withdrawal in a linear 
retrograde threading, however before the needle tip exits the skin it is redirected so that 
further product is placed next to the first thread. This manoeuvre is repeated through the 
same needle puncture until a fan, or a triangular place shipped layer filler is laid out.  
 

4. Cross hatching  
This is a grid like pattern that a filler is placed through multiple injection points so that the 
final series of threads is parallel to one another. The second series of threads placed 
perpendicular to the first set this provides structural support to the area it is particularly 
appropriate for firm fillers. 
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5.  Depot 

 A Bolus of filler is injected deeply to provide volume and projection. This can be delivered 
with a needle or cannula. The needle will be introduced at a perpendicular angle to the skin 
and deposited periosteal.  
 

6.  Push 
This technique has been described for filling the tear trough using a fine cannula, a small 
depot of filler is placed super periosteal in the orbital groove then the small pool of filler is 
pushed or massaged gently through using the thumb along the tear trough deformity 
medially. This technique avoids multiple punctures with a needle and could be applied to 
other facial areas. 
 
Examples of Treatment Areas 
 
Temporal Hollow 
Augmentation 
Numerous structural changes 
are brought on by the intricate 
biological process of facial 
ageing and are regulated by a 
complex synergy of skin 
texture changes, bone 
resorption, soft tissue 
atrophy, gravity, and other 
factors. The temporal region is 
one of the most crucial and 
essential components of the 
upper face, but both patients 
and practitioners frequently 
ignore, underappreciate, and 
neglect this area. Patients 
frequently report themselves 
as looking haggard, withered, 
or skeletonized as a result of 
volume loss in the temporal 
region of the face. 
 
Therefore, when doing a global assessment of the face for volume loss, consideration should 
be given to temporal volume restoration after careful investigation. Due to serious problems 
that have been documented in the literature, this procedure's safety is still being investigated 
Many medical professionals believe that injecting in the temporal region is a high-risk 
treatment and that the temple is "treacherous territory." Undoubtedly under reported are 
severe cases of iatrogenic blindness and vascular occlusion following dermal fillers. 
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Anatomy and physiology of the temporal region 
Increase safety when injecting in this area, practitioners must have a thorough awareness of 
the link between the temple structures and the temporal fossa's limits. To comprehend and 
appreciate the minuscule depths between each layer, practitioners need to place tissue 
planes in the temporal region into context. The zygomatic arch is below the level of the 
temporal fossa, which is a shallow dip on the side of the skull bordered by the temporal lines. 
The layers of skin are followed by subcutaneous fat, which is weakly adhering to the 
superficial temporoparietal fascia (STPF), which houses the temporal branch of the face nerve 
as well as the superficial temporal artery. 
 
With a sharp needle, this is a dangerous place to be. The deep temporoparietal fascia (DTPF), 
the deep temporal artery, the large temporalis muscle, and the pericranium and bone all 
come after loose areolar tissue that comes before the temporalis muscle fascia and the 
middle temporal artery. The injector must consider several factors as the needle or cannula 
goes through each of these zones. 
 
Product selection 
Belotero® Volume with Lidocaine, which is a HA-based gel, completely homogenous with low 
viscosity but high cohesivity and elasticity and moreover, reversible. Loss of temporal support 
to the lateral brow, coupled with loss of fullness in the upper eyelid, create the impression of 
brow ptosis, with the eyebrow seemingly descending to a position at or below the superior 
orbital rim. The technique involves restoration of temple harmony and balance with injection 
of the superior aspect of the temple with a concomitant lift of the lateral brow. 
 
Cannula 
The use of a blunt cannula to treat the temporal region is becoming more popular right now. 
The advantage of using a cannula for injections is the lower chance of an intravascular incident 
when working at a shallower depth. Additionally, a concavity correction could be 
accomplished with less product. The STPF is rather sturdy despite being relatively thin (it is a 
structure unlikely to be penetrated accidentally), and it takes a lot of force to break through 
the tissue. Some practitioners favour massaging the STPF after injecting a substance onto it 
to generate a smooth surface. To prevent the development of uneven contours when working 
at this level, product selection is essential. Understanding the superficial temporal artery and 
vein is essential. 
 
At this depth, the middle temporal vessels must be respected. Caution is usually suggested 
due to the possibility of considerable anatomical abnormalities in the temporal vessels' 
course. Before finishing the restoration with cannula work in the more superficial planes, 
placement of product deeper in the fossa may be necessary if the concavity is substantial. The 
concavity should typically be addressed, although the development of convexity may give a 
negative and rather masculine feature. Temporal wasting depression in the female face 
typically does not require a complete repair. Consequently, the natural feminine facial 
silhouette is disturbed.  
 
Supraperiosteal small bolus injection technique to the superior temple 
Anatomically there is no physical barrier present sub-muscularly at the inferior boundary of 
the temporal fossa and similarly under the DTPF. These results suggest that if injections are 
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administered deep sub muscularly, there may be a chance for inferior product migration into 
the pre-masseteric area beneath the zygomatic arch. However, product migration is 
becoming less common because to the cohesivity of the current generation HA solutions that 
are now accessible. Injecting into the deep cavity of the temporal fossa's central depression, 
where a needle would encounter multiple dangerous landmarks, is the justification for using 
a superior temporal approach (as described previously in the article). Leading specialists in 
the field have recently explored how injecting more precisely can lower the probability of the 
embolic phenomena. 
 
 
The procedure 
The frontalis muscle and the temporalis muscle are divided by the temporal fusion lines, 
which are a visible and felt zone of fixation. Marking the temporal fusion line 1 cm above the 
forehead and 1 cm laterally to this point can help you find the proper location for the superior 
temporal injection. This injection technique has extremely little depth, and the needle's tip 
will nearly immediately feel bone. Contrarily, injecting into the temporal fossa's central 
depression feels quite different because the needle is moving through a much deeper region. 
According to many medical professionals, it is safe to inject when a needle meets bone. 
However, the author advises always aiming high. 
 
In order to minimise hazards, practitioners have a duty of care to their patients. To stop the 
injected substance from tracking laterally, a shielding finger is positioned anterior to the 
hairline. Instead, then injecting directly into the hollow, superior temple injections allow the 
dermal filler to flood into the tissue below and fill the cavity from above. At this initial 
meeting, the author prefers to inject no more than 0.5ml bilaterally since she feels that using 
a sessional approach is a safer course of action. The evidence for injecting tiny aliquots of 0.1 
millilitres at each injection site and rerouting the needle without changing its course is 
growing. 
 
Favourable with prompt intervention than if a huge bolus of product was injected, resulting 
in an embolic event. According to experts' recommendations, smaller bolus injections 
performed under moderate pressure and with the least amount of drug released are safer 
than bigger ones. Following these suggestions could prevent a significant vascular 
impairment. 
 
Serious complications 
There is now heightened awareness of the possibility of iatrogenic blindness following facial 
cosmetic injections. The literature describes around 60 cases globally. It is highly probable 
that this number will continue to increase.  
The risk of iatrogenic blindness following facial cosmetic injections is now more widely 
recognised. There are descriptions of 60 cases worldwide in the literature. There is a strong 
likelihood that this number will keep rising.  
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Chin Augmentation 

 
The chin is a critical component to the perception of facial attractiveness. Dermal fillers offer 
a nonsurgical, temporary method of correcting mild to moderate chin retrusion and 
resorption. Thus far, discussion of this procedure has been largely limited to the plastic 
surgery and otolaryngology literature. 
Chin augmentation using injectable fillers can be performed effectively and safely with 
adequate background knowledge of the regional anatomy and appropriate patient selection.  
 
Chin augmentation is increasingly recognised as an essential component to complete facial 
aesthetic rejuvenation. 
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Non-surgical Nose Rejuvenation 
 
Observing the arterial blood supply of the nose, it is understandable why there is a higher risk 
of arterial occlusion and catastrophic consequences of the filler moving to the retinal blood 
vessels causing blindness.  
A specific injection technique can lower the risk of complications  

• Know your anatomy  
• Palpate the area 
• Inject in the proper layer 
• Aspirate 
• inject slowly  
• Deliver small boluses 
• Check colour at all times  
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Cheek Rejuvenation 
 
Midfacial Volume Restoration 
The malar fat pad is a discrete, triangular shaped area of thickened subcutaneous fat, based 
at the nasolabial fold with its apex at the malar eminence in the youthful face. It is attached 
to the overlying skin and is supported by multiple fibrous septae that extend from the 
superficial musculoaponeurotic system (SMAS) and into the dermis. Loss of skin elasticity and 
weakening of these septae, as well as volume loss within the deep medial cheek fat, lead to a 
downward and forward descent of the skin and malar fat pad until it bulges against the fixed 
nasolabial fold. 
 
These sequelae of ageing result in deepening of the nasolabial folds, progressive hollowing of 
the cheeks, and loss of prominence of the malar eminences. The lower eyelid lengthens, 
increasing visibility of the orbicularis oculi muscle, coupled with the formation of tear trough 
and a crescent or “V”-shaped deformity along the maxilla and zygoma. There is recession of 
the nasal alar cheek junction. Individual fat pockets become discernible as separate entities 
rather than the smooth transitions from convexities to concavities seen in youth. It is the 
author's view that no other facial injection site provides greater rejuvenation than the 
midface. 
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Lip flip  
 
BTA helps to enlarge the upper lip and shorten the philtrum. The BTA injection can be an 
option for lip enhancement with caution 

 
 
 
Technique  
 
Inject a total in small blebs along the vermillion border of the lip. Be careful as too much toxin 
will affect the symmetry of the smile. Review in 2 weeks. 
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Gingival show  
 
Levator labii superioris alaeque nasalis (LLSAN) 
muscle is traditionally thought of as a muscle of 
the mouth but is also a crucial muscle of the 
nose. Interestingly, it has the longest name of 
any muscle in the human body.  
 
Origin: maxilla, nasal bone, medial canthus 
Insertion: nasal base 
Innervation: facial nerve (VII) 
Action: depressor of the tip of the nostril 
  
 
Technique  
Ask your patient to smile and look for the slight 
protrusion of the LLSN Inject perpendicular in 
the position above.  
 
Inject 4/5 units of toxin in the post shown above 
deep into the muscle. 
 
Review in 2 weeks for additional treatment if a 
satisfactory outcome is not achieved. 
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Treatment of Masseter hypertrophy with Botulinum Toxin  
 
Masseter muscle enlargement (hypertrophy) can be accompanied by pain and can be caused 
by  

1. emotional stress 
2. chronic bruxism  
3. masseteric hyper-function 
4. microtrauma 

 
Botulinum Neurotoxin Treatment (BoNT) 
 
Although the largest reported experiences with use of BoNT come from the cosmetic use for 
facial recontouring, it has been used successfully to treat masseter hypertrophy to address 
pain associated with unilateral enlargement. 
 
The use of Botulinum Toxin can: 

• Improved chewing 
• Diminish pain 
• Prevented jaw from disengaging or clicking 
• Improved facial contour 

 

 
 
Technique  
Through a sequence of three injections to the left masseter in 3 points of injection 5 units (15 
in total) in a triangular spacing. Be careful not to come off the Masseter into other muscles 
causing asymmetrical facial expressions  
One study found that Initial treatment resulted in 3 months of benefit with the second 
injection more durable but still warranting a third injection one year after the second. 
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Complications  
Weak chewing function  
 
 
Platysma bands treatment with Botulinum Toxin 
 
The ageing neck is an area that improvement is commonly requested in clinic. It can be quite 
challenging, and expectations can be high. 
Ageing of the neck can present with submental fat, loss of definition of the mandibular border 
and neck angle, flaccidity and poor quality of the skin as well as horizontal lines and vertical 
bands of the platysma muscle. 
 
These bands appear due to hyperkinetic activity of the platysma muscle and its interfaces as 
well as its connections with adjacent oral muscles combined with the function of the 
depressor anguli oris lead to marked bands and depressed oral commissures, which are also 
aspects commonly associated with ageing. Botulinum Toxin can relax these muscles and when 
properly injected give excellent outcomes for the patient.  
The Nefertiti lift as it is sometimes called can be used on its own or in conjunction with other 
rejuvenating procedures. It is particularly helpful in younger patients with platysma muscle 
hyperactivity and retained skin elasticity. 
 
Anatomy  
The clavicle, acromion, and superficial fascia of the upper thorax are where the platysma 
muscle begins to develop. Its posterior fibres are inserted into the lateral orbicularis oris 
muscle, the depressor anguli oris, and the risorius muscles. The platysma contracts and lowers 
the mouth's angle. The medial region of the mandibular border's periosteum is where the 
anterior fibres are implanted. The masseter, buccinator, and depressor anguli oris fibres 
connect to these ones. Masseter, risorius, and depressor anguli oris can all be directly 
accessed by superficial platysmal fibres. When muscles contract, it is mostly these anterior 
regions that are in charge of causing platysmal bands to develop.  
  
The oblique line of the jaw is where the depressor anguli oris muscle originates. It is inserted 
into the inferior aspect of the mouth and connects to the nearby muscles. It reduces the 
mouth's commissure, which leads to an expression of melancholy or annoyance. It 
contributes to the development of the mentolabial fold along with the mandibular ligament. 
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Technique 
The injector administers three or four injection sites with approximately 5 U (Botox®and 
Xeomin®) or 15 U (Dysport®) in 0.1 ml saline solution each platysmal band as well as the 
jawline on both sides. In some cases, more lateral wrinkles of the muscle are also treated with 
a few additional units of the toxin. The depressor anguli oris muscles are treated bilaterally 
with a single injection of approximately 2-5 U (Botox® and Xeomin®) or 6-15 U (Dysport®) in 
each muscle.  
Pebble chin can be included in this technique.  5 units to the belly of the mentalis muscle will 
help relax a hyperactive chin  
 
Complications 
                                                  Number                 Percentage 
Ecchymosis/haematoma       7                    8.9%  
Mild dysphagia                    4                    5.2%  
Neck weakness                    1                    1.3%  
Total                                              12                    15.4% 
 
If the treatment is too strong it may cause neck weakness on arising from bed or carrying out 
exercise.  
 
Hyperhidrosis  
The term "hyperhidrosis" refers to perspiration that is excessive compared to what is 
necessary to control body temperature. This can cause social embarrassment, a decline in 
physical and emotional health, problems in personal relationships, and social stigmatisation.  
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Topical antiperspirants like aluminium chloride, which are used as first-line nonsurgical 
therapy, are frequently unsuccessful at lowering sweat production, require frequent 
reapplication, and are uncomfortable as a result of irritating dermatitis.  
Surgery techniques include removal of sweat glands, arthroscopic gland shaving, and 
endoscopic transthoracic sympathectomy (ETS). These procedures involve invasiveness, a 
high risk of significant consequences and recurrence, as well as the cost of a surgery, recovery 
period, and anaesthesia.   
 
Therefore, the ideal treatment would be safer and less invasive than surgery, as well as longer 
lasting and more tolerable than topical agents, and it would result in high patient satisfaction 
rates. 
Several randomised studies have shown that botulinum toxin type A is a safe, effective, and 
durable method of treating patients with primary hyperhidrosis   
 
According to research, when patients who have not responded to topical antiperspirants are 
given an injection of botulinum toxin, they experience a 75% reduction in sweating, an 
improvement in their emotional and physical well-being, and a reduction in their activity 
restrictions without experiencing any severe adverse reactions. 
  
Primary hyperhidrosis is defined as: idiopathic; excessive sweating lasting six months or 
longer; having at least two of the following characteristics: interference with daily activities; 
symmetrical sweating on both sides of the body; frequency greater than once per week; and 
a family history of sweating. 
 Hyperhidrosis is not regarded as a psychiatric disease, even though emotional triggers 
exacerbate symptoms. Heat and spicy foods can also result in hyperhidrosis (gustatory 
hyperhidrosis). 
  
Although the cause is unknown, it is thought to be caused by non-thermoregulatory 
sympathetic hyperstimulation of eccrine sweat glands. 
  
To evaluate the severity of excessive sweat production and the level of patient impairment, 
several objective and subjective assessments have been devised.  
This is one commonly used in aesthetic clinics 
 
Miners starch rest 
The affected area's skin is treated with an alcohol solution containing 3.5 percent iodine 
before being dusted with starch flour. Sweat coming into touch with the iodine-starch mixture 
causes the hue to shift to a dark violet. This denotes a positive sweat test and produces a map 
showing the location of active eccrine glands.  
 
Some clinics will draw out a border on the hair line area which is believed to house the larger 
sweat glands 
 
Hyperhidrosis Disease Severity Scale 
Score Patient Response 

1. My underarm sweating is never noticeable and never interferes with my daily 
activities.  
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2. My underarm sweating is tolerable but sometimes interferes with my daily activities.  
3. My underarm sweating is barely tolerable and frequently interferes with my daily 

activities.  
4. My underarm sweating is intolerable and always interferes with my daily activities.  

Adapted from the Hyperhidrosis Disease Severity Scale study. 
Positive tests will score 3 out of 4 on the scale. 
 
Contraindications 
Patients with severe blood-clotting disorders, secondary hyperhidrosis caused by an 
underlying condition, prior surgical debulking of the sweat glands, or those who have 
undergone previous debulking surgery are not eligible for botulinum toxin injections. Patients 
are needed to see the clinic again when their systemic or concurrent injection-site infections 
have cleared up. As with myasthenia gravis, Eaton-Lambert syndrome, or amyotrophic lateral 
sclerosis, refrain from treating people who already have a medical condition that may affect 
their ability to use their muscles. In addition, therapy is not available to female patients who 
are nursing or pregnant. 
 
Technique 
Botulinum Toxin Solution 
Botulinum Toxin Type a Recommended Reconstitution 
 
Diluent: 0.9% saline solution  
Concentration: 25 U botulinum toxin to 1 ml 0.9% saline solution  
Axillary dilution: 50 U botulinum toxin in 2 ml saline per axilla (3 ml for larger axillae); 40 
injections per millilitre of injection solution  
Palmar dilution: 100 U botulinum toxin in 3-4 ml saline per palm  
Plantar dilution: 150-250 U botulinum toxin in 6-8 ml saline per sole  
 
Axillary Treatment 
Inject botulinum toxin in the axillary area with 
a 26 - or 30-gauge needle on a TB syringe  
In most patients, 20 evenly distributed 
injection sites are placed sub-dermally in each 
axilla (20 injections per millimetre of injection 
solution), with the injection sites 
approximately 8 mm apart. The needle is 
inserted at a 45-degree angle, approximately 
2 mm into the dermis, bevel side up. Once 
inserted, the syringe is slowly depressed to 
release approximately 0.1 ml (4units) of the 
solution sub-dermally, after which it is 
withdrawn.  
 
A 26- or 30-gauge needle on a TB syringe is used for injection. 
A 26- or 30-gauge needle on a TB syringe is used for injections. 
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Palmar and Plantar Treatment 
The pain associated with BoNT-ONA injections for palmar and plantar hyperhidrosis can deter 
patients from undergoing the procedure. Due to the rich nerve endings in the palms and soles, 
pain can be significant with the numerous injections needed to achieve the desired effect. To 
reduce discomfort from the injection, several anaesthetic methods have been reported, 
including oral and intravenous sedation, topical lidocaine cream, nerve blocks, and 
cryoanalgesia (ice block). Radial and ulnar nerve blocks, when administered properly, are very 
effective in minimising pain and are commonly utilised prior to injection.  
 
 For patients who are more sensitive to pain or are wary of the pain associated with the 
injection, topical 2.5% lidocaine cream is applied 30 to 60 minutes prior to the procedure. 
Some physicians use vibration in conjunction with ice packs to reduce pain sensation. It is 
believed that the stimulation of vibration receptors inhibits the interneurons that transmit 
the pain signal. Vibration can be administered with a handheld massager or other similar 
device. 
 
Define the injection field as a grid on the palm and sole. Once the field of injection is defined, 
a total of 100 U per palm of BoNT is injected with a 26- or 30- gauge needle and a TB syringe. 
The BoNT is diluted in 3 to 4 ml of normal saline and then sub-dermally injected into each 1-
cm square area of the palm and three sites in each digit. After the procedure, ice packs are 
applied for 15 minutes to confirm no immediate reaction to the toxin. 

 
Post-treatment Care 
Patients are monitored in the clinic for signs and symptoms of adverse events (AE) and 
encouraged to report any AE that occur following treatments and between follow-up visits. 
Patients are routinely advised to attend for a review in 2-4 weeks to check the treatment 
outcome. Patients are advised to self-refer for repeat treatment once their symptoms begin 
to return. 
 
Patient Satisfaction 
Patients who have undergone BTX-A injections claim a significant decrease in excess sweat 
production and improvement in quality of life. 
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Disadvantages 
The primary disadvantage to treating hyperhidrosis with botulinum toxin is its temporary 
improvement. Although there may be an attenuation effect, anhidrosis typically lasts six to 
nine months, and thus repeated injections are required. It is noted that patients who have 
had more than four treatments tend to return more frequently for subsequent injections. We 
speculate that this occurs because patients are less tolerant of symptoms once they become 
accustomed to the anhidrosis. However, research suggests that some patients may develop 
antibodies to the toxin, leading to reduced treatment efficacy. 
 
Cannula or Needle 
A skilled injector should feel at ease utilising both microcannulas and needles because each 
has benefits and drawbacks, many of which are location-specific for the face. A blunt tip 
microcannula is safer in the subcutaneous plane in anatomical hazard zones, but it should still 
be handled with care. Long microcannulas can be used to gently break up creases and scars 
or contour huge surface regions with no pain, stress, or bruising. There is a learning curve 
with microcannulas because they need a needle to enter the skin and frequently need a 
second pair of hands to help. In most cases, the needle is one or two gauges larger than the 
microcannula (for example, a trocar measuring 25 gauge for a microcannula measuring 27 
gauge for 1.5 inches). 
The most popular cannula sizes are 23g 38mm and 23g 50mm or 25g 38mm and 25g 50mm. 
 
How to describe the differences 
If you are in a risky place or the area is highly sensitive, use a cannula. It is also beneficial if 
you wish to lessen the patient's level of discomfort. 
 
A natural result is produced by the cannula's delivery of the substance in strands. If you select 
a needle, it will be subperiosteally administered as a bolus, which can provide significantly 
more lift. 
 
Although this method is more uncomfortable and carries a larger risk of injecting into an 
artery, it delivers the product to a particular area. 
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Objective Six: The learner can efficiently provide aftercare and follow 

up reviews to treatments provided. 
 

It is important that the aesthetic practitioner reviews the patient treatment this falls within 
the medical model of practice where the patient is discharged from treatments. From the 
aftercare process you will be able to objectively review the treatment and if the treatment 
outcomes and objectives have been achieved. The patient journey is important as this is 
where the best treatments are achieved through a discussed plan of action and thorough 
consultation. 
The patient will feel they are in safe hands and it is important not to destroy this trust. 
New treatments can be planned as: 

 

What are the new rules? 

1. Witness patient consent yourself 

It is essential to a shared understanding of expectations and limitations that consent to a 
cosmetic intervention is sought by the doctor who will perform it or supervise its performance 
by another practitioner. 

2. Give patients an appropriate amount of time for reflection 

Make sure patients are given enough time and information before they decide whether to 
have an intervention 
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How do you calculate an appropriate amount of time? The GMC say the time will vary 
depending on the invasiveness, complexity, permanence and risks of the intervention. For 
injectable treatments, these will be at the lower end of the scale. 

3. Consider your patient’s psychological needs 

You must satisfy yourself that the patient’s request for the cosmetic intervention is voluntary.  

4. Work within your competency 

Before carrying out an intervention for the first time yourself, or supervising others 
performing it, you must make sure you can do so safely, e.g. by undergoing training or 
seeking opportunities for supervised practice. Seek advice or refer on when necessary. 

5. Inform patients of the risks 

Make sure patients have the information they want or need, including written information 
that supports continuity of care and includes relevant information about the medicines or 
devices used — and this should be done at the outset, not after the treatment. What else 
counts as a risk?  The failure of an intervention to achieve the desired aim. 

6. Take care with children and young people 

Make sure younger patients want the procedure themselves, irrespective of whether their 
parent(s) consent to it. 

7. Market honestly and responsibly 

You should be able to attract patients without making unjustifiable claims about 
interventions, trivialising the risks involved, or using promotional tactics that might encourage 
people to make ill-considered decisions. 

What next? 

The rules come into force on 1st June 2016. Until other regulatory bodies such as the Nursing 
and Midwifery Council (NMC) publish their own rules, we recommend that nurses, midwives’ 
dentists and other professionals working in aesthetics follow the GMC guidance. 
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Objective Seven: The learner will be able to access evidence-based 

studies to ensure that current practice is up to date  

 
Editorials 
 
Practitioners of evidence-based care 
High quality health care implies practice that is consistent with the best evidence. An 
intuitively appealing way to achieve such evidence-based practice is to train clinicians who 
can independently find, appraise, and apply the best evidence (whom we call evidence-based 
practitioners). Indeed, we ourselves have advocated this approach. Now, however, we want 
to highlight the limitations of this strategy and suggest two complementary alternatives. 
The skills needed to provide an evidence-based solution to a clinical dilemma include defining 
the problem; constructing and conducting an efficient search to locate the best evidence; 
critically appraising the evidence; and considering that evidence, and its implications, in the 
context of patients' circumstances and values. Attaining these skills requires intensive study 
and frequent, time consuming, application. 

 
The JCCP Practitioner Register has been established to enable practitioners delivering the 
aesthetic treatments set out in the CPSA Framework of Standards and Competences to be 
accredited. 

• In order to be accredited applicants will need to demonstrate evidence of competence 
and proficiency. 

• The JCCP recognizes that different practitioners will have varying levels of experience, 
qualifications and status. 

• The public will be able to access the JCCP Practitioner Register and see at what level 
and which areas of treatment a practitioner has been accredited by the JCCP. 

The JCCP Practitioner Register is voluntary and remains subject to consideration for approval 
by the Professional Standards Authority (PSA) who oversee public registers in the health care 
sector. 

  


