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Abstract: Biocompatible hyaluronic acid (HA, hyaluronan) gel implants have altered the therapeutic
landscape of surgery and medicine, fostering an array of innovative products that include visco-
surgical aids, synovial supplements, and drug-eluting nanomaterials. However, it is perhaps the
explosive growth in the cosmetic applications of injectable dermal fillers that has captured the bright-
est spotlight, emerging as the dominant modality in plastic surgery and aesthetic medicine. The
popularity surge with which injectable HA fillers have risen to in vogue status has also brought a
concomitant increase in the incidence of once-rare iatrogenic vaso-occlusive injuries ranging from
disfiguring facial skin necrosis to disabling neuro-ophthalmological sequelae. As our understanding
of the pathophysiology of these injuries has evolved, supplemented by more than a century of astute
observations, the formulation of novel therapeutic and preventative strategies has permitted the
amelioration of this burdensome complication. In this special issue article, we review the relevant
mechanisms underlying HA filler-induced vascular occlusion (FIVO), with particular emphasis on
the rheo-mechanical aspects of vascular blockade; the thromboembolic potential of HA mixtures; and
the tissue-specific ischemic susceptibility of microvascular networks, which leads to underperfusion,
hypoxia, and ultimate injury. In addition, recent therapeutic advances and novel considerations
on the prevention and management of muco-cutaneous and neuro-ophthalmological complications
are examined.

Keywords: hyaluronic acid; dermal fillers; hyaluronidase; urokinase; fibrinolytic therapy; skin
necrosis; retinal injury; cerebrovascular stroke; pulmonary embolism; angiosome

1. Introduction

The advent of chemically crosslinked hyaluronic acid (HA, hyaluronan) gel derivatives
has heralded a new era in the biomedical arena, yielding novel therapeutic applications
in the fields of surgery, regenerative medicine, and pharmacology [1,2]. However, it is
perhaps the utilization of hydrocolloidal HA-based dermal fillers in aesthetic medicine that
has witnessed the most significant growth in the last decade, commanding the largest share
of the global cosmetic market in 2022 [3–5]. The explosion in the use of these injectable
HA gels has brought a concomitant rise in the incidence of once-rare ischemic tissue
infarcts stemming from the accidental intravascular injection of gel boluses, resulting in
filler-induced vascular occlusion (FIVO). With our growing understanding of the injury
mechanisms of FIVO, novel therapeutic interventions have become possible. In this article,
we review the current state of knowledge relating to the pathophysiology of this iatrogenic
complication, with important implications for treatment and prevention.

1.1. Historical Perspective

The use of injectable compounds in plastic surgery originated in the late 1890s with the
use of soft hydrocarbon prostheses in the correction of facial deformities [6,7]. At the time,
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the practice involved the injection of a soft mixture of paraffin and vaseline through a large
bore needle, followed by the immediate sculpting, cooling, and fixation of the treated areas
(Figure 1) [8]. Although the material was later found to be prone to migration and chronic
inflammatory reactions, this novel application of injectables in aesthetic medicine gave
birth to a powerful non-surgical treatment modality, positively expanding the horizons of
the specialty [9–11].
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Despite initial acclaim and optimism, paraffin injections struck a historically ominous 
chord when early occurrences of sudden blindness, stroke, and pulmonary emboli—oc-
curring immediately following injection—began to be described circa 1903 [12]. Though 
initially baffled, contemporary surgeons at the time eventually surmised that the inciting 
cause of such devastating events stemmed from the inadvertent intravascular injection 
and dissemination of soft paraffin into the ophthalmic, cerebral, and pulmonary vascula-
tures, resulting in tissue infarction [13]. These reports described the very first known in-
stances of FIVO, which, together with paraffin’s predisposition toward disfiguring gran-
ulomas, culminated in the eventual cessation of paraffin use by the late 1920s [14]. 

Figure 1. The history of cosmetic injectable fillers, early 1900s: (a) Paraffin syringe employed in paraf-
fin facial injections, from Ballenger [6]. (b) Diagrammatic description of nasal dorsal augmentation
with paraffin, ca. 1911, from Ballenger [6]. (c) Illustration of cosmetic patient before and following
paraffin augmentation of the nasal dorsum, early ca. 1911, from Kolle [7]. (d) Procedural technique of
paraffin injection in the correction of a dorsal nasal deformity, ca. 1908, from Miller [8].

Despite initial acclaim and optimism, paraffin injections struck a historically omi-
nous chord when early occurrences of sudden blindness, stroke, and pulmonary emboli—
occurring immediately following injection—began to be described circa 1903 [12]. Though
initially baffled, contemporary surgeons at the time eventually surmised that the inciting
cause of such devastating events stemmed from the inadvertent intravascular injection and
dissemination of soft paraffin into the ophthalmic, cerebral, and pulmonary vasculatures,
resulting in tissue infarction [13]. These reports described the very first known instances
of FIVO, which, together with paraffin’s predisposition toward disfiguring granulomas,
culminated in the eventual cessation of paraffin use by the late 1920s [14].

Over the ensuing century, the post-paraffin evolution of cosmetic injectables pro-
gressed through other suboptimal alloplastic compounds—most notably liquid silicone in
the 1950s—prior to eventually settling on the use of homologous biocompatible materials
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like collagen (1980s) and hyaluronan (2000s) [15–17]. These agents, though of limited
longevity, offered an unmatched safety profile and a low incidence of adverse reactions or
complications. With the FDA approval of the first cosmetic HA dermal filler (Restylane®,
Galderma, Fort Worth, TX, USA) in 2002, and the subsequent flourishing of aesthetic in-
jectables, hyaluronan solidified its hegemony as the leading cosmetic injection material
of the new millennium [18]. However, as filler treatments ascended to the forefront of
plastic surgery, the resurgence of vascular occlusion events soon followed, portending the
continuation of a century-old medical saga in the 21st century.

1.2. Modern Parallels

In the two decades since the introduction of HA injectable gels, dermal fillers have
witnessed a surge in popularity, with sales booming by 700% between 2005 and 2020 [19,20].
As of 2022, the global market for cosmetic fillers registered a value of $5.31 billion and
a growth forecast of 65% by 2030 [21]. In the United States alone, ~3.4 million dermal
filler procedures are performed yearly, with HA fillers comprising nearly 80% of filler
products [22]. This increased demand for cosmetic injectables stems from the growing
acceptance of plastic surgery procedures across all age and gender groups, as well as the
increased accessibility and marketing, as well as decreased cost of products, creating an
increasingly competitive market that is likely to favor further adoption.

Despite the positive influence of dermal fillers on the specialty, their widespread
utilization has brought the concomitant rise in the incidence of ischemic injuries stemming
from FIVO. Beleznay et al. reported nearly 50 cases of filler-induced blindness within a
period of approximately 3 years between 2015 and 2018, standing in sharp contrast to the
98 published instances of such occurrences in the preceding century [23,24]. Similarly, the
incidence of filler-induced ischemic skin injuries has shown a 30-fold increase between 2000
and 2020, while that of filler-induced stroke has risen by 300% (Figure 2) [25,26]. In 2015,
in response to this well-documented hazard, the FDA ordered the re-labelling of all filler
products to include a warning statement on the risk of vascular occlusion [27].
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Figure 2. Increasing incidence in the number of published cases of filler-induced complications
between 2001 and 2020: (a) skin necrosis, data from Soares et al. [25]; (b) cerebral embolism, data
from Wang et al. [26].

1.3. Clinical Scope of the Problem

The clinical scope of injuries resulting from FIVO is ample owing to the numerous
arterial and venous conduits of the face, which enable the dissemination of embolized
fragments to local and distant targets. Consequently, published reports of FIVO injuries
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have encompassed vision loss, ophthalmoplegia, cerebral infarction, skin necrosis, pul-
monary embolism, cerebral sinus thrombosis, and even death [28–34]. Nevertheless, the
exact magnitude of the problem has been difficult to quantify owing to intrinsic limitations
in the U.S. Federal Manufacturer and User Facility Device Experience (MAUDE) database,
a passive reporting system prone to under-reporting and information deficiencies [35].

A recent 2021 FDA panel on the risks associated with intravascular injection of dermal
fillers disclosed a total of 470 vascular adverse events reported within a 5-year period
between 2015 and 2020. Of those, at least 91% occurred in the face, with the perioral, nasal,
and nasolabial sites of injection comprising the majority (68%) of such incidents (Figure 3).
Notably, nearly 20% of reported injuries were complicated by vision-related sequelae, with
85% of patients incurring persistent deficits [36]. The potential for iatrogenic blindness with
FIVO raises the specter of not only debilitating injuries, but also the risk of practice-ending
litigation, posing bilateral costly ramifications to patients and practitioners alike [37].
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The cosmetic deformities that can result from FIVO-associated skin necrosis, which carry
the potential for facial disfigurement, are also significant. A recent systematic review of
243 photographic reports of FIVO resulting in facial skin ischemia revealed that the facial and
ophthalmic arterial angiosomes were frequently involved, comprising 58% and 48% of injuries,
respectively. In particular, the glabellar, nasal, and upper lip regions, all of which share critical
aesthetic significance, were the facial zones most frequently affected by ischemic skin loss [25].
The damage caused by facial skin necrosis carries substantial negative financial and quality of
life repercussions that impose permanent burdens on affected patients, reinforcing the urgent
need for greater preventative and therapeutic initiatives [38,39].

2. Hyaluronan Biophysiology and Aesthetic Applications

The popularity of HA as an injectable material has placed it at the forefront of FIVO thanks
to its widespread use in aesthetic medicine. First isolated from the bovine ocular vitreous
and described by Meyer and Palmer in 1934, HA is a biomacromolecule with important
physiological functions, remarkable versatility, and numerous applications in medicine [40,41].
Since the elucidation of its chemical structure in 1954, HA has been routinely employed in
wound dressings, ophthalmological viscosurgical aids, and synovial viscosupplementation
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products [42,43]. Following the advent of genetically modified bacterial fermentation processes
that enabled the large-scale manufacturing of HA derivatives, the number of available HA
products has grown substantially and now includes a wide array of applications that include
the correction of facial rhytids, volume depletion, and contour loss [44–47].

2.1. Basic Biochemical Properties and Function

Hyaluronan is a ubiquitous heteropolysaccharide consisting of alternating disaccharide
units composed of β-1,4-D-glucuronic acid and β-1,3-N-acetyl-D-glucosamine (Figure 4) [48].
Biochemically, the HA macromolecule is a stable non-sulfated, non-branched glycosaminogly-
can with important structural, hygroscopic, and signaling roles within the extracellular matrix
(ECM) [49,50]. The human body contains approximately 15 g of hyaluronan—capable of bind-
ing 1000× its weight in water—with nearly half of all HA present in the skin and featuring
a resident half-life of only 24 h [51]. In vivo, HA exists as a highly hydrated, polyanionic
molecule ranging in weight from 100 kDa in serum to 7000 kDa in the vitreous humor [52,53].
Because of their charged nature, hyaluronan molecules display significant intra- and inter-
molecular hydrogen bonds, providing secondary and tertiary structural rigidity, forming
anti-parallel helical duplexes that can assemble into infinitely large meshworks, imparting
this molecule its viscoelastic properties (Figure 5) [54–56].
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Figure 4. Chemical structure of the disaccharide unit of hyaluronan (HA). (a) Each HA molecule
consists of variable-length chains made up of repeating disaccharide units, each composed of D-
glucuronic acid and N-acetyl-D-glucosamine. (b) Each hyaluronan molecule features a large number
of hydrophilic groups and intra-molecular hydrogen bonds, responsible for its high water-binding
affinity and viscoelastic properties. Reproduced from Fallacara et al. [48], with permission.
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The biological functions performed by hyaluronan in living tissues are numerous.
Structurally, HA’s vast hygroscopic meshwork imparts a hydrating, space-filling quality
to the extracellular milieu that facilitates the cellular and biochemical activities of tissues.
The osmotic and viscoelastic characteristics of HA also enhance the soft tissue turgor,
pliability, and resiliency of the dermis, conferring a youthful quality to the skin [57].
Physiologically, hyaluronan serves as an important mediator and signaling molecule in
wound healing, interacting directly with CD44 and modulating epidermal growth factor
receptor (EGFR) and transforming growth factor-β1 (TGFβ1) receptor activity [58–61].
Furthermore, individual HA molecules also possess signaling properties that are dependent
on molecular weight. Short (<20 kDa) and medium (20–500 kDa) molecules demonstrate
pro-angiogenic, immunostimulatory actions, while high-molecular weight (HMW) HA
(>500 kDa) shows the opposite tendency toward an immunodepressive effect [62].

2.2. Physiological HA Biosynthesis and Degradation

In eukaryotes, the synthesis of hyaluronan is governed by a family of glycosyl-transferases
named HA synthases (HASs), which convert two distinct uridine diphosphate (UDP)-sugar
precursors (UDP-glucuronic acid and UDP-N-acetylglucosamine) into HMW HA [63]. In
humans, the production of hyaluronan relies on three different isoenzymes—HAS1, HAS2,
and HAS3—all of which are transmembrane proteins that polymerize HA from cytosolic
substrates directly into the extra-cellular environment. HAS2 carries the most significant
functional role, based on the lethality of HAS2 knockouts, and is responsible for most HA
production in tissues [64,65]. The regulation of HA synthesis appears to be dependent on
a variety of signaling factors associated with inflammatory and wound healing mediators,
including transforming growth (TGF-β), insulin-like growth factor (IGF), fibroblast growth
factor (FGF), and prostaglandins [66,67].

The degradation of HA is executed by endogenous hyaluronidases, endo-beta-N-
acetylhexosaminidases that hydrolyze endogenous and exogenous HA. In humans, six
homologous genes encoding for hyaluronidases have historically been described: HYAL-1
through HYAL-4, PHYAL-1, and SPAM-1 [68]. Of these, HYAL-1 and 2 are by far the most
active in human tissues, with HYAL-2 existing as a free, unbound enzyme responsible
for the breakdown of most extracellular HA into intermediate-sized polysaccharides and
HYAL-1 serving as the membrane-bound form in lysosomes capable of further degrading
endocytosed HA into its constituent monosaccharides [69]. The intravascular half-life
of hyaluronidases is short, spanning only 2–3 min because of the presence of plasma
glycoprotein inhibitors [70]. In tissues, hyaluronidases have a more prolonged activity,
remaining active for 24–48 h; nevertheless, some murine studies have shown a complete
drop in activity after 3–6 h [71,72]. For this reason, hyaluronidase re-dosing every 1–6 h has
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been recommended in cases of FIVO [73]. Additionally, other HA degradation pathways
have been described recently that also bear significance. Specifically, the clearance of
intravascular HA appears to rely on endocytosis via HARE (HA receptor for endocytosis)-
mediated binding by the sinusoidal endothelial cells in the liver and spleen [74]. In
addition, a new membrane-bound protein, HYBID (hyaluronan binding protein involved
in hyaluronan depolymerization), has been identified and shown to play a significant role
in HA turnover in the skin. HYBID appears to participate in an endocytosis-mediated
breakdown of extracellular HA and its senescence-related dysfunction has been implicated
in the pathophysiology of skin elastosis and aging [75].

2.3. Commercial HA Synthesis and Reversal Agents

The commercial manufacturing of raw HA precursors constitutes a multi-billion-
dollar industry subserving a wide range of cosmetic, dietary, and pharmaceutical-grade
products [76]. The production of injectable HA gels requires HMW (>1000 kDa) raw HA
that must adhere to established safety and purity standards [77]. Bacterial fermentation is
currently the largest source of HMW HA, having largely supplanted the more-costly, lower-
yield, animal-derived preparations from rooster combs and bovine vitreous. Specifically, the
bacterium S. equis, subspecies zoopidemicus—a gram-positive, capsule-forming Lancefield
type C streptococcus—is the most-commonly employed strain used in HA production [78].
Compared with animal-derived sources, bacterial-based methods demonstrate enhanced-
purity, higher molecular weight, lower immunogenicity, and greater product yield [79].
Nonetheless, new heterologous recombinant expression systems harnessing B. subtilis
and even cell-free in vitro production systems employing a soluble form of Class II HA
synthases show promise in further achieving enhanced yield rates, higher molecular weight
chains, and diminished polydispersity [80–82]. Prior to serving as the raw ingredient in the
fabrication of dermal fillers, HMW HA (500–2500 kDa) derived from bacterial cultures is
precipitated in isopropanol before undergoing a robust purification process that removes
endogenous toxin remnants from the streptococcal source [83].

The rising demand for HA gel fillers has spurred a proportionate growth in the man-
ufacturing of hyaluronidase mixtures to be used in the rapid degradation and reversal of
injected hyaluronan products. In the United States, several brands have received FDA ap-
proval for the enhancement in tissue hydration and drug diffusion, though their use as HA
reversal agents currently still remains off-label. The human recombinant form (Hylenex®,
Halozyme Therapeutics Inc., San Diego, CA, USA) is currently the most favored among aes-
thetic clinicians because of its low risk of hypersensitivity reactions and higher potency, though
bovine (Amphadase®, Amphastar Pharmaceuticals Inc., Rancho Cucamonga, CA, USA) and
ovine (Vitrase®, ISTA Pharmaceuticals Inc., Irvine, CA, USA) varieties are available [84,85].
These products are supplied as small, single-use 1–2 mL vials containing limited quanti-
ties (150–200 USP units/mL) that are significantly smaller than the high doses (500–1500 U,
q 1–6 h) currently advocated in the management of FIVO injuries [86–88].

2.4. Rheological Properties and Particle Size

Modern HA-based dermal fillers consist of 1,4-butanediol diglycidyl ether (BDDE)-
crosslinked HMW hyaluronan molecules (Figure 6) suspended in a variable amount of
a carrier solution of uncrosslinked HA [89]. Though the chemical features of each gel
vary according to brand-specific proprietary crosslinking technologies, they demonstrate a
degree of modification (MoD) that ranges from 1 to 10%, a molecular weight of 100–600 kDa,
and HA concentrations (HAC) ranging from 15 to 24 mg/mL [90,91]. This relatively high
content of long-chain, crosslinked hyaluronan imparts a viscoelastic solid behavior to these
products—with energy dissipation factors (tan δ values) of less than 1—that allows them
to resist shear and compressive deformation in vivo [92]. Fine-tuning of the MoD and
HAC enables manufacturers to formulate fillers with different shear elastic moduli (G’)
and dynamic strength/stretch characteristics that enhance the product’s suitability for
superficial versus deep injection [93]. As of 2022, nearly two dozen individual brands/sub-
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brands of HA fillers exist in the U.S. market, with the number expected to continue to
increase into the future [22].
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Figure 6. The synthesis and purification of crosslinked hyaluronan (HA) dermal filler hydrogels.
(a) Uncrosslinked HA aqueous solution, a viscous fluid, is combined with 1,4-butanediol diglycidyl
ether (BDDE), subsequently precipitated, and re-hydrated, yielding the finished product. The free,
unlinked BDDE is eliminated from the final hydrogel. (b) Schematic representation of the molecular
interaction of BDDE with HA molecules, yielding mono- and double-linked HA. Adapted from
Guarise et al. [89], with permission.

The macroparticle profile of HA dermal fillers varies with each product but bears
significance considering the embolic potential of gel fragments in FIVO. Restylane-L® and
Restylane Silk®/Lyft® (Galderma, Fort Worth, TX, USA), colloquially known as “bi-phasic”
fillers, reportedly undergo a proprietary sieving/milling process that generates uniformly
sized microparticles immersed in a free HA carrier gel, roughly 25% by volume [94,95].
The particle sizes for these fillers range from 50 to 220 µm (Restylane Silk®), 330 to 430 µm
(Restylane-L®), and 750 to 1200 µm (Restylane Lyft®) [96]. However, the majority of
current HA fillers—including Juvéderm® brands (Allergan Aesthetics, Irvine, CA, USA);
Restylane Defyne®, Refyne® Kysse®, and Contour® (Galderma, Fort Worth, TX, USA);
RHA® 2, 3, 4 and Redensity® (Revance, Nashville, TN, USA); Revanesse Versa® (Prollenium,
Raleigh, NC, USA); and Belotero Balance® (Merz, Raleigh, NC, USA)—are considered
“monophasic”, representing a continuous, uniform gel matrix that is nonsieved and non-
particulate [97,98]. Nevertheless, when dispersed in an aqueous solution, monophasic
fillers separate into fragments that also range between 50 and 1200 µm in size [99,100].
Thus, HA fillers are naturally prone to fragmentation and dispersion when exposed to high
shear forces during injection, potentially generating embolizable macro- and microparticles.

The viscoelastic properties of HA hydrogels, though beneficial in their wrinkle-
correcting prowess, present unique challenges when placed intravascularly, with several
rheological properties potentially influencing their behavior within vessels (Table 1). Specif-
ically, the ability of a gel to take up water, known as the swelling factor, can directly impact
the gel particle volume as it hydrates intraluminally. Currently available fillers exhibit
swelling factors that range between 100 and 700% by volume, increasing their occlusive
potential [101,102]. In addition, cohesivity, or the capacity of a gel to resist fragmentation
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and dispersal, may bear significance in the intravascular behavior of dermal fillers and
their response to reversal agents [103]. Monophasic gels, because of their nonparticulate
nature, are more cohesive and less likely to break up in buffered solutions or when ex-
posed to hyaluronidase than bi-phasic fillers [104]. The cohesiveness of a product may
affect its tendency to fragment, micro-embolize, and resist rapid degradation with reversal
agents [99,105]. Finally, the shear elastic modulus (G’), which characterizes a gel’s stiffness
and ability to resist shear deformation, may impact a product’s tendency to occlude or
compress a vessel. High G’ fillers could resist blood flow more effectively than softer, low
G’ gels; in addition, stiffer gels may possess a greater ability to externally compress vessels
and further reduce blood flow [106,107]. Nonetheless, these rheological properties of fillers
can be disrupted by simple extrusion through small-bore devices, such as 30 g needles,
indicating that the properties of fillers intravascularly may differ from those of filler in the
syringe [108]. Additional research is currently necessary on the behavior of HA hydrogels
in different intravascular environments.

Table 1. Rheological properties of U.S. hyaluronic acid-based dermal filler brands. Data adapted
from de la Guardia et al. [102].

Filler Product Name * HA (mg/mL) G’5Hz (Pa) G”5Hz (Pa) Tan δ
Cohesivity/Fn

(gmf)
Swelling
Factor (%)

Belotero Balance 22.5 128 82 0.641 69 664

Juvéderm Ultra 24 156 68 0.436 96 580

Juvéderm Ultra XC 24 207 80 0.386 96 622

Juvéderm Ultra Plus 24 214 74 0.346 116 515

Juvéderm Ultra Plus XC 24 263 79 0.300 112 454

Juvéderm Volbella 15 271 39 0.144 19 133

Juvéderm Voluma 20 398 41 0.103 40 227

Restylane Refyne 20 116 50 0.431 49 516

Restylane Defyne 20 342 47 0.137 60 318

Restylane Kysse 20 236 50 0.212 85 373

Restylane-L 20 864 185 0.214 29 <100

Restylane Lyft 20 977 198 0.203 32 <100

Teosyal RHA1 15 133 54 0.406 22 260

Teosyal RHA2 23 319 99 0.310 77 420

Teosyal RHA3 23 264 67 0.254 109 427

Teosyal RHA4 23 346 62 0.179 115 366

* All product trade names are the property of the respective owners (Belotero products, Merz Aesthetics; Juvéderm
products, Allergan Aesthetics, an AbbVie company; Restylane products, Galderma Laboratories, LP; Teosyal
products, Teoxane Laboratories). All products tested, except Juvéderm Ultra and Juvéderm Ultra Plus, contained
lidocaine. HA—hyaluronic acid.

3. Pathophysiology of HA-Mediated Vascular Occlusion

The mechanism of injury in FIVO represents a multifactorial cascade of events that
includes vasocannulation, vasoinoculation, vasodissemination, and vasoocclusion, result-
ing in tissue underperfusion and ischemia (Figure 7). Although arterial compression by
extravascular filler boluses is recognized as a valid alternative etiology of FIVO, such a
mechanism is rare outside of instances involving surgerized tissues with a tenuous blood
supply or those nourished by end-arteries with absent cross-perfusion from adjacent an-
giosomes. In normal tissues, compression is likely to result in diminished blood flow,
inducing pallor and decreased capillary refill, but without complete loss of perfusion or
tissue necrosis [109]. In mouse and rabbit FIVO models, arterial compression by filler could
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not be induced and did not result in any prolonged period of significant underperfusion or
ischemia [110,111]. In humans, single-point obstructions of facial vessels are easily over-
come by a vastly redundant blood supply from adjacent angiosomes, via true anastomoses,
which dilate post filler-placement [112]. Even in instances of bilateral external carotid artery
(ECA) ligation, historically performed for intractable epistaxis, compensatory flow from the
internal carotid artery (ICA) system has been sufficient to avoid tissue necrosis [113–115].
Therefore, outside of compression of distal arterial branches in patients with abnormally
underperfused tissues, the intravascular model of FIVO is likely to be the most prevalent.
In this section, we review the pathophysiology of this intravascular model and outline
preventative and therapeutic opportunities that exist along each phase of injury.
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3.1. Vaso-Cannulation

The accidental penetration of a blood vessel during active filler injection represents the
triggering event that immediately precedes FIVO [116,117]. Blunt-tipped microcannulas
and sharp hypodermic needles, both routinely employed in aesthetic injectable treatments,
can potentially perforate vessel walls and initiate intraluminal inoculation of filler. Mi-
crocannulas, because of their flexible shaft and closed tip configuration, have generally
been regarded as more prudent and are endorsed by multiple consensus panels on in-
jection safety [118,119]. Compared with needles, microcannulas cause less tissue trauma,
pain, edema, and bruising, and can achieve a more reliable plane-specific placement of
filler [120–123]. When employed by specialized practitioners with knowledge of vascular
anatomy, microcannula use has demonstrated a significantly lower risk of FIVO compared
with needle injections [124]. Nevertheless, higher gauge microcannulas (27 g and up) have
vasopenetration forces equivalent to those of needles (1–2 kg·m/s2), suggesting that their
safety advantage is limited or nonexistent in many treatment applications [125,126].

The likelihood of vessel cannulation also depends on the force necessary to advance
a needle/cannula subcutaneously. Histologically, the central facial tissues of the perioral
and perinasal regions feature thicker, more fibrous interconnections between the muscular
aponeurosis and the skin (Figure 8) [127]. In those regions, the superficial musculoaponeu-
rotic system (SMAS) displays a type II morphology, which lacks the soft intervening adipose
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layer and smooth gliding plane that characterize the type I tissues of the lateral face. The
more restrained nature of vessels within type II SMAS and the tissue’s greater resistance
to cannulation mean that even blunt devices, such as microcannulas, may easily perforate
through vascular structures, as evidenced by multiple illustrative case reports [128–132].
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Figure 8. The two types of histomorphology of the facial superficial musculoaponeurotic system
(SMAS). (a) Type I morphology is found predominantly in the cheek, forehead, and lateral face and
features a uniform layer of adipose tissue interspersed amidst the fibrous septa spanning the space
between the SMAS and the dermis. (b) Type II morphology is present in the central facial tissues of
the perioral and perinasal regions and is characterized by thick fibromuscular insertions emanating
from the SMAS directly into the dermis, forming a more rigid adhesion between the two planes.

Because of the central role of vaso-cannulation in the mechanism of FIVO, preven-
tative steps have been suggested that help reduce the odds of intraluminal placement.
Pre-injection aspiration, in which the plunger of the syringe is pulled back to generate
a negative-pressure screening for visible blood, has been controversial at best [133,134].
Although a positive aspiration may equate with a higher likelihood of intravascular place-
ment, the unsteady movements transmitted to the tip during aspiration may arguably
negate any preventative value from this maneuver beyond that of false reassurance. Fur-
thermore, the routine use of a stationary injection technique, itself necessitated by the
practice of aspiration, mandates the bolus-based placement of filler that could magnify
the potential degree of injury [135]. In addition, filler-primed needle hubs, which char-
acterize the majority of injections, carry a high incidence of false-negative aspirations,
creating a misleading perception of safety [136]. Nonetheless, aspiration with both air- and
saline-primed needles has demonstrated excellent sensitivity in both in vitro and in vivo
testing in medium-sized arteries, though its incorporation into clinical practice could prove
cumbersome and time-consuming [137].

The use of Doppler ultrasound (US) has recently grown in acceptance as a means of
identifying aberrant/anomalous vascular structures prior to dermal filler injection and
avoiding accidental vaso-cannulation [138,139]. Proponents of US advocate its routine use
predominantly in high-risk areas—such as the ophthalmic artery-supplied territories of the
forehead, glabella, and nasal dorsum —where it can be employed for both arterial mapping
and ultrasound-guided filling [140–142]. US may also prove useful in cases of FIVO,
helping to identify sites of vascular occlusion and assisting with the precise delivery of
reversal agents [143,144]. However, the significant cost, skill training, and time-consuming
aspects of US use in clinical practice have thus far limited its widespread adoption [145].
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As portable US technology continues to evolve, this real-time imaging modality is likely to
play a more pivotal role in the prevention and management of vascular occlusion injuries.

3.2. Vaso-Inoculation

In FIVO, the intraluminal inoculation of a blood vessel represents a brief, but significant
event in which a variable amount of filler undergoes a pressurized delivery into the
intravascular milieu. Conceptually, different mechanisms of inoculation exist depending on
the positioning of the needle/cannula tip relative to the lumen of the vessel: intraluminal
versus extraluminal (Figure 9) [146]. Intraluminal positioning results in a more efficient
delivery of inoculum than extraluminal placement, in which the material must work back
into a vessel along the track created by the needle/cannula. Given the blind nature of
filler injections and the substantial needle movements that occur during filling, especially
in light of the small diameters of most facial vessels, a combination of extraluminal and
intraluminal mechanisms is likely to occur.
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The injection of a viscoelastic hydrogel into an arterial lumen requires a favorable
pressure gradient, such that sufficient force must be applied to the plunger to overcome the
mean arterial pressure [147]. In a fresh cadaver head perfusion model, Cho et al. found that
an average injection pressure of 166 mm Hg was sufficient to inoculate the supratrochlear
artery (STrA) with Juvéderm Ultra and retrogradely fill the ophthalmic artery back to the
takeoff point of the retinal artery [148]. Because of the pseudoplastic nature of HA dermal
fillers, ejection pressures required to overcome the gel’s yield stress—upon which gel fillers
begin to flow smoothly through the narrow lumen of a needle—are well above mean
arterial values [149]. Lee et al. demonstrated that even soft fillers with a low shear elastic
modulus (G’) and high tan delta extruded from a 25 g needle at a pressure of 580 mm Hg,
with maximal extrusion pressures as high as 6500 mm Hg for high G’ fillers injected
through 30 g needles [150]. Given these elevated ejection pressures, any cannulation of
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a vessel that occurs during active filler injection is likely to result in vaso-inoculation,
underscoring the need for better preventative steps that help minimize the former.

In FIVO, the volume of inoculum strongly influences the extent of the resultant
injury. Small, microscopic amounts of HA gel are likely to be immediately dispersed and
embolized distally, whereas large boluses may form an advancing plug that completely
occludes a segment of the vascular lumen [151]. Because even the largest extracranial facial
vessels feature narrow luminal sizes ranging between 1 and 2 mm in diameter, the volumes
of filler required to completely occlude a large segment of an artery are small [152–156].
Cho et al. and Kahn et al. revealed that as little as 0.05–0.1 mL can extensively occlude
the 5 cm segment of ophthalmic artery located between its supratrochlear and retinal
branches [148,157]. Given the rapid, high-pressure extrusion dynamics characteristic of
filler injections against the relatively small volume/low resistance characteristics of facial
vessels, even brief inoculation periods can deliver sufficient filler to cause obstruction [148].
In addition, because of the high viscosity and cohesivity of many HA fillers—with drop
weights ranging from 15 to 50 mg—even small amounts of HA filler may potentially
achieve a complete blockage of facial vessels [103]. Thus, the injection force and speed
strongly influence the volume of intravascular inoculum, and thus also the extent of
injury. Consequently, several safety consensus panels have recommended that practitioners
employ a slow, low-pressure injection technique during treatment and limit filler bolus
sizes to less than 0.1 mL [158,159].

3.3. Vaso-Dissemination

The intravascular behavior of HA gels is incompletely understood, but several animal
studies and post hoc histopathological analyses have offered insight into the patterns of
dissemination of dermal fillers [160–162]. The type of blockade induced by HA gels seemingly
depends on the volume of inoculum as well as the rheological properties and particle size pro-
file of the offending product. Small amounts of a low-viscosity filler injected into a large-caliber
artery likely result in complete distal dispersion, while large volumes of a high-viscosity filler
are more likely to produce an obstructive plug. Nie et al. proved this to be true by showing a
higher rate of total, irreversible vessel occlusion with HA (Restylane®) than compared with in-
jections of a lower viscosity, small-particle polymethylmethacrylate (PMMA) filler (Artecoll®;
Hafod BV, Rotterdam, The Netherlands) in the rabbit-ear model [151]. However, a compara-
tive rabbit ear study employing equivalent amounts of different HA (Restylane®, Juvederm®

Ultra, and Belotero®) and non-HA (Radiesse®; Merz USA, Greensboro, NC, USA) products
did not identify differences in the extent of ischemic injury or necrosis, suggesting that most
HA fillers are more alike than they are dissimilar in their intravascular dispersal [111].

The vaso-disseminating behavior of a gel inoculum is also dictated by whether the af-
fected vessel is arterial or venous in nature. Arterial inoculations are probably responsible
for most of the local injuries occurring in the head and neck, while venous cannulations
likely account for the majority of distant injuries (Table 2), although exceptions may occur
owing to the presence of arteriovenous shunts, which have been described within the head
and neck [163]. Intravenously placed facial filler can remain stationary—inciting a locore-
gional thrombophlebitic reaction that may intensify up to cerebral sinus thrombosis—or may
undergo cardiopetal embolization to ultimately lodge within the pulmonary arterial tree,
resulting in a pulmonary embolism [164,165]. Furthermore, venous occlusions can contribute
to tissue ischemia even in cases stemming from arterial-cannulation because of the presence
of arteriovenous shunting, contributing to superimposed congestive venous failure [166].
Ultimately, however, whether they are local, distant, venous, or arterial, the ischemic injury
mechanism incited by FIVO bears an arterio-occlusive etiology. As a result, in this section, the
intra-arterial mechanisms of filler dispersal will be the predominant focus of discussion.
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Table 2. Examples of proximal and distant arteriovenous occlusive sequelae that may arise from
filler-induced vascular occlusion (FIVO) of facial-onset.

Arterial * Venous

Muco-Cutaneous/Soft Tissue Necrosis Local Venous Thrombophlebitis

Vision Loss +/− Ophthalmoplegia Cerebral Sinus Thrombosis

Ischemic Cerebral Stroke Pulmonary Embolism

Facial Paralysis/Peripheral Nerve Injury Myocardial Infarction (PFO **)
* Arterial injuries may arise from venous inoculations due to the presence of arteriovenous shunts; ** Patent
foramen ovale.

Conceptually, four different patterns of vaso-dissemination of HA filler are possible,
depending on the volume of inoculum and properties of the filler (Figure 10).
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Arterial * Venous 
Muco-Cutaneous/Soft Tissue Necrosis Local Venous Thrombophlebitis 

Vision Loss +/− Ophthalmoplegia Cerebral Sinus Thrombosis 
Ischemic Cerebral Stroke Pulmonary Embolism 

Facial Paralysis/Peripheral Nerve Injury Myocardial Infarction (PFO **) 
* Arterial injuries may arise from venous inoculations due to the presence of arteriovenous shunts; 
** Patent foramen ovale. 

Conceptually, four different patterns of vaso-dissemination of HA filler are possible, 
depending on the volume of inoculum and properties of the filler (Figure 10).  

 
Figure 10. Possible vaso-dissemination mechanisms of intravascular hyaluronan gels. (a) Type I,
filler completely disperses and embolizes distally, clearing the main lumen. (b) Type II, filler does
not disperse and instead forms a proximally occlusive intraluminal plug. (c) Type III, filler disperses
distally and forms a proximal intravascular plug that expands in an anterograde direction. (d) Type IV,
filler disperses distally and forms a proximal intravascular plug that further expands in a retrograde
direction, causing the additional occlusion of upstream branches.

In type I, the filler is completely dispersed and embolized into the distal vascular tree,
resulting in the complete elimination of the gel material from within the main arterial lumen.
Type I vaso-dissemination is likely to occur with low-volume injections of low-viscosity/non-
cohesive fillers into large-caliber vessels (Supplementary Material S1—Video S1). Conversely,
type II dissemination represents the formation of an isolated proximally obstructive plug at
the site of injection within the main arterial lumen without any significant distal dispersion.
A single-point occlusion can result in varying outcomes, from a minimal perfusion defect to
an extensive injury, depending on the availability of distal anastomotic collateral circulation
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(Figure 11). Type II dissemination requires a higher viscosity/cohesivity filler injected in
sufficiently large volumes to form a plug. Finally, type III and IV patterns feature a combination
of both distal dispersion and proximal luminal obstruction and are likely the most common
patterns, occurring with soft, moderately dispersible filler materials injected in sufficiently
large volumes. Type IV patterns differ from type III by having the additional retrograde
advancement of filler, which can result in the embolization and blockage of further upstream
branches (Supplementary Material S2—Video S2).
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Figure 11. Influence of the configuration of a vascular network on the likelihood of tissue underper-
fusion/ischemia with a type II dissemination pattern. (a) In an end-arterial configuration, such as
that seen with the retinal arterial system, a proximally obstructive plug can result in a significant
decrease in tissue perfusion and a higher likelihood of ischemia. (b) In the presence of collateral
perfusion supplied by anastomotic branches, a proximal plug is not likely to result in significant
underperfusion or ischemia.

The extent of filler dissemination, and thus the potential severity of injury that may
be incited by the inoculation of an artery, depends on the effective size of its accessible
arteriovascular territory (AAT). The AAT represents the segments of all affected angiosomes
that are susceptible to filler occlusion, i.e., the conglomerate of all arterial branches located
distal to the most proximal site of occlusion into which filler may naturally spread, causing
obstruction (Figure 12) [167]. As described by Taylor and others, the size of the functional
angiosome, and hence the AAT, depends on the presence of true anastomoses and the
behavior of choke vessels [168,169]. True anastomoses function as permanent connections
between adjacent arterial territories or across arteriovenous shunts, effectively increasing
the size of the AAT, often dramatically [170]. In contrast, choke vessels tend to restrict
access to adjacent arterial territories in a reflexive manner that is thought to be protective,
reducing the AAT [171]. However, the constriction of choke vessels probably contributes
to decreased tissue perfusion in cases of FIVO, just as it does in surgical flaps, potentially
compounding the degree of ischemia [172,173]. Thus, the dissemination of intravascular
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filler depends on multiple variables, many of which are patient-, tissue-, and filler-specific,
resulting in differing patterns of occlusion.
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Figure 12. Conceptual illustration of the accessible arteriovascular territory (AAT). The AAT repre-
sents the conglomerate of vessels and their downstream anastomotic connections into which filler
particles may disseminate following accidental intravascular inoculation. The AAT may involve
more than one angiosome because of the presence of true anastomoses, which serve as vascular
connections linking two angiosomes or, more distally, two perforasomes. Choke vessels, which
function as gatekeepers, act as dynamic anastomoses that either permit cross-perfusion of tissues or,
in cases of filler-induced vascular occlusion, limit the ability of filler to spread to adjacent angiosomes
through a protective vasoconstrictive reflex.

3.4. Vaso-Occlusion
3.4.1. HA Bolus-Mediated Occlusion

In FIVO, the occlusion of a vascular network represents the final outcome of a dynamic
battle between the pressurized intraluminal environment and the resiliency of a gel plug,
which is gradually deformed, degraded, fragmented, and dispersed before settling into an
equilibrium (Supplementary Material S3—Video S3). Once the dissemination of intralu-
minal filler is completed, the resulting distribution of gel fragments determines the extent
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of the occlusive injury. In several animal and human models of FIVO, this distribution
typically consists of proximal intraluminal plugs with distally impacted filler microemboli
(1–1000 µm), consistent with type III/IV vaso-dissemination (Figure 13) [111,174,175].
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significantly disrupt tissue perfusion. Nonetheless, the presence of true anastomoses wid-
ens the reach of filler emboli, allowing for the distant spread of filler. In contrast, tissues 
that lack true anastomoses depend on the patency of choke vessels, which serve as func-
tional gatekeepers governing the flow of blood between adjacent vascular territories [184]. 
In FIVO, choke vessels may reflexively vasoconstrict, limiting the ability of filler particles 
to spread to adjacent angiosomes [171]. However, this protective effect of choke vessels 
also cuts off potentially vital collateral perfusion to tissues, increasing the risk of ischemia. 
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Figure 13. Histology of filler-induced vascular occlusion. (a) Hyaluronic acid (HA) dermal filler
evident as an intraluminal plug within the central auricular artery in the rabbit ear model on
post-injection day 1; from Zhuang et al. [166], with permission. (b) Histological section of bulbar
conjunctiva of patient with filler-induced vision loss, showing occlusion of the distal microcirculation
(capillaries and arterioles) with filler particles (red circles); from Hsiao et al. [176], with permission.

These distal emboli can fully or partially obstruct any component of the arterial tree,
including small arterial branches (~400–1000 µm), subcutaneous arterioles (~100–400 µm),
terminal (dermal) arterioles (15–100 µm), and capillaries (5–15 µm) [148,177–181]. Ulti-
mately, the ischemic insult of FIVO results from the underperfusion of end-organ capillary
beds and the amount of filler required to do so depends on the functional configuration of
the affected angiosome; specifically, it depends on the presence of true anastomoses and
choke vessels [182,183].

True anastomotic connections enhance the resiliency of tissue perfusion through the
existence of secondary flow paths that can circumvent occlusive plugs. In addition, true
anastomoses also expand the size of the AAT, increasing the volume of filler necessary
to significantly disrupt tissue perfusion. Nonetheless, the presence of true anastomoses
widens the reach of filler emboli, allowing for the distant spread of filler. In contrast, tissues
that lack true anastomoses depend on the patency of choke vessels, which serve as func-
tional gatekeepers governing the flow of blood between adjacent vascular territories [184].
In FIVO, choke vessels may reflexively vasoconstrict, limiting the ability of filler particles
to spread to adjacent angiosomes [171]. However, this protective effect of choke vessels
also cuts off potentially vital collateral perfusion to tissues, increasing the risk of ischemia.
The presence of arteriovenous connections (AVCs) also influences the pattern of occlusion
and dysperfusion in FIVO. AVCs may be useful in clearing filler particles from arterial
lumens into the venous system; however, they can also hinder the adequate perfusion of
tissues [163]. This shunting capability, recently described, explains the presence of large gel
particles in venules following intra-arterial injections in the rabbit ear model [166].

The clinical presentation of FIVO varies with the vascular configuration of the affected
tissues. For instance, filler-induced injuries stemming from type III dissemination in the
supratrochlear artery (STrA)—in which the artery distal to the injury site is occluded—show
a multitude of ischemic skin patterns (Figure 14) [185–193]. These variations reflect the
presence of existing anastomoses between the STrA and the dorsal nasal artery, paracentral
artery, supraorbital artery, and distal branches of the anterior division of the superficial
temporal artery [194]. Consequently, patterns of cutaneous necrosis range from insignificant
to extensive. In contrast, injuries arising from type IV dissemination of filler within the
STrA frequently present with acute irreversible vision loss (Figure 15) [195]. The severity
of injury reflects the end-arterial nature of the retinal circulation, in which the central
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retinal artery (CRA) is the sole nourishing conduit for the inner retina—specifically the
macula, responsible for central, high-resolution, color vision—in approximately 70% of
individuals (Figure 16) [196–198]. The absence of anastomoses renders the CRA one of
the most susceptible vascular systems in the entire human body, though the existence of
a cilioretinal branch in 30% of the population may limit the severity of CRA occlusion
(CRAO) injuries [199,200].

Molecules 2022, 27, x FOR PEER REVIEW 18 of 40 
 

 

lumens into the venous system; however, they can also hinder the adequate perfusion of 
tissues [163]. This shunting capability, recently described, explains the presence of large 
gel particles in venules following intra-arterial injections in the rabbit ear model [166]. 

The clinical presentation of FIVO varies with the vascular configuration of the af-
fected tissues. For instance, filler-induced injuries stemming from type III dissemination 
in the supratrochlear artery (STrA)—in which the artery distal to the injury site is oc-
cluded—show a multitude of ischemic skin patterns (Figure 14) [185–193]. These varia-
tions reflect the presence of existing anastomoses between the STrA and the dorsal nasal 
artery, paracentral artery, supraorbital artery, and distal branches of the anterior division 
of the superficial temporal artery [194]. Consequently, patterns of cutaneous necrosis 
range from insignificant to extensive. In contrast, injuries arising from type IV dissemina-
tion of filler within the STrA frequently present with acute irreversible vision loss (Figure 
15) [195]. The severity of injury reflects the end-arterial nature of the retinal circulation, in 
which the central retinal artery (CRA) is the sole nourishing conduit for the inner retina—
specifically the macula, responsible for central, high-resolution, color vision—in approxi-
mately 70% of individuals (Figure 16) [196–198]. The absence of anastomoses renders the 
CRA one of the most susceptible vascular systems in the entire human body, though the 
existence of a cilioretinal branch in 30% of the population may limit the severity of CRA 
occlusion (CRAO) injuries [199,200]. 

 
Figure 14. Diversity of ischemic skin patterns of the upper face following accidental vascular occlu-
sion with hyaluronic acid (HA) gel filler. (a) Early ischemic changes (livedo reticularis) hours after 
dorsal nasal injection, showing involvement of the right supratrochlear territory, paracentral ves-
sels, and dorsal nasal arterial regions; used with permission from Lucaciu et al. [187]. (b) Early is-
chemic changes 6 h following glabellar HA filler injection, demonstrating involvement of the left 
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Figure 14. Diversity of ischemic skin patterns of the upper face following accidental vascular oc-
clusion with hyaluronic acid (HA) gel filler. (a) Early ischemic changes (livedo reticularis) hours
after dorsal nasal injection, showing involvement of the right supratrochlear territory, paracentral
vessels, and dorsal nasal arterial regions; used with permission from Lucaciu et al. [187]. (b) Early
ischemic changes 6 h following glabellar HA filler injection, demonstrating involvement of the
left supratrochlear artery, paracentral vessels, dorsal nasal territories, and infraorbital region; used
with permission from Xu et al. [188]. (c) Ischemic skin changes 24 h following accidental vascu-
lar occlusion resulting from nasal dorsal augmentation with HA filler, showing involvement of
the left supratrochlear, left supraorbital, and bilateral dorsal nasal arteries; used with permission
from Eldweik [193].

The pattern of vascular occlusion may carry significance for the rapid and effective
delivery of reversal agents. Because type III/IV dissemination patterns have been most
frequently implicated in human and animal instances of FIVO, both intravascular and
extravascular delivery of hyaluronidase are likely to be of benefit. Multiple in vitro and
in vivo animal studies involving the rat femoral artery and rabbit ear models have demon-
strated that extravascular hyaluronidase is effective in penetrating through the arterial wall
to induce the sufficient degradation of intravascular HA, averting necrosis [175,201–203].
Extravascular hyaluronidase was found to be most effective when given early (within
4 h), at high doses, and distributed over multiple treatment sessions [174,204]. Similarly,
intravascular hyaluronidase was effective in the treatment of FIVO in the rabbit ear model,
especially if injected within the first 4 h post injury, as well as in humans for the treatment
of ischemic skin injuries [205,206].
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In contrast, extravascular reversal therapy has encountered repeated failure and shown
limited benefit in cases of retinal artery occlusion. Specifically, outside of some rare reports
of success, most studies evaluating the effectiveness of retro-bulbar delivery of extravascu-
lar hyaluronidase in CRAO have failed to elicit a significant improvement or yielded only
limited benefit [207–210]. This may be because of the technically challenging nature of retro-
bulbar injections, with imprecise delivery of the enzyme into the vicinity of the CRA, or
may be in part influenced by impaired diffusion across the arterial wall in the retro-orbital
compartment. Fortunately, intra-arterial therapy has demonstrated a modest, but encourag-
ing degree of success in the reversal of CRAO, especially when intervention is administered
early and is combined with thrombolytic therapy [211,212]. Nonetheless, therapeutic suc-
cess rates are still suboptimal, as evidenced by the poor outcomes reported in multiple
animal and human interventional studies, likely due to delays in therapy [181,213,214].
Furthermore, cases of iatrogenic cerebral infarct occurring during super-selective angiogra-
phy underscore the risks of intra-arterial therapy [215]. Consequently, the use of high-dose
intravenous hyaluronidase is currently being explored as a rapid, more accessible alter-
native to intra-arterial therapy, with some promising outcomes [216,217]. Given the short
half-life of hyaluronidase in plasma (2–3 min), a high-dose, continuous infusion may be
necessary to achieve sufficient reversal activity at distant sites of occlusion, potentially
increasing the adverse effects of such systemic therapy [216,218,219].
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Figure 16. Mechanism of injury responsible for retinal ischemia and blindness from filler-induced
vascular occlusion of peripheral origin. The ophthalmic arterial system ends in terminal cutaneous
branches that supply the forehead, glabella, and nasal dorsum. Accidental cannulation of a distal
cutaneous branch, such as the supratrochlear artery shown here, can result in a type IV dissemination
of filler, creating a retrogradely expanding gel column that occludes upstream branches proximal to
the site of cannulation. If the occlusive plug reaches sufficiently far to block the central retinal artery,
interruption of this important end-arterial conduit will result in complete loss of perfusion to the
macula and acute loss of vision.

3.4.2. Thrombus-Mediated Occlusion

The vaso-occlusive process initiated by an intraluminal bolus of HA gel induces a
pro-thrombotic state that can further extend the size of an obstructive plug. This effect
appears to be triggered by hemostasis and a direct HA–platelet interaction capable of
initiating platelet aggregation [216]. Several studies in the murine epigastric and femoral
artery models have confirmed this effect, in which the formation of an early platelet-rich
“white thrombus” within the gel plug subsequently extends beyond the bolus to form
a fibrin-rich “red thrombus” (Figure 17) [160,175]. The immediacy of this thrombotic
pathway suggests an inflammatory etiology initiated by the HA bolus rather than anoxic
endothelial injury. Furthermore, the white nature of the early thrombus implies a direct
role for platelet interaction with intravascular HA [220]. Indeed, multiple studies have
described a pro-inflammatory, platelet-activating effect of HA initiated by platelet-derived
hyaluronidase 2 and leukocyte binding [221–223]. Furthermore, in a comparative study
by Nie et al., thrombus formation was evident in Restylane-inoculated rabbit ears, but
absent in PMMA-inoculated animals, indicating that HA specifically induces a thrombotic
response [151]. This is additionally supported by the finding that platelet-free human serum
fails to show any clot-inducing properties when mixed with dermal fillers in vitro [224].
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injury risk associated with intra-arterial interventions [225]. In humans, dual intra-arterial 
therapy has demonstrated some benefit, performing favorably when compared with mon-
otherapy [226]. Zhang et al. demonstrated an improvement in visual perception in 42% of 
patients presenting with CRAO stemming from FIVO who were treated with combined 
intra-arterial therapy, performing comparatively better than monotherapy [211]. None-
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Figure 17. Histopathology of a hyaluronic acid (HA) filler-inoculated rat femoral artery demonstrat-
ing the thrombogenicity of HA gels. (a,b) Photomicrographs of hematoxylin and eosin (H&E) stained
femoral artery sections at the site of arterial cannulation (a) and distally (b), showing the presence of
intravascular thrombi associated with basophilic HA filler material, respectively; from Baley-Spindel
et al. [175], with permission.

The thrombogenicity of vasoinoculated HA gels bears significance in the pathophysi-
ology of FIVO and is made evident by treatment recommendations featuring anti-platelet
and thrombolytic therapies [86]. Although oral anti-platelet therapy with 325 mg aspirin
has traditionally been advocated, its exact benefit has not yet been quantified. Throm-
bolytic therapy, on the other hand, has recently been shown to improve outcomes in FIVO.
Multiple studies in the rat epigastric and femoral vein HA-occlusion models have shown
a significant flap survival benefit in animals treated with dual therapy—featuring throm-
bolytic agents (urokinase or alteplase) combined with hyaluronidase—compared with
hyaluronidase monotherapy [160,175,216]. Furthermore, this benefit was present with
both the subcutaneous and intravenous administration routes, which circumvented the
arterial injury risk associated with intra-arterial interventions [225]. In humans, dual intra-
arterial therapy has demonstrated some benefit, performing favorably when compared
with monotherapy [226]. Zhang et al. demonstrated an improvement in visual perception
in 42% of patients presenting with CRAO stemming from FIVO who were treated with
combined intra-arterial therapy, performing comparatively better than monotherapy [211].
Nonetheless, the prompt initiation of treatment remains the most essential component
of successful therapy and is likely responsible for the limited therapeutic success rates
witnessed beyond the 3–4.5 h post-injury treatment window [227–229].

3.5. Tissue Ischemia

The terminal stage of the injurious mechanism of FIVO is prolonged tissue ischemia.
An ischemic state is defined physiologically as the absence of a minimum degree of tissue
oxygenation necessary for basal metabolic function and cell survival [230–232]. At the
biochemical level, ischemia deprives the cell of its ATPase-dependent ion transport and
volume regulatory mechanisms, resulting in organelle dysfunction and eventual lysis of
plasma membranes [233]. Ischemia is said to be reversible when prompt restoration of
perfusion allows for the unaltered functional survival of tissues and irreversible when
permanent injury has been inflicted [234]. The concept of ischemic penumbra is often
employed to describe underperfused tissues for which irreversible injury is assured given
sufficiently prolonged ischemic times, particularly with neuronal tissues [235]. The identifi-
cation of tissue ischemia in FIVO is typically established surrogately on the basis of clinical
manifestations of injury, loss of function, or through angiography [230]. Given the range of
tissues that may be affected by FIVO, clinicians must remain vigilant for a wide variety of
signs and symptoms.

The susceptibility of tissues to ischemic injury depends on the metabolic activity and
survival demands of their cellular constituents. The ischemic tolerance of tissues relates to the
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maximum period of ischemia that an organ can tolerate prior to suffering irreversible injury,
varying from minutes to days depending on tissue type [236]. The ischemic injury reflects both
the deleterious effects of anoxic damage as well as the superimposed ischemia-reperfusion
injury (IRI) brought on by the return of tissue circulation and oxygenation. The substantial
harm caused by IRI is incited by a reactive oxygen species (ROS)-mediated endothelial injury,
which subsequently triggers a prothrombotic state that culminates in capillary-occlusion and
further anoxic injury [233,237]. The ischemic tolerance time of the human retina is short,
with irreversible injury occurring as early as within 90 min of occlusion and possibly even
sooner [238,239]. The limited survivability of ischemic retinal tissue reflects its extremely
high basal metabolic rate and unique nutrient demands, analogous to those of other neuronal
tissues [240]. Likewise, the human brain is unable to tolerate ischemic times extending beyond
1.5–4.5 h, while the skin may survive 12–24 h of ischemia [241,242].

3.5.1. Ischemic Skin Injury

Ischemic skin injuries represent the most common complication of FIVO, encompass-
ing approximately 80% of clinical manifestations [36]. Unaddressed, underperfused skin
will eventually progress to skin necrosis, resulting in tissue loss and permanent scarring.

On clinical examination, FIVO-associated skin injuries frequently present with dis-
proportionate pain and skin discoloration in 80% and 70% of cases, respectively [25]. The
appearance of compromised skin typically progresses through multiple stages over the first
7–10 days post-injury (Figure 18). Initially, within the first several hours post-occlusion,
pallor and delayed capillary refill become evident, followed by livedoid skin changes.
Livedo reticularis—a dusky, violaceous, and mottled discoloration exhibited by the skin
in the first 72 h post-injury—represents an accumulation of deoxygenated blood in the
post-capillary venules of the skin as a result of arterial blockade [243]. As the injury pro-
gresses, the integrity and function of the skin become compromised—enabling the gradual
deterioration of its barrier properties with increased bacterial bioburden—before eventually
undergoing coagulative necrosis with escharification [86].

In the face, the superficial distribution of the skin injury follows a non-random, but
variable pattern governed by the configuration of its arterial vascular network. The blood
supply to the face counts on generous contributions from branches of the internal carotid
artery (ICA) and external carotid artery (ECA) (Figure 19).

Specifically, main dermal perforasomes emanating from the ophthalmic artery (ICA),
facial artery (ECA), internal maxillary artery (ECA), and distal external carotid/superficial
temporal artery supply the entirety of the mucocutaneous surfaces of the face and ante-
rior oronasal cavities [244,245]. Each perforasome represents a cutaneous territory fed by
one or more arterial skin perforators interconnected by direct (true) subcutaneous anas-
tomoses and indirect (choke) sub-dermal anastomoses [246–248]. In the human face, the
cutaneous blood supply shows some evidence of compartmentalization arranged into
a motif that approximates the superficial fat pads originally described by Rohrich and
Pessa, which explains the recurring clinical patterns of injury in the face [249–251]. This
vascular configuration forms the basis of the newly proposed F.O.E.M. (Facial, Ophthalmic,
distal External carotid, and internal Maxillary) scoring system (Figure 20) and grading
classification (Table 3) of severity of FIVO-associated skin injuries [25]. However, because
of the intrinsic variability in the nature of arterial branching and anastomotic connections,
FIVO facial skin injuries demonstrate some clinical diversity as well.

Table 3. The FOEM (facial, ophthalmic, distal external carotid, and internal maxillary) grading
classification of mucocutaneous ischemic injuries. From Soares et al. [25].

Grade I: Limited Mucocutaneous Injury—No more than one FOEM Segment Affected

Ia: Ophthalmic domain not involved

Ib: Ophthalmic domain involved
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Table 3. Cont.

Grade II: Moderate Mucocutaneous Injury—Two FOEM segments affected

IIa: Ophthalmic domain not involved

IIb: Ophthalmic domain involved

Grade III: Extensive Mucocutaneous Injury—Three or more FOEM segments affected

IIIa: Ophthalmic domain not involved

IIIb: Ophthalmic domain involved

Grade IV: Visual Deficits—Any segmental skin injury with visual deficits

IVa: Unilateral visual deficits

IVb: Bilateral visual deficits

Grade V: Stroke—Any segmental skin injury with ischemic stroke

Va: Unilateral ischemic stroke

Vb: Bilateral ischemic stroke
Molecules 2022, 27, x FOR PEER REVIEW 23 of 40 
 

 

 
Figure 18. The clinical stages and appearance of the skin following an ischemic injury caused by 
vascular occlusion with dermal fillers. Stage I occurs immediately and is characterized by skin 
blanching with delayed capillary refill. Stage II manifests over 72 h with livedoid skin changes due 
to dermal pooling of deoxygenated blood in underperfused regions. Stage III is characterized by the 
functional deterioration of the skin barrier with partial desquamation and overgrowth of cutaneous 
flora. Stage IV occurs 5–10 days post injury and is characterized by coagulative necrosis with the 
eventual formation of an eschar (stage V) that may persist for weeks. 

Figure 18. The clinical stages and appearance of the skin following an ischemic injury caused by
vascular occlusion with dermal fillers. Stage I occurs immediately and is characterized by skin
blanching with delayed capillary refill. Stage II manifests over 72 h with livedoid skin changes due to
dermal pooling of deoxygenated blood in underperfused regions. Stage III is characterized by the
functional deterioration of the skin barrier with partial desquamation and overgrowth of cutaneous
flora. Stage IV occurs 5–10 days post injury and is characterized by coagulative necrosis with the
eventual formation of an eschar (stage V) that may persist for weeks.



Molecules 2022, 27, 5398 24 of 38Molecules 2022, 27, x FOR PEER REVIEW 24 of 40 
 

 

 
Figure 19. Schematic representation of the arterial vasculature of the head and neck comprised of 
the internal carotid (purple) and external carotid (red) main branches. The ophthalmic artery is a 
branch of the internal carotid artery and gives rise to terminal muco-cutaneous branches. These 
branches are involved in many of the anastomoses (blue circles) formed between the internal and 
external carotid arterial systems. AA, angular artery; ACA, anterior cerebral artery; AEA, anterior 
ethmoidal artery; CCA, common carotid artery; CRA, central retinal artery; DNA, dorsal nasal ar-
tery; ECA, external carotid artery; FA, facial artery; IA, infraorbital artery; ICA, internal carotid ar-
tery; ILA, inferior labial artery; LA, lacrimal artery; LNA, lateral nasal artery; MA, maxillary artery; 
MCA, middle cerebral artery; OA, ophthalmic artery; PCA, posterior cerebral artery; SLA, superior 
labial artery; SOA, supraorbital artery; STA, supratrochlear artery; STAFB, superficial temporal ar-
tery frontal branch; STAPB, superficial temporal artery parietal branch. From Wang et al. [26], with 
permission. 
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which explains the recurring clinical patterns of injury in the face [249–251]. This vascular 
configuration forms the basis of the newly proposed F.O.E.M. (Facial, Ophthalmic, distal 
External carotid, and internal Maxillary) scoring system (Figure 20) and grading classifi-
cation (Table 3) of severity of FIVO-associated skin injuries [25]. However, because of the 

Figure 19. Schematic representation of the arterial vasculature of the head and neck comprised of the
internal carotid (purple) and external carotid (red) main branches. The ophthalmic artery is a branch
of the internal carotid artery and gives rise to terminal muco-cutaneous branches. These branches are
involved in many of the anastomoses (blue circles) formed between the internal and external carotid
arterial systems. AA, angular artery; ACA, anterior cerebral artery; AEA, anterior ethmoidal artery;
CCA, common carotid artery; CRA, central retinal artery; DNA, dorsal nasal artery; ECA, external
carotid artery; FA, facial artery; IA, infraorbital artery; ICA, internal carotid artery; ILA, inferior labial
artery; LA, lacrimal artery; LNA, lateral nasal artery; MA, maxillary artery; MCA, middle cerebral
artery; OA, ophthalmic artery; PCA, posterior cerebral artery; SLA, superior labial artery; SOA,
supraorbital artery; STA, supratrochlear artery; STAFB, superficial temporal artery frontal branch;
STAPB, superficial temporal artery parietal branch. From Wang et al. [26], with permission.

Facial skin ischemia threatens the integrity, function, and appearance of the face and,
as such, represents an aesthetic emergency [252]. Multiple therapeutic avenues have been
endorsed in the management of FIVO-associated skin injuries, though some still lack suf-
ficient supporting evidence [87,88]. Reversal therapy employing hyaluronidase, with and
without thrombolytics, remains the first-line intervention with the greatest potential impact.
Hyaluronidase therapy should be initiated promptly (ideally within the first 4 h post-injury),
employ high doses, and be performed over multiple sessions spaced regularly over the first
24–48 h [119,146]. Treatment should immediately target underperfused regions demonstrating
delayed capillary refill as well as any suspected sites of main arterial occlusion [150,174,206].
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Figure 20. The facial, ophthalmic, distal external carotid, and internal maxillary (F.O.E.M.) domain 
angiosome scoring system for muco-cutaneous injuries secondary to filler-induced vascular occlu-
sion. Each domain angiosome is subdivided into five mucocutaneous segments for a maximum bi-
lateral score of 10 for each domain. From Soares et al. [29], with permission. 

Hyperbaric oxygen therapy (HBOT), though not yet shown objectively to impact tis-
sue survival in FIVO, has been associated with favorable outcomes in multiple case re-
ports/series and is supported by a long history of therapeutic benefit in flap-based surger-
ies [253–255]. HBOT increases tissue oxygenation through increased plasma oxygen 

Figure 20. The facial, ophthalmic, distal external carotid, and internal maxillary (F.O.E.M.) domain
angiosome scoring system for muco-cutaneous injuries secondary to filler-induced vascular occlusion.
Each domain angiosome is subdivided into five mucocutaneous segments for a maximum bilateral
score of 10 for each domain. From Soares et al. [29], with permission.

Hyperbaric oxygen therapy (HBOT), though not yet shown objectively to impact
tissue survival in FIVO, has been associated with favorable outcomes in multiple case
reports/series and is supported by a long history of therapeutic benefit in flap-based
surgeries [253–255]. HBOT increases tissue oxygenation through increased plasma oxygen
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tension, enhancing the diffusion reach of oxygen in partially perfused tissues, improving
the ischemic tolerance of tissues, and promoting angiogenesis [256]. This hyperoxygenation
effect appears to persist for several hours following each treatment session [257]. However,
in instances of severe occlusion, HBOT alone is unlikely to overcome the complete absence
of skin perfusion, and thus should primarily serve an adjuvant role in combination with
reversal therapy. HBOT should be implemented early and extended over multiple sessions
during the first week post-injury, though treatment regimens vary [258].

Topical nitroglycerin (TNG) and oral phosphodiesterase inhibitors, initially conceived
as important therapeutic components because of their vaso/venodilator properties, have
yet to demonstrate a benefit in FIVO. TNG failed to show any significant benefit in case-
control trials conducted in the rabbit ear model and may have a potentially deleterious
congestive effect in affected tissues [111]. Anti-platelet therapy employing aspirin or clopi-
dogrel, though lacking direct evidence of a therapeutic benefit in FIVO, represent a valid
therapeutic intervention that is well-substantiated in other arterio-occlusive conditions
aggravated by platelet activation and aggregation, such as myocardial infarction [259,260].
Warm compresses, recumbent positioning, and massaging—thought to aid in stimulat-
ing additional blood flow to the tissues or in filler dispersion—currently lack supportive
evidence but are nonetheless advocated given their limited risk [86].

3.5.2. Ischemic Cerebroretinal Injury (CRI)

In FIVO, intraluminal blockade of the cerebroretinal arterial tree represents the most
damaging injurious event possible, unleashing a disabling and life-threatening cascade of
neuronal tissue destruction. Cerebroretinal injuries (CRIs) arise by default from type IV
filler disseminations, in which an occlusive plug retrogradely extends toward the origin of
the retinal artery and back into the internal carotid/cerebral arteries. A recent systematic
review of nearly 250 published instances of FIVO-associated facial skin injuries documented
a 20% incidence of concomitant visual deficits and, of those, another 20% rate of ischemic
stroke [25]. Patients with FIVO-associated cerebroretinal disturbances are more likely to
present with dizziness/syncope upon injury. Inoculation of the ophthalmic cutaneous
facial territory carries the highest risk of CRI and is responsible for >90% of such injuries.
Nonetheless, because of the frequent occurrence of ECA-ICA anastomoses (Table 4)—which
may traverse in superficial and deep planes—CRI may theoretically arise from injection in
any region of the face [261].

Visual disturbances in FIVO may present with different combinations of blindness
and ophthalmoplegia/ptosis, depending on the severity of occlusion of ciliary and reti-
nal branches and the presence of communicating anastomoses (Table 5) [262]. Type IV
injuries—consisting of blindness with ophthalmoplegia and blepharoptosis—are the most
severe and common type of periocular complication associated with FIVO, with 90% of
patients incurring some degree of blindness. Treatment of CRI has remained challenging
because of the lack of prompt emergency therapeutic interventions for the management
of this extremely time-sensitive condition. As previously discussed, intra-arterial therapy
with combined thrombolytic/hyaluronidase delivery has shown the most promise when
administered within 4.5 h post-injury [211]. HBOT may be beneficial in prolonging the
survival time of retinal tissues until definitive therapy can be instituted in cases with
partially intact posterior ciliary blood supply owing to the proximity of retinal tissues to
the choroidal circulation [263].
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Table 4. Anastomoses between the internal and external carotid arterial systems described in the
literature.

Anastomosis References

Dorsal nasal a. (ICA-OA)—Angular a. (ECA-FA) [264]

Dorsal nasal a. (ICA-OA)—Infraorbital a. (ECA-IMA) [264]

Supratrochlear a. (ICA-OA)—Anterior branch (ECA-STA) [264]

Supraorbital a. (ICA-OA)—Anterior branch (ECA-STA) [264]

Zygomaticofacial a. (ICA-OA)—Anterior branch (ECA-STA) [264]

Zygomaticofacial a. (ICA-OA)—Transverse facial a. (ECA) [264]

Zygomaticotemporal a. (ICA-OA)—Anterior branch (ECA-STA) [264]

Lacrimal a. (ICA-OA)—Deep temporal a. (ECA-IMA) [264]

Inferior palpebral a. (ICA-OA)—Infraorbital a. (ECA-IMA) [264]

Anterior ethmoid a. (ICA-OA)—Sphenopalatine a (ECA-IMA) [264]

Posterior ethmoid a. (ICA-OA)—Sphenopalatine a (ECA-IMA) [264]

Meningo-ophthalmic a. (ICA-OA)—Middle meningeal a. (ECA-IMA) [264]

Ophthalmic artery (ICA)—Artery of superior orbital fissure (ECA-IMA) [265]

Petrous branch (ICA)—Middle meningeal a. (ECA-IMA) [266]

Superior/tentorial branch (ICA-ILT)—Cavernous branches of MMA (ECA-IMA) [266]

Anterolateral branch (ICA-ILT)—Orbital branches of MMA (ECA-IMA) [266]

Anterolateral branch (ICA-ILT)—Artery of foramen rotundum (ECA-IMA) [266]

Posteromedial branch (ICA-ILT)—Accessory meningeal a. (ECA-IMA) [266]

Petrous ICA—Vidian a. (ECA-IMA) [266]
ICA—internal carotid artery; ECA—external carotid artery; OA—ophthalmic artery; FA—facial artery; IMA—
internal maxillary artery; STA—superficial temporal artery; ILT—inferolateral trunk; MMA—middle meningeal
artery.

Table 5. Classification of blindness and periocular complications *.

Type 0 Ptosis and/or Ophthalmoplegia without Blindness

Type I Blindness without Ophthalmoplegia and without Ptosis

Type II Blindness with Ptosis but without Ophthalmoplegia

Type III Blindness with Ophthalmoplegia but without Ptosis

Type IV Blindness with Ophthalmoplegia and Ptosis
* Adapted from Myung et al. [262].

Cerebrovascular injuries may manifest with region-specific neurosymptomatology
or present subclinically via incidental findings on radiological imaging [267–270]. The
anterior and middle cerebral arteries and their territories, owing to their proximity to
the ophthalmic artery, are the most commonly affected regions in FIVO; as such, patients
with periocular complications should undergo immediate radiological screening for cere-
bral stroke. Patients with cerebral embolism typically present with altered consciousness,
hemiplegia, headache, aphasia, and facial palsy. However, with a sufficiently large bolus,
the entire bilateral anterior and posterior cerebral vasculature may be affected, posing
life-threatening consequences. In a large review of all published instances of filler-induced
cerebral embolism (FICE), Wang et al. documented the entire range of therapeutic inter-
ventions. The most commonly employed modalities included pharmacotherapy (steroids,
antiplatelet agents, mannitol, and thrombolytics), HBOT, decompressive craniectomy, and
intra-arterial mechanical/thrombolytic interventions. Despite treatment, the majority of pa-
tients with FICE suffered persistent functional deficits and 10% succumbed to injuries [26].
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The early recognition and prompt initiation of therapy are critical to the successful manage-
ment of CRI. Therefore, all injecting practitioners should be ready to perform a complete
neuro-ophthalmological examination in all patients presenting with FIVO, regardless of
the affected facial territory. Because numerous anastomotic connections exist between
the internal and external carotid arterial systems, all facial cosmetic injections carry some
risk of CRI. Practitioners are encouraged to proactively conduct internal preparedness
assessments and establish emergency protocols that involve specialized care facilities in
their region for prompt referral in cases of emergency.

4. Conclusions

The explosive growth in the utilization of hyaluronan-based dermal fillers in plas-
tic surgery and aesthetic medicine has ushered a re-emergence of devastating sequelae
stemming from inadvertent vascular occlusion. The mechanism of injury involves the
accidental cannulation of a vessel followed by vaso-inoculation, vaso-dissemination, and
subsequent arteriovascular blockade. The susceptibility of tissues to injury is directly
influenced by the size and configuration of the accessible arteriovascular territory, the
presence of collateral anastomotic perfusion, and the ischemic tolerance of affected tissues.
The rheological properties of HA fillers, which can vary significantly between brands, may
have direct implications on the type of intravascular dissemination that occurs as well
as the rapid reversibility of the occlusion. Preventative strategies, such as minimization
of bolus size, avoidance of high-risk regions, use of blunt-tipped microcannulas, and the
adoption of US vascular mapping, may help decrease the risk and magnitude of poten-
tial injuries. Therapeutic interventions employing a combination of hyaluronidase with
thrombolytic agents, administered via a variety of routes, hold promise in achieving the
rapid recanalization of obstructed vessels. However, because of the limited survival time
of ischemic cerebroretinal tissues, practitioners must remain vigilant to the early warning
signs of vascular occlusion, ensuring the early recognition and prompt escalation of care
to specialized emergency facilities. Patients presenting with symptoms of FIVO should
receive a thorough neuro-ophthalmological examination to identify the presence of CRI.
The FOEM scoring system and grading classification enhance the proper documentation
and reporting of these rare, but significant events.

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/molecules27175398/s1, Video S1: Type I dissemination of poly-
methylmethacrylate filler within the central auricular artery in the rabbit ear model; Video S2: Type
IV dissemination of hyaluronic acid filler within the central auricular artery in the rabbit ear model;
Video S3: Dynamic state of an intraluminal plug of polymethylmethacrylate filler bolus shortly
following inoculation of the central auricular artery in the rabbit ear model.
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of the central forehead: Implications for facial plastic surgery. Aesthet. Surg. J. 2020, 40, 1043–1050. [CrossRef]

195. Kapoor, K.M.; Kapoor, P.; Heydenrych, I.; Bertossi, D. Vision loss associated with hyaluronic acid fillers: A systematic review of
literature. Aesthet. Plast. Surg. 2020, 44, 929–944. [CrossRef] [PubMed]

196. Funk, R.H. Blood supply of the retina. Ophthalmic Res. 1997, 29, 320–325. [CrossRef] [PubMed]
197. Hayreh, S.S. Acute retinal arterial occlusive disorders. Prog. Retin. Eye Res. 2011, 30, 359–394. [CrossRef] [PubMed]
198. Mehta, N.; Marco, R.D.; Goldhardt, R.; Modi, Y. Central retinal artery occlusion: Acute management and treatment. Curr.

Ophthalmol. Rep. 2017, 5, 149–159. [CrossRef]
199. Hayreh, S.S. Orbital vascular anatomy. Eye 2006, 20, 1130–1144. [CrossRef]
200. Schneider, M.; Molnar, A.; Angeli, O.; Szabo, D.; Bernath, F.; Hajdu, D.; Gombocz, E.; Mate, B.; Jiling, B.; Nagy, B.V.; et al.

Prevalence of cilioretinal arteries: A systematic review and a prospective cross-sectional observational study. Acta. Ophthalmol.
2021, 99, 310–318. [CrossRef]

201. DeLorenzi, C. Transarterial degradation of hyaluronic acid filler by hyaluronidase. Dermatol. Surg. 2014, 40, 832–841. [CrossRef]
202. Rauso, R.; Zerbinati, N.; Fragola, R.; Nicoletti, G.F.; Tartaro, G. Transvascular hydrolysis of hyaluronic acid filler with

hyaluronidase: An ex vivo study. Dermatol. Surg. 2021, 47, 370–372. [CrossRef]
203. Wang, M.; Li, W.; Zhang, Y.; Tian, W.; Wang, H. Comparison of intra-arterial and subcutaneous testicular hyaluronidase injection

treatments and the vascular complications of hyaluronic acid filler. Dermatol. Surg. 2017, 43, 246–254. [CrossRef]
204. Lee, W.; Oh, W.; Oh, S.M.; Yang, E.J. Comparative effectiveness of different interventions of perivascular hyaluronidase. Plast.

Reconstr. Surg. 2020, 145, 957–964. [CrossRef]
205. Buhren, B.A.; Schrumpf, H.; Hoff, N.P.; Bölke, E.; Hilton, S.; Gerber, P.A. Hyaluronidase: From clinical applications to molecular

and cellular mechanisms. Eur. J. Med. Res. 2016, 21, 5. [CrossRef]

http://doi.org/10.1093/asj/sjz101
http://www.ncbi.nlm.nih.gov/pubmed/30957144
http://doi.org/10.1186/1471-2415-14-120
http://www.ncbi.nlm.nih.gov/pubmed/25306218
http://doi.org/10.1111/1523-1747.ep12481678
http://www.ncbi.nlm.nih.gov/pubmed/1249441
http://doi.org/10.3109/10739689709146797
http://www.ncbi.nlm.nih.gov/pubmed/9329009
http://doi.org/10.1046/j.1087-0024.2000.00010.x
http://doi.org/10.1161/01.HYP.36.3.312
http://doi.org/10.3109/01658107.2013.830134
http://doi.org/10.1097/SAP.0000000000002866
http://doi.org/10.1111/j.1067-1927.2004.abstractbc.x
http://doi.org/10.1097/PRS.0b013e3182589c0e
http://doi.org/10.1097/SCS.0000000000004987
http://www.ncbi.nlm.nih.gov/pubmed/30234708
http://doi.org/10.1016/j.ajoc.2022.101407
http://doi.org/10.1186/s42466-022-00203-x
http://www.ncbi.nlm.nih.gov/pubmed/35850779
http://doi.org/10.1111/jocd.14111
http://www.ncbi.nlm.nih.gov/pubmed/33825341
http://doi.org/10.1186/s12886-016-0276-3
http://doi.org/10.5811/cpcem.2018.2.37149
http://doi.org/10.5999/aps.2017.44.4.340
http://doi.org/10.1097/GOX.0000000000000668
http://doi.org/10.1016/j.ajoc.2021.101063
http://doi.org/10.1093/asj/sjz295
http://doi.org/10.1007/s00266-019-01562-8
http://www.ncbi.nlm.nih.gov/pubmed/31822960
http://doi.org/10.1159/000268030
http://www.ncbi.nlm.nih.gov/pubmed/9323723
http://doi.org/10.1016/j.preteyeres.2011.05.001
http://www.ncbi.nlm.nih.gov/pubmed/21620994
http://doi.org/10.1007/s40135-017-0135-2
http://doi.org/10.1038/sj.eye.6702377
http://doi.org/10.1111/aos.14592
http://doi.org/10.1097/DSS.0000000000000062
http://doi.org/10.1097/DSS.0000000000002773
http://doi.org/10.1097/DSS.0000000000000955
http://doi.org/10.1097/PRS.0000000000006639
http://doi.org/10.1186/s40001-016-0201-5


Molecules 2022, 27, 5398 36 of 38

206. Zheng, C.; Fu, Q.; Zhou, G.-W.; Lai, L.-Y.; Zhang, L.-X.; Zhang, D.-Q.; Chen, G.-J.; Liang, L.-M.; Chen, M.-L. Efficacy of
percutaneous intraarterial facial/supratrochlear arterial hyaluronidase injection for treatment of vascular embolism resulting
from hyaluronic acid filler cosmetic injection. Aesthet. Surg. J. 2022, 42, 649–655. [CrossRef] [PubMed]

207. Lee, W.; Oh, W.; Ko, H.-S.; Lee, S.-Y.; Kim, K.W.; Yang, E.-J. Effectiveness of retrobulbar hyaluronidase injection in an iatrogenic
blindness rabbit model using hyaluronic acid filler injection. Plast. Reconstr. Surg. 2019, 144, 137–143. [CrossRef] [PubMed]

208. Chesnut, C. Restoration of visual loss with retrobulbar hyaluronidase injection after hyaluronic acid filler. Dermatol. Surg. 2018,
44, 435–437. [CrossRef]

209. Hwang, C.J.; Mustak, H.; Gupta, A.A.; Ramos, R.M.; Goldberg, R.A.; Duckwiler, G.R. Role of retrobulbar hyaluronidase in
filler-associated blindness: Evaluation of fundus perfusion and electroretinogram readings in an animal model. Ophthalmic Plast.
Reconstr. Surg. 2019, 35, 33–37. [CrossRef] [PubMed]

210. Zhu, G.-Z.; Sun, Z.-S.; Liao, W.-X.; Cai, B.; Chen, C.-L.; Zheng, H.-H.; Zeng, L.; Luo, S.-K. Efficacy of retrobulbar hyaluronidase
injection for vision loss resulting from hyaluronic acid filler embolization. Aesthet. Surg. J. 2017, 38, 12–22. [CrossRef]

211. Zhang, L.-X.; Lai, L.-Y.; Zhou, G.-W.; Liang, L.-M.; Zhou, Y.-C.; Bai, X.-Y.; Dai, Q.; Yu, Y.-T.; Tang, W.-Q.; Chen, M.-L. Evaluation of
intraarterial thrombolysis in treatment of cosmetic facial filler-related ophthalmic artery occlusion. Plast. Reconstr. Surg. 2020, 145,
42–50. [CrossRef]

212. Wang, J.; Shen, H.; Liu, T.; Li, Q.; Lyu, Z.; Yu, Y. An efficacy and safety study of intra-arterial recanalization of occluded ophthalmic
arteries in patients with monocular blindness caused by injection of hyaluronic acid in facial tissues. Aesthet. Plast. Surg. 2021, 45,
1573–1578. [CrossRef]

213. Chen, Y.-C.; Wu, H.-M.; Chen, S.-J.; Lee, H.-J.; Lirng, J.-F.; Lin, C.-J.; Chang, F.-C.; Luo, C.-B.; Guo, W.-Y. Intra-arterial thrombolytic
therapy is not a therapeutic option for filler-related central retinal artery occlusion. Facial Plast. Surg. 2018, 34, 325–329. [CrossRef]

214. Chen, J.; Ruan, J.; Wang, W.; Chen, Z.; Huang, Q.; Yang, Y.; Li, J. Superselective arterial hyaluronidase thrombolysis is not an
effective treatment for hyaluronic acid-induced retinal artery occlusion: Study in a rabbit model. Plast. Reconstr. Surg. 2021, 147,
69–75. [CrossRef]

215. Zhang, L.; Luo, Z.; Li, J.; Liu, Z.; Xu, H.; Wu, M.; Wu, S. Endovascular hyaluronidase application through superselective
angiography to rescue blindness caused by hyaluronic acid injection. Aesthet. Surg. J. 2021, 41, 344–355. [CrossRef] [PubMed]

216. Chiang, C.; Zhou, S.; Liu, K. Intravenous hyaluronidase with urokinase as treatment for arterial hyaluronic acid embolism. Plast.
Reconstr. Surg. 2016, 137, 114–121. [CrossRef]

217. Mccann, M. Intravenous hyaluronidase for visual loss secondary to filler injection: A novel therapeutic approach. J. Clin. Aesthet.
Dermatol. 2019, 12, 25–27. [PubMed]

218. Zamora-Alejo, K.; Moore, S.; Leatherbarrow, B.; Norris, J.H.; Lake, D.B.; Malhotra, R.; Selva, D.; Goggin, M. Hyaluronidase
toxicity: A possible cause of postoperative periorbital inflammation. Clin. Exp. Ophthalmol. 2013, 41, 122–126. [CrossRef]
[PubMed]

219. Wattanakrai, P.; Jurairattanaporn, N.; Rojhirunsakool, S.; Visessiri, Y.; Suwanchinda, A.; Thanasarnaksorn, W. The study of
histological changes of the arterial vascular structure after hyaluronidase exposure. J. Cosmet. Dermatol. 2018, 17, 632–636.
[CrossRef] [PubMed]

220. Tan, K.T.; Lip, G.Y. Red vs white thrombi: Treating the right clot is crucial. Arch. Intern. Med. 2003, 163, 2534–2535. [CrossRef]
221. de la Motte, C.; Nigro, J.; Vasanji, A.; Rho, H.; Kessler, S.; Bandyopadhyay, S.; Danese, S.; Fiocchi, C.; Stern, R. Platelet-derived

hyaluronidase 2 cleaves hyaluronan into fragments that trigger monocyte-mediated production of proinflammatory cytokines.
Am. J. Pathol. 2009, 174, 2254–2264. [CrossRef]

222. Kessler, S.; Rho, H.; West, G.; Fiocchi, C.; Drazba, J.; de la Motte, C. Hyaluronan (HA) deposition precedes and promotes leukocyte
recruitment in intestinal inflammation. Clin. Transl. Sci. 2008, 1, 57–61. [CrossRef]

223. Docampo, M.J.; Cabrera, J.; Bassols, A. Hyaluronan mediates the adhesion of porcine peripheral blood mononuclear cells to poly
(I:C)-treated intestinal cells and modulates their cytokine production. Vet. Immunol. Immunopathol. 2017, 184, 8–17. [CrossRef]

224. Kim, J.S.; Gonzales, L.; Lester, J.; Householder, N.; Boxrud, C.; Goldberg, R.; Ugradar, S. Thrombogenicity of hyaluronic acid
fillers: A quantitative thrombodynamics study. Ophthalmic Plast. Reconstr. Surg. 2022, 38, 68–72. [CrossRef]

225. Hurkal, O.; Sibar, S.; Cenetoglu, S.; Tuncer, S.; Elmas, C.; Seymen, C.M. Arterial occlusion after hyaluronic acid injection: Treatment
with hyaluronidase and streptokinase. Ann. Plast. Surg. 2021, 87, 137–144. [CrossRef] [PubMed]

226. Nguyen, H.H.; Tran, H.T.T.; Duong, Q.H.; Nguyen, M.D.; Dao, H.X.; Le, D.T. Significant vision recovery from filler-induced
complete blindness with combined intra-arterial injection of hyaluronidase and thrombolytic agents. Aesthet. Plast. Surg. 2022, 46,
907–911. [CrossRef] [PubMed]

227. Dumitrascu, O.M.; Newman, N.J.; Biousse, V. Thrombolysis for central retinal artery occlusion in 2020: Time is vision! J.
Neuroophthalmol. 2020, 40, 333–345. [CrossRef]

228. Wang, X.; Liu, Y.; Suo, Y.; Qin, D.; Ren, M.; Lei, R.; Zhang, Y.; Wang, Y. Intravenous recombinant tissue-type plasminogen activator
thrombolysis for acute central retinal artery occlusion. J. Craniofac. Surg. 2021, 32, 313–316. [CrossRef] [PubMed]

229. Hakim, N.; Hakim, J. Intra-arterial thrombolysis for central retinal artery occlusion. Clin. Ophthalmol. 2019, 13, 2489–2509.
[CrossRef] [PubMed]

230. Bober, R.M.; Jahangir, E. What is ischemia and how should this be defined based on modern imaging? Prog. Cardiovasc. Dis. 2015,
57, 537–554. [CrossRef]

231. Jennings, R.B.; Ganote, C.E.; Reimer, K.A. Ischemic tissue injury. Am. J. Pathol. 1975, 81, 179–198.

http://doi.org/10.1093/asj/sjab425
http://www.ncbi.nlm.nih.gov/pubmed/34958671
http://doi.org/10.1097/PRS.0000000000005716
http://www.ncbi.nlm.nih.gov/pubmed/31246817
http://doi.org/10.1097/DSS.0000000000001237
http://doi.org/10.1097/IOP.0000000000001132
http://www.ncbi.nlm.nih.gov/pubmed/29877958
http://doi.org/10.1093/asj/sjw216
http://doi.org/10.1097/PRS.0000000000006313
http://doi.org/10.1007/s00266-021-02224-4
http://doi.org/10.1055/s-0037-1621730
http://doi.org/10.1097/PRS.0000000000007449
http://doi.org/10.1093/asj/sjaa036
http://www.ncbi.nlm.nih.gov/pubmed/32401308
http://doi.org/10.1097/PRS.0000000000001931
http://www.ncbi.nlm.nih.gov/pubmed/32038761
http://doi.org/10.1111/j.1442-9071.2012.02834.x
http://www.ncbi.nlm.nih.gov/pubmed/22712486
http://doi.org/10.1111/jocd.12719
http://www.ncbi.nlm.nih.gov/pubmed/30091219
http://doi.org/10.1001/archinte.163.20.2534-a
http://doi.org/10.2353/ajpath.2009.080831
http://doi.org/10.1111/j.1752-8062.2008.00025.x
http://doi.org/10.1016/j.vetimm.2016.12.008
http://doi.org/10.1097/IOP.0000000000001990
http://doi.org/10.1097/SAP.0000000000002962
http://www.ncbi.nlm.nih.gov/pubmed/34334667
http://doi.org/10.1007/s00266-021-02658-w
http://www.ncbi.nlm.nih.gov/pubmed/34767060
http://doi.org/10.1097/WNO.0000000000001027
http://doi.org/10.1097/SCS.0000000000007134
http://www.ncbi.nlm.nih.gov/pubmed/33156166
http://doi.org/10.2147/OPTH.S232560
http://www.ncbi.nlm.nih.gov/pubmed/31853171
http://doi.org/10.1016/j.pcad.2015.02.001


Molecules 2022, 27, 5398 37 of 38

232. Jennings, R.B. Historical perspective on the pathology of myocardial ischemia/reperfusion injury. Circ. Res. 2013, 113, 428–438.
[CrossRef]

233. Kalogeris, T.; Baines, C.P.; Krenz, M.; Korthuis, R.J. Ischemia/reperfusion. Compr. Physiol. 2016, 7, 113–170. [CrossRef]
234. Kalogeris, T.; Baines, C.P.; Krenz, M.; Korthuis, R.J. Cell biology of ischemia/reperfusion injury. Int. Rev. Cell Mol. Biol. 2012, 298,

229–317. [CrossRef]
235. Paciaroni, M.; Caso, V.; Agnelli, G. The concept of ischemic penumbra in acute stroke and therapeutic opportunities. Eur. Neurol.

2009, 61, 321–330. [CrossRef] [PubMed]
236. Eckert, P.; Schnackerz, K. Ischemic tolerance of human skeletal muscle. Ann. Plast. Surg. 1991, 26, 77–84. [CrossRef]
237. Wang, W.Z.; Baynosa, R.C.; Zamboni, W.A. Update on ischemia-reperfusion injury for the plastic surgeon: 2011. Plast. Reconstr.

Surg. 2011, 128, 685–692. [CrossRef] [PubMed]
238. Hayreh, S.S.; Zimmerman, M.B.; Kimura, A.; Sanon, A. Central retinal artery occlusion. Retinal survival time. Exp. Eye Res. 2004,

78, 723–736. [CrossRef]
239. Tobalem, S.; Schutz, J.S.; Chronopoulos, A. Central retinal artery occlusion—Rethinking retinal survival time. BMC Ophthalmol.

2018, 18, 101. [CrossRef] [PubMed]
240. Varma, D.D.; Cugati, S.; Lee, A.W.; Chen, C.S. A review of central retinal artery occlusion: Clinical presentation and management.

Eye 2013, 27, 688–697. [CrossRef]
241. Bluhmki, E.; Chamorro, A.; Dávalos, A.; Machnig, T.; Sauce, C.; Wahlgren, N.; Wardlaw, J.; Hacke, W. Stroke treatment with

alteplase given 3.0–4.5 h after onset of acute ischaemic stroke (ECASS III): Additional outcomes and subgroup analysis of a
randomised controlled trial. Lancet Neurol. 2009, 8, 1095–1102. [CrossRef]

242. Maricevich, M.; Carlsen, B.; Mardini, S.; Moran, S. Upper extremity and digital replantation. Hand 2011, 6, 356–363. [CrossRef]
243. Sajjan, V.V.; Lunge, S.; Swamy, M.B.; Pandit, A.M. Livedo reticularis: A review of the literature. Indian Dermatol. Online J. 2015, 6,

315–321. [CrossRef]
244. Houseman, N.D.; Taylor, G.I.; Pan, W.R. The angiosomes of the head and neck: Anatomic study and clinical applications. Plast.

Reconstr. Surg. 2000, 105, 2287–2313. [CrossRef]
245. Whetzel, T.; Mathes, S.J. Arterial anatomy of the face: An analysis of vascular territories and perforating cutaneous vessels. Plast.

Reconstr. Surg. 1992, 89, 591–603. [CrossRef] [PubMed]
246. Saint-Cyr, M.; Wong, C.; Schaverien, M.; Mojallal, A.; Rohrich, R.J. The perforasome theory: Vascular anatomy and clinical

implications. Plast. Reconstr. Surg. 2009, 124, 1529–1544. [CrossRef] [PubMed]
247. Pierrefeu, A.; Brosset, S.; Lahon, M.; Guerid, S.; Shipkov, H.; Boucher, F.; Breton, P.; Sigaux, N.; Mojallal, A. Transverse facial artery

perforators: Anatomical, two- and three-dimensional radiographic study. Plast. Reconstr. Surg. 2019, 143, 820–828. [CrossRef]
248. Qassemyar, Q.; Havet, E.; Sinna, R. Vascular basis of the facial artery perforator flap: Analysis of 101 perforator territories. Plast.

Reconstr. Surg. 2012, 129, 421–429. [CrossRef] [PubMed]
249. Rohrich, R.J.; Pessa, J.E. The fat compartments of the face: Anatomy and clinical implications for cosmetic surgery. Plast. Reconstr.

Surg. 2007, 119, 2219–2227. [CrossRef]
250. Rohrich, R.J.; Pessa, J.E. The retaining system of the face: Histologic evaluation of the septal boundaries of the subcutaneous fat

compartments. Plast. Reconstr. Surg. 2008, 121, 1804–1809. [CrossRef] [PubMed]
251. Schenck, T.L.; Koban, K.C.; Schlattau, A.; Frank, K.; Sykes, J.M.; Targosinski, S.; Erlbacher, K.; Cotofana, S. The functional anatomy

of the superficial fat compartments of the face: A detailed imaging study. Plast. Reconstr. Surg. 2018, 141, 1351–1359. [CrossRef]
252. Hong, J.Y.; Seok, J.; Ahn, G.R.; Jang, Y.J.; Li, K.; Kim, B.J. Impending skin necrosis after dermal filler injection: A “golden time” for

first-aid intervention. Dermatol. Ther. 2017, 30, e12440. [CrossRef]
253. Oley, M.H.; Oley, M.C.; Mawu, F.O.; Aling, D.M.R.; Faruk, M. Hyperbaric oxygen therapy in managing minimally invasive

aesthetic procedure complications: A report of three cases. Clin. Cosmet. Investig. Dermatol. 2022, 15, 63–68. [CrossRef]
254. Uittenbogaard, D.; Lansdorp, C.A.; Bauland, C.G.; Boonstra, O. Hyperbaric oxygen therapy for dermal ischemia after dermal

filler injection with calcium hydroxylapatite: A case report. Undersea Hyperb. Med. 2019, 46, 207–210. [CrossRef]
255. Henderson, R.; Reilly, D.A.; Cooper, J.S. Hyperbaric oxygen for ischemia due to injection of cosmetic fillers: Case report and

issues. Plast. Reconstr. Surg. Glob. Open 2018, 11, 1618. [CrossRef] [PubMed]
256. Kruize, R.G.F.; Teguh, D.N.; van Hulst, R.A. Hyperbaric oxygen therapy in hyaluronic acid filler-induced dermal ischemia.

Dermatol. Surg. 2020, 46, 1755–1757. [CrossRef] [PubMed]
257. Francis, A.; Baynosa, R.C. Hyperbaric oxygen therapy for the compromised graft or flap. Adv. Wound Care. 2017, 6, 23–32.

[CrossRef] [PubMed]
258. Lopes, A.S.; Basto, R.; Henriques, S.; Colaço, L.; Costa e Silva, F.; Prieto, I.; Guerreiro, I. Hyperbaric oxygen therapy in retinal

arterial occlusion: Epidemiology, clinical approach, and visual outcomes. Case Rep. Ophthalmol. Med. 2019, 2019, 9765938.
[CrossRef]

259. Chuchvara, N.; Alamgir, M.; John, A.M.; Rao, B. Dermal filler-induced vascular occlusion successfully treated with tadalafil,
hyaluronidase, and aspirin. Dermatol. Surg. 2021, 47, 1160–1162. [CrossRef] [PubMed]

260. Grove, E.L.; Würtz, M.; Thomas, M.R.; Kristensen, S.D. Antiplatelet therapy in acute coronary syndromes. Expert Opin.
Pharmacother. 2015, 16, 2133–2147. [CrossRef]

http://doi.org/10.1161/CIRCRESAHA.113.300987
http://doi.org/10.1002/cphy.c160006
http://doi.org/10.1016/B978-0-12-394309-5.00006-7
http://doi.org/10.1159/000210544
http://www.ncbi.nlm.nih.gov/pubmed/19365124
http://doi.org/10.1097/00000637-199101000-00012
http://doi.org/10.1097/PRS.0b013e318230c57b
http://www.ncbi.nlm.nih.gov/pubmed/22094770
http://doi.org/10.1016/S0014-4835(03)00214-8
http://doi.org/10.1186/s12886-018-0768-4
http://www.ncbi.nlm.nih.gov/pubmed/29669523
http://doi.org/10.1038/eye.2013.25
http://doi.org/10.1016/S1474-4422(09)70264-9
http://doi.org/10.1007/s11552-011-9353-5
http://doi.org/10.4103/2229-5178.164493
http://doi.org/10.1097/00006534-200006000-00001
http://doi.org/10.1097/00006534-199204000-00001
http://www.ncbi.nlm.nih.gov/pubmed/1546070
http://doi.org/10.1097/PRS.0b013e3181b98a6c
http://www.ncbi.nlm.nih.gov/pubmed/20009839
http://doi.org/10.1097/PRS.0000000000005421
http://doi.org/10.1097/PRS.0b013e31822b6771
http://www.ncbi.nlm.nih.gov/pubmed/22286424
http://doi.org/10.1097/01.prs.0000265403.66886.54
http://doi.org/10.1097/PRS.0b013e31816c3c1a
http://www.ncbi.nlm.nih.gov/pubmed/18454006
http://doi.org/10.1097/PRS.0000000000004364
http://doi.org/10.1111/dth.12440
http://doi.org/10.2147/CCID.S344408
http://doi.org/10.22462/04.06.2019.15
http://doi.org/10.1097/GOX.0000000000001618
http://www.ncbi.nlm.nih.gov/pubmed/29464158
http://doi.org/10.1097/DSS.0000000000002109
http://www.ncbi.nlm.nih.gov/pubmed/31490298
http://doi.org/10.1089/wound.2016.0707
http://www.ncbi.nlm.nih.gov/pubmed/28116225
http://doi.org/10.1155/2019/9765938
http://doi.org/10.1097/DSS.0000000000002894
http://www.ncbi.nlm.nih.gov/pubmed/33867474
http://doi.org/10.1517/14656566.2015.1079619


Molecules 2022, 27, 5398 38 of 38

261. Li, Z.-H.; Alfertshofer, M.; Hong, W.-J.; Li, X.-R.; Zhang, Y.-L.; Moellhoff, N.; Frank, K.; Luo, S.-K.; Cotofana, S. Upper facial
anastomoses between the external and internal carotid vascular territories–A 3d computed tomographic investigation. Aesthet.
Surg. J. 2022. [CrossRef]

262. Myung, Y.; Yim, S.; Jeong, J.H.; Kim, B.-K.; Heo, C.-Y.; Baek, R.-M.; Pak, C.-S. The classification and prognosis of periocular
complications related to blindness following cosmetic filler injection. Plast. Reconstr. Surg. 2017, 140, 61–64. [CrossRef]

263. Olson, E.A.; Lentz, K. Central retinal artery occlusion: A literature review and the rationale for hyperbaric oxygen therapy. Mo.
Med. 2016, 113, 53–57.

264. Bertelli, E.; Regoli, M.; Bracco, S. An update on the variations of the orbital blood supply and hemodynamic. Surg. Radiol. Anat.
2017, 39, 485–496. [CrossRef]

265. Kiyosue, H.; Tanoue, S.; Hongo, N.; Sagara, Y.; Mori, H. Artery of the superior orbital fissure: An undescribed branch from the
pterygopalatine segment of the maxillary artery to the orbital apex connecting with the anteromedial branch of the inferolateral
trunk. AJNR Am. J. Neuroradiol. 2015, 36, 1741–1747. [CrossRef] [PubMed]

266. Geibprasert, S.; Pongpech, S.; Armstrong, D.; Krings, T. Dangerous extracranial-intracranial anastomoses and supply to the
cranial nerves: Vessels the neurointerventionalist needs to know. AJNR Am. J. Neuroradiol. 2009, 30, 1459–1468. [CrossRef]
[PubMed]

267. Prado, G.; Rodríguez-Feliz, J. Ocular pain and impending blindness during facial cosmetic injections: Is your office prepared?
Aesthet. Plast. Surg. 2017, 41, 199–203. [CrossRef] [PubMed]

268. Kim, E.G.; Eom, T.K.; Kang, S.J. Severe visual loss and cerebral infarction after injection of hyaluronic acid gel. J. Craniofac. Surg.
2014, 25, 684–686. [CrossRef] [PubMed]

269. He, M.-S.; Sheu, M.-M.; Huang, Z.-L.; Tsai, C.-H.; Tsai, R.-K. Sudden bilateral vision loss and brain infarction following cosmetic
hyaluronic acid injection. JAMA Ophthalmol. 2013, 131, 1234–1235. [CrossRef]

270. Moore, R.M.; Mueller, M.A.; Hu, A.C.; Evans, G.R.D. Asymptomatic stroke after hyaluronic acid filler injection: Case report and
literature review. Aesthet. Surg. J. 2021, 41, 602–608. [CrossRef]

http://doi.org/10.1093/asj/sjac060
http://doi.org/10.1097/PRS.0000000000003471
http://doi.org/10.1007/s00276-016-1776-9
http://doi.org/10.3174/ajnr.A4331
http://www.ncbi.nlm.nih.gov/pubmed/26206808
http://doi.org/10.3174/ajnr.A1500
http://www.ncbi.nlm.nih.gov/pubmed/19279274
http://doi.org/10.1007/s00266-016-0728-4
http://www.ncbi.nlm.nih.gov/pubmed/28032150
http://doi.org/10.1097/SCS.0000000000000537
http://www.ncbi.nlm.nih.gov/pubmed/24621723
http://doi.org/10.1001/jamaophthalmol.2013.1603
http://doi.org/10.1093/asj/sjaa381

	Introduction 
	Historical Perspective 
	Modern Parallels 
	Clinical Scope of the Problem 

	Hyaluronan Biophysiology and Aesthetic Applications 
	Basic Biochemical Properties and Function 
	Physiological HA Biosynthesis and Degradation 
	Commercial HA Synthesis and Reversal Agents 
	Rheological Properties and Particle Size 

	Pathophysiology of HA-Mediated Vascular Occlusion 
	Vaso-Cannulation 
	Vaso-Inoculation 
	Vaso-Dissemination 
	Vaso-Occlusion 
	HA Bolus-Mediated Occlusion 
	Thrombus-Mediated Occlusion 

	Tissue Ischemia 
	Ischemic Skin Injury 
	Ischemic Cerebroretinal Injury (CRI) 


	Conclusions 
	References

