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Laboratory	 testing	 revealed	normal	blood	 counts	 except	
anaemia	(haemoglobin	8.8	g/dL),	normal	fasting	blood	glucose,	
blood	pressure,	and	anti-nuclear	antibody	profile.	Due	to	a	lack	
of	other	underlying	diseases,	 a	hypercoagulable	 state	 from	
metastatic	carcinoma	was	suspected.

Discussion
Macular	infarction	occurs	due	to	non-perfusion	of	the	macular	
capillary	bed. Bilateral	macular	infarction	is	a	very	unusual	
presentation,	not	previously	reported	in	patients	with	breast	
carcinoma.	Retinal	venous	and	arterial	occlusions	have	been	
previously	 reported	with	 breast	 carcinoma.[1,2] The risk of 
thromboembolism	 increases	with	metastasis.[3,4]	Anticancer	
therapy	 (chemotherapy	 such	 as	 Platinum-based	 agents,	
tyrosine	kinase	inhibitors,	taxanes,	hormone	therapy,	and	less	
commonly	cyclophosphamide)	may	significantly	increase	the	
risk	by	similar	mechanisms.[5]	No	definitive	treatment	has	been	
proven	in	the	treatment	of	macular	infarction	and	the	visual	
prognosis	remains	dismal.	Early	diagnosis	and	treatment	in	
lines	of	 retinal	 arterial	 occlusion	may	be	of	benefit	 in	 such	
cases.
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A	51-year-old	healthy	woman	who	received	facial	hyaluronic	
acid	filler	injections	in	the	glabellar	region	presented	with	no	
light	perception	(NLP)	in	her	left	eye	the	following	week.	The	
patient	noted	immediate	loss	of	vision	after	several	injections.	
At	 initial	presentation,	 she	had	 skin	necrosis	on	 the	bridge	
of	her	nose	 and	 forehead.	The	 intraocular	pressure	was	17	
mmHg	and	a	positive	 relative	afferent	pupillary	defect	was	
observed,	with	an	otherwise	unremarkable	anterior	segment.	
Fundoscopic	 examination	 revealed	whitening	of	 the	 retina,	
pale	edematous	disc,	marked	attenuation,	and	boxcarring	of	
the	retinal	vessels,	without	a	cherry-red	spot.	These	findings	
were	 consistent	with	ophthalmic	 artery	occlusion	 [Fig.	 1a].	
Optical	coherence	tomography	(OCT)	showed	profound	loss	
of inner and outer retinal layers [Fig.1b].

Diffusion-weighted	magnetic	resonance	imaging	(MRI,	b	
value	=	1000),	at	initial	presentation,	showed	an	asymmetric	
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Figure  2: Magnetic resonance imaging (MRI) images at initial 
presentation. (a) Diffusion‑weighted MRI showing abnormally high 
signal intensity along the left optic nerve (arrow), consistent with 
optic nerve infarction. (b) Axial view of T2‑FLAIR sequence MRI 
showing multifocal cerebral infarctions (circled). (c) MR angiography 
showing blockage of the left ophthalmic artery, supraorbital artery, and 
supratrochlear artery (dashed arrow)
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Figure 1: Ultra‑wide‑field fundus photography and optical coherence tomography (OCT) findings at initial presentation (a and b) and at 6‑month 
follow up (c and d). (a) Fundus photography showing retinal whitening, disc edema, and attenuation of retinal vessels without cherry‑red spot. (b) 
Horizontal B‑scan OCT of the macular area showing profound loss of all retinal layers. (c) Fundus photography showing widespread retinal 
atrophic changes with fibrosis, gliosis over disc, and ghost vessels. (d) Horizontal B‑scan OCT of the macular area showing atrophic changes
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high	 signal	 intensity	 along	 the	 left	 optic	 nerve	 (arrow),	
suggesting	 reduced	 diffusivity	 [Fig . 	 2a].	 Therefore,	
optic	 nerve	 infarction	was	 suspected.	An	 axial	 view	 of	
a	 T2-FLAIR	MRI	 sequence	 showed	multifocal	 cerebral	
infarctions	 (circled)	 [Fig.	 2b].	Upon	MR	angiography,	 the	
left	 ophthalmic	 artery	was	 not	 delineable	 immediately	
after	 branching	 from	 the	 internal	 carotid	 artery.	 The	 left	
supraorbital	 artery	 and	 supratrochlear	 artery,	which	 are	
normally	delineable,	were	not	visible	(dashed	arrow)	[Fig.	2c].	
Hyaluronidase	was	not	administered	because	it	would	have	
been	ineffective	a	week	after	loss	of	vision.

At	the	6-month	follow-up,	she	still	had	NLP	and	fundoscopic	
examination	revealed	widespread	atrophy	and	fibrosis	of	the	

retinal pigment epithelium and overlying retina and gliosis 
over	the	disc	and	ghost	vessels	[Fig.	1c].	OCT	indicated	atrophic	
changes	in	all	retinal	layers	[Fig.	1d].

Discussion
The	glabellar	region	is	particularly	susceptible	to	filler	injection	
injury	because	small	vessels,	branching	from	the	supratrochlear	
and	 supraorbital	 arteries,	 are	 located	 superficially	 and	
their	 collateral	 circulation	 is	 limited.	Complications	 such	as	
ophthalmic	 artery	occlusion,	 cerebral	 infarction,	 and	optic	
nerve	infarction	have	been	reported	after	facial	filler	injection	
in	 the	 glabellar	 region.[1-3] To mitigate the risk of these 
complications,	slow,	superficial	aspiration	with	a	small	needle	
before	injection	has	been	suggested.[4]

We	present	a	rare	case	with	concurrent	ophthalmic	artery	
occlusion,	cerebral	infarction,	and	optic	nerve	infarction.	During	
the	assessment	of	a	patient	with	complications	associated	with	
facial	filler	injection,	physicians	should	consider	these	findings	
and	MRI	as	an	evaluation	tool.
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A	28-year-old	female	presented	to	our	outpatient	department	
with	 the	 chief	 complaint	 of	 gradual	 painless	 diminution	
of	vision	in	the	left	eye	for	1	month.	There	was	no	history	
of	 fever,	 headache,	 vomiting,	 or	 generalized	weakness	
preceding	 vision	 loss.	 On	 ocular	 evaluation,	 her	 visual	
acuity	in	the	right	eye	was	20/20,	N6	whereas	in	the	left	eye	
was	 counting	fingers	 (CF)	 at	 a	 1-m	distance.	Color	 vision	
and	contrast	were	normal	in	the	right	eye	and	could	not	be	
evaluated	in	the	left	eye.	Pupils	reacted	briskly	in	the	right	eye	
but	there	was	grade	1	relative	afferent	pupillary	defect	in	the	
left	eye.	There	was	no	limitation	of	extraocular	movements	
in	 both	 eyes.	 Posterior	 segment	 evaluation	 showed	mild	
temporal	 pallor	 of	 both	 optic	 discs	 [Fig.	 1].	Other	 cranial	
nerves	examination	revealed	no	abnormality.	Visual	fields	
showed	advanced	field	loss	in	the	right	eye,	significant	in	the	
inferotemporal	quadrant	[Fig.	2].

The	right	eye	was	essentially	normal.	She	was	requested	
immediate	magnetic	 resonance	 imaging	 (MRI)	 of	 the	brain	
which	 suggested	 planum	 sphenoidale	meningioma.	On	
reviewing	history,	 she	did	not	 complain	of	 any	 associated	
symptoms	 like	 loss	 of	 smell,	 endocrine	 abnormalities,	 or	
psychological	 disturbance.	Axial	 T1-weighted	 [Fig.	 3a]	
and	T2-weighted	 [Fig.	 3b]	 images	 showed	 a	well-defined	
extra-axial	mass	 originating	 on	 the	 planum	 sphenoidale,	
compressing	the	basi-frontal	and	capsule-ganglionic	regions.	
Fig.	 3c	 and	 d	 show	 the	 coronal	 and	 sagittal	 sections	
showing	 the	 same	 lesion.	 It	 showed	 characteristic	 radially	
oriented	“spoke-wheel-like”	 enhancement	on	post-contrast	
study [Fig.	4a].	Such	heterogeneous	enhancement	is	atypical	
of	meningioma	and	resembles	 the	characteristic	appearance	
of	a	floral	pattern	[Fig.	4b].	Such	a	differential	enhancement	
in	 this	MRI	 image	 has	 an	uncanny	 resemblance	with	 the	
evening	primrose	flower	[Fig.	4c].	The	patient	was	referred	to	
a neurosurgeon for further management and she underwent 
tumor	resection.	Neurosurgeon’s	evaluation	also	did	not	reveal	
any	generalized	weakness,	dementia,	or	cognitive	dysfunction.	
Histopathological	 correlation	was	 suggestive	of	 transitional	
meningioma	with	 foci	 of	 calcification.	 In	 the	 subsequent	
follow-up,	2	weeks	later,	visual	acuity	in	the	right	eye	was	20/25	
but	there	was	an	improvement	in	visual	acuity	of	the	left	eye	
to	20/150.	Pupil	reactions	showed	an	ill	sustained	reaction	in	
both	eyes	postoperatively.	Fundus	showed	temporal	pallor	in	
the	right	eye	and	diffuse	disc	pallor	of	the	left	eye.

Discussion
Planum	 sphenoidale	 meningiomas	 are	 extra-axial	
slow-growing	tumors	arising	from	the	roof	of	the	sphenoid	
sinus	and	the	area	between	the	optic	nerves	and	the	anterior	
clinoid	processes.	Enlargement	of	this	meningiomas	usually	
pushes	the	optic	nerves	dorsally	and	caudally	causing	vision	
loss	 as	 a	 primary	manifestation.[1] Planum sphenoidale 
meningiomas	 to	 represent	 5%	 to	 10%	 of	 intracranial	
meningiomas	with	female	predominance.[2] Majority of them 
are	 reported	 in	 adults	 and	 the	 preponderance	 increases	
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