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Aim 

The aim of this unit is to develop the learner’s knowledge required to 

manage the risks, complications and medical emergencies, when carrying out 

botulinum toxin administration and dermal fillers and the systems and 

protocols for preventing and reporting adverse incidents.  We have also 

looked at adding complications of skin peels and skin needling. 

About QUALIFI 

QUALIFI provides academic and vocational qualifications that are globally 

recognised. QUALIFI’s commitment to the creation and awarding of 

respected qualifications has a rigorous focus on high standards and 

consistency, beginning with recognition as an Awarding Organisation (AO) in 

the UK. QUALIFI is approved and regulated by Ofqual (in full). Our Ofqual 

reference number is RN5160. 

Ofqual is responsible for maintaining standards and confidence in a wide 

range of vocational qualifications. QUALIFI is also a signatory to BIS 

international commitments of quality. 

As an Ofqual recognised Awarding Organisation, QUALIFI has a duty of care 

to implement quality assurance processes. This is to ensure that centres 

approved for the delivery and assessment of QUALIFI’s qualifications and 

awards meet the required standards. This also safeguards the outcome of 

assessments and meets national regulatory requirements. 
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QUALIFI’s qualifications are developed to be accessible to all learners in that 

they are available to anyone who is capable of attaining the required 

standard. QUALIFI promotes equality and diversity across aspects of the 

qualification process and centres are required to implement the same 

standards of equal opportunities and ensure learners are free from any 

barriers that may restrict access and progression. 

Introduction

The management of complications depends on several factors. The main one 

is how severe is the complication? A lot of side effects are mostly minor and 

usually disappear on their own. There are also moderate side effects which 

will require a treatment that is normally conservative and there are also 

severe adverse effects which will need an immediate action. Always look 

after your client even after the treatment, its so important.

Firstly lets us discuss what we mean by complications?

*

*

*

*

*

*

There can be a vast array of complications from dermal fillers and botulinum 

toxin, microneedling and skin peels. Some are more common than others.    
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The Skin

Our skin is the largest organ of the body and it essentially protects us from 

the elements. The skin is a complex organ that has many specialised 

structures and in addition has the ability to ever-change. Our skin has three 

major tissue layers, firstly the Epidermis, which is a non vascular skin layer 

and is no thicker than a regular piece of paper. The Dermis, which is the 

middle layer consisting of a dense layer of vascular connective tissue and the 

Subcutaneous layer, which is the third layer, and it is a thick layer composed 

of fatty connective tissue. A unique characteristic of the epidermis is its ability 

to regenerate tissue continuously. This process of shedding and renewing of 

epidermal tissue is called desquamation, taken from the Latin ‘desquamare’ - 

to scale off. 

Our skin although only up to 1.5mm thick, is essentially a shield that 

provides a waterproof barrier protecting underlying structures from invasion 

or pathogenic attack. The term Epithelial refers to the tissue that is made up 
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of very tightly packed cells that are 1 cell thick. This tissue type is layers of 

dry, flattened, hardened keratinocyte cells. Each layer is shaped differently, 

initially thick, moist, and nucleated progressing upwards to become un-

nucleated, flat, dry, and hard before being desquamated off. The keratinocyte 

cells are a variety of shapes from the base being columnar to flat at the 

surface. The cells resemble a 'brick wall’ and are bonded together by inter-

cellular lipid matrix which acts as a cement. Intercellular cement is the lipid 

substance between the cells of the epidermis that keep the skin from 

dehydrating and helps to shield the skin from chemical irritants or sub- 

stances. 

▪  Cells have an average life span of 19 – 34 days 

▪  The average person is covered by 2 1⁄2 square yards of skin 

▪  Skin weighs around 9 pounds 

▪  On average we grow around 1,000 completely new outer skins during a 

lifetime 

▪  Red blood cells wear out at a rate of 3 million every second 

▪  200 billion new red blood cells are made every day 

▪  The entire supply of red blood cells is renewed every four months 

▪  Blood platelets last 7-10 days in the body.
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The Epidermis

Stratum corneum or cornified layer, is the outermost layer of the epidermis, 

consisting of dead cells and keratin and is only 15-20 cells thick. These cells 

are flattened, dead keratinised cells referred to as corneocyte cells. This layer 

is dry which helps prevent microbes and dehydration of the underlying 

tissues. This layer provides protection for the more delicate areas. This is an 

extraordinarily strong and resilient layer, capable of being able to protect 

against trauma and pressure. The desquamation process in our skin occurs 

when a series of chemical processes commences breaking down the 

desmosome bonds which hold these skin cells together. 

Desquamation - This is also known as skin shredding, skin peeling, it is a 

function of the skin to shred unwanted dead skin cells, the word 

desquamation is a Latin word meaning to scrape. Repeated irritation can 

cause the skin to shred, it is an important function to help remove the  

buildup of dead skin which then in turn helps with the regeneration of new 

cells, this then helps improve the skins appearance and texture.  The term 

exfoliation can be used, but exfoliation is when a person using an exfoliant or 

abrasive glove to help speed up this process, the difference is exfoliation is 

“man made” and desquamation works naturally from the inside out.

(Revision) What is the average life span of a cell?

(Revision) Discuss desquamation?

(Revision) what is the outermost layer of the epidermis?
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The Stratum Lucidum 

This smooth, clear transparent layer consists of dead and flat cells. These cells 

are densely packed with eleiden which is a clear protein. This layer 

essentially provides the waterproof shield for the skin preventing damage 

from any friction or invasion. This is due to the combination of lipids, amino 

acids and water forming the cement in the skin that assists in waterproofing 

and protecting the skin. This layer is not at all times visible but is found to be 

thickest on the palms of our hands and soles of feet.

The Stratum Granulosum 

This is the granular layer and contains cells which are granular in 

appearance, this comes from the changes or differentiation to the 

keratinocytes as they are pushed from the stratum spinosum. The cells here 

make up the bulk of proteins called keratin and keratohyalin.

The Stratum Spinosum 

These cells have a spiny appearance hence the name. The stratum spinosum 

is composed of eight to ten layers of keratinocytes, formed as a result of cell 

division in the stratum basale. This layer consists of a dendritic cell called 

Langerhan’s cell which are responsible for the functioning as a macrophage 

which destroys foreign particles, bacteria and damaged cells.

The Stratum Germinativum 

This is the deepest layer and is situated on top of the dermis. The basal layer 

as it is otherwise referred to as, bonds to the dermis with collagen fibres. The 
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dermal papilla are finger like projections which are found in the superficial 

part of the dermis. This layer gives the two layers (The Epidermis and 

Dermis) the strength to connect. There are two other types of cells including 

the merkel cells which function as a receptor and the melanocyte cells, that 

produce our pigment in our skin to provide skin its natural colour. This helps 

protect our skin from UV radiation.

(Revision) Which layer in the epidermis is known as the granular layer

(Revision) Which layer provides the waterproof shield?

(Revision) Which layer produces our natural pigment?

The Dermis

Role of the Dermis

The dermis is the living layer of our skin and it consists of two sub layers, the 

upper papillary layer, and the lower reticular layer. The dermis contains a 
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large supply of vascular, lymphatic, glandular, nerve tissue, hair, sebaceous 

glands, sweat / sudoriferous glands. The papillary layer helps regulate skin 

temperature to the whole of the body. The reticular layer is found under the 

papillary dermis, it has a concentration of reticular, collagen and elastic fibres 

which are densely packed together. The extracellular matrix is a network of 

macro-molecules such as enzymes and collagen that provides structural 

support to the surrounding cells. Collagen is our bodies protein and provides 

support, strength and scaffolding that holds the body together, it is a type of 

glue it is found in the skin, tendons, muscles and bones in the human body. 

The dermis provides structural support and shape to the skin in the form of 

areolar connective tissue that is capable of binding and supporting tissues 

and organs all over the body and the background matrix. The matrix is made 

up of a jelly like substance within which numerous cells are suspended 

including elastin and collagen fibres. These together with the extra cellular 

fluid such as the water retaining GAG hyaluronic acid make up the ECM 

(extra cellular matrix) which plays an important role in cell reproduction and 

tissue regeneration. Fibroblast cells (protein forming cells) that are 

responsible for making the extra cellular matrix and collagen are also present 

along with the mast cells and white blood or leucocyte cells. The 

Glycosaminoglycan hyaluronic acid (HA) is abundant in the dermis, 

glycosaminoglycans are secreted by fibroblast which then form the 

hydrophilic matrix which is then used for remodelling during the healing 

phase post wounding treatments. The papillary layers undulating dermal 

papillae increase the surface area for the delivery of nutrients and oxygen to 
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the basal epidermal cells. These dermal papillae interlock with the stratum 

germinativum at the dermal epidermal junction.

(Revision) What is the extra cellular matrix?

The dermis is the living layer of our skin and it consists of two sub layers, the 

upper papillary layer, and the lower reticular layer.

(Revision) Why is the Dermis referred to as the ‘living layer’? 
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Structure of the Skin

The Dermis and its epidermal junction

The reticular layer is a regenerative layer for collagen and is where the re- 

modelling processes for this occurs. This layer is well vascularised and has a 

rich sensory and sympathetic nerve supply. The reticular layer appears 

reticulated (net-like) due to a tight meshwork of fibres. Elastin fibres provide 

some elasticity to the skin, enabling movement. Collagen fibres provide 

structure and strength, with strands of collagen extending into both the 

papillary layer and the hypo-dermis. In addition, collagen binds water to 

keep the skin hydrated.
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Collagen is made up of 18 different insoluble proteins and provides a strong 

network formed by the Fibroblast and Fibrocyte cells. Collagen is one of the 

bodies strongest natural proteins and is 72% of the dry weight of our skin. It 

has a triple-helix structure whereby the multitude of smaller micro-fibrils 

make up rod-like molecules formed by polypeptides. 

The Triple helix structure is then formed because these protein molecules 

wrap around one an- other forming an extremely strong structure. The DEJ is 

the adhesion between the Papillary layer and the germinativum to keep the 

Dermis and Epidermis together. Hemidesmosomes and CollagenType 17 

adhere the basal cells and the basal lamina together. 

The dermal papillae and germinativum interlock and is further held together 

by Collagen Types 4 and 7 to secure stratified epithelial tissue with the areolar 

tissues of the dermis.

(Revision) What is the Dermal Epidermal Junction?

(Revision) Collagen is made up of 18 different insoluble proteins? True / 

False

(Revision) What do collagen fibres provide the skin with?
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The Subcutaneous Layer

The subcutaneous layer or the hypodermis is located directly under the 

dermis and is composed of adipose tissue. Adipose tissue consists of fat cells 

that are surrounded by areolar tissue. This layer provides us with warmth, 

and protection. Energy is stored within the fat cells in the form of lipids 

which are stored as fat until they are needed for fuel. This layer of the skin 

also consists of larger blood vessels and nerves, acting as a passageway from 

the dermis. 
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Hypodermis 

 

This consists mainly of adipose tissue which lies between the underlying 

organs and tissues and the dermis. This is the storage place for mainly body 

fat. This layer acts to help with the body temperature by acting as an 

insulator.

Adipose tissue is connective tissue which helps to store fat, producing 

energy. It is composed of adipocytes and helps insulate and cushion the body 

from knocks and bangs.

Adipocytes are fat cells are composed of adipose tissue which specialises in 

the storing of energy as fat. 

(Revision) What does the Subcutaneous layer provide us with? 

(Revision) What is Adipose tissue?
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Functions of the Skin: 

▪  Secretion - of our epidermal lipids 

▪  Heat regulation-sweating and vasodilation-constriction 

▪  Absorption-of lipid soluble substances 

▪  Protection-physical barrier to the outside –preventing invasion 

▪  Excretion-removes waste via perspiration 

▪  Sensation-provides sensitivity to all sensations 

▪  Finally, Vitamin D protection from the response made from UV light 

(Revision) Any others? 

*

*

*

*

*

*
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The Circulatory System

The Circulatory system is referred to as the cardiovascular system. It has a 

large network of vessels and organs that transport the flow of blood, oxygen, 

hormones, and nutrients to and from cells. Without this system the body 

would not be able to fight off diseases or be able to support the body to 

regulate its temperature or PH balance.  The systems make up the 

cardiovascular system  are, the heart, the lungs the arteries and the veins. The 

main function of this system is to transport, defend, regulate, clot and 

homeostasis.  The cardiovascular system helps to allow blood to circulate to 

and from the cells which transports the nutrients like oxygen, carbon dioxide, 

hormones, electrolytes and amino acids. These provide nourishment and can 

help stabilise temperature and fight disease. This system helps transport of 

materials inside the body.  There is the blood circulatory system and the 

lymphatic circulatory system. 
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From the transportation of oxygen throughout the body to fighting infection, 

our blood cells are essential to life. The three main types of cells within the 

blood are red blood cells, white blood cells, and platelets. Red blood cells 

ascertain blood type and are further responsible for transporting oxygen to 

cells. White blood cells are our immune system cells that provide immunity 

by destroying pathogens. Platelets assist blood clotting and prevent excessive 

blood loss due to broken or damaged blood vessels. Blood cells are produced 

by bone marrow. Therefore, the transportation of blood is essential for not 

only human health but skin health also.

(Revision) Describe the circulatory system?

(Revision) Describe the blood composition
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The Composition of Blood

Notes:

Blood Vessels

Arteries, Veins and Capillaries

There are three types of blood vessels which are the major blood vessels. 

These are the capillaries, arteries and veins.  These blood vessels help blood 

flow through our body.  Veins carry blood to the heart and arteries carry 
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blood away from the heart.  The capillaries absorb and deliver nutrients, 

oxygen and other substances by surrounding our tissues and cells. 

11.8 Identify the structure of a Capillary

The function of a capillary is to deliver substances between the tissues cells 

and blood.  We have numerous capillaries and these are the smallest of the 

blood vessels.  
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Blood is carried via our arteries and these: 

▪ Carry blood away from the heart to the rest of the body 

▪ Carry oxygenated blood except the pulmonary artery 

▪ Blood travels at a higher pressure 

▪ The arteries eventually form into smaller vessels called arterioles 

▪ Contain no valves 

▪ Tend to lie deeper in the body 

▪ Have thicker muscular walls 
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Our veins on the other hand:

▪ Carry blood to the heart from the body 

▪ Carry deoxygenated blood except the pulmonary vein 

▪ Blood travels at a lower pressure 

▪ The veins eventually form into smaller vessels called venules 

▪ Veins are situated in between muscles and contain valves to prevent the 

blood flowing backwards 

▪ Lie more superficially in the body 

▪ Have thinner muscular walls 
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As you can see in this above diagram the capillaries are a lot smaller then the 

veins or arteries. Our arteries are blood vessels and are responsible for carrying 

oxygen rich blood away from the heart and around the body.  Veins are blood 

vessels which carry our blood which is low in oxygen from our body and then 

back to the heart.  

The Blood Supply to the Head and Neck

The upper body including the neck and head receive the majority of its blood 

supply from the vertebral arteries and carotid. The left and right carotid 

arteries come up the neck lateral from the trachea.  They have no branches in 
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the neck. The carotid then splits into the external and internal carotid arteries 

this is known as the carotid triangle.

The facial artery is a branch of the external carotid artery that supplies the 

structures of the superficial face, it comes from the carotid triangle which 

originates deep into the platysma and then becomes superficial.  It carries 

upwards over the mandible and along the anterior inferior border of the chin / 

mandible.  You can feel the pulse as its palpable as it crosses.  This artery then 

continues superior across the cheek and towards the oral commissure then 

extends along the side of the nose and ending at the medial cants of the eyes 

angular artery.
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Please label this for your reference

 

Arterial supply to the face (5)  Sourced from  https://plasticsurgerykey.com/
arteries-of-the-face-and-neck/ the 3 images below

27

https://plasticsurgerykey.com/arteries-of-the-face-and-neck/
https://plasticsurgerykey.com/arteries-of-the-face-and-neck/


The superficial arteries of the head and neck regions in anterolateral oblique 
view. Regions: Arterial territories include (1) frontal: Str, So, MP (O territory); 
(2) nasal: DN, AE, An (F-O territory); (3) orbital: MP, LP, Io (O-Max-Zo 
territory); (4) oral: SL, IL (F territory); (5) mental: Me, IL (Max-F territory); (6) 
buccal: Io, TF (Mx-ST territory); (7) parotid: TF, Ms (ST territory); (8) 
temporoparietal: Fb, Pb, MT (ST territory); (9) auricular: AA, PA (ST-ECA 
territory); (10) occipital: O (ECA territory); (11) anterior cervical: STh (ECA 
territory). AA, anterior auricular artery, AE: anterior ethmoidal artery; An, 
angular artery; C, columellar artery; DN, dorsal nasal artery; ECA, external 
carotid artery; F, facial artery; Fb, frontal branch of the superficial temporal 
artery; HLm, horizontal labiomental artery; IA, inferior alar artery; IL, inferior 
labial artery; Io, infraorbital artery; MP, medial palpebral artery; Ms, masseteric 
artery; Me, mental artery; Mx, maxillary artery; MT, middle temporal artery; L, 
lingual artery; LN, lateral nasal artery; LP, lateral palpebral artery; P, parotid 
branch; PA, posterior auricular artery; Pb, parietal branch of the superficial 
temporal artery; SA, superior alar artery; Sh, suprahelical artery; SL, superior 
labial artery; So, supraorbital artery; Sp, septal artery; ST, superficial temporal 
artery; STh, superior thyroid artery; Str, supratrochlear artery; TF, transverse 
facial artery; VLm, vertical labiomental artery; Zo, zygomatico-orbital artery. 
(5)
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The deep arteries of the head and neck regions in anterolateral oblique view. 
Regions: arterial territories: (1) frontal: Str, So, MP (O territory); (2) nasal: DN, 
AE, An (F-O territory); (3) orbital: MP, LP, Io (O-Max-Zo territory); (4) oral: 
SL, IL (F territory); (5) mental: Me, IL (Max-F territory); (6) buccal: Io, TF (Mx-
ST territory); (7) parotid: TF, Ms (ST territory); (8) temporoparietal: Fb, Pb, 
MT (ST territory); (9) auricular: AA, PA (ST-ECA territory); (10) occipital: O 
(ECA territory); (11) anterior cervical: STh (ECA territory). AE, anterior 
ethmoidal artery; B, buccal artery; DN, dorsal nasal artery; DT, deep temporal 
artery; ECA, external carotid artery; F, facial artery; IA, inferior alveolar 
artery; Io, infraorbital artery; L, lingual artery; Ms, masseteric artery; Mx, 
maxillary artery; N, nasopalatine artery; PA, posterior auricular artery; PE, 
posterior ethmoidal artery; Op, ophthalmic artery; SAA, superior alveolar 
artery; SPA, superior posterior alveolar artery; Sph, sphenopalatine artery; So, 
supraorbital artery; Str, supratrochlear artery; STh, superior thyroid artery. (5)
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Branches of the external carotid artery, posterolateral view. Regions: Arterial 
territories (5) mental: Me (Mx), Shy, SuL (L), SuMe (F) territory; (7) parotid: TF, 
Ms (ST territory); (8) temporoparietal: Fb, Pb, MT (ST territory); (9) auricular: 
AA, PA (ST-ECA territory); (10) occipital: O (ECA territory). APh, ascendening 
pharyngeal artery; ECA: external carotid artery; F, facial artery; Fb, frontal 
branch of the superficial temporal artery; L, lingual artery; PA, posterior 
auricular artery; Pb, parietal branch of the superficial temporal artery; O, 
occipital artery; Sc, sternocleidomastoid branch; SHy, suprahyoid artery; Sh, 
suprahelical artery; ST, superficial temporal artery; STh, superior thyroid 
artery; SuL, sublingual artery; SuMe, submental artery; TF, transverse facial 
artery; Zo, zygomatico-orbital artery. (5)
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The Lips

The lips are supported by the teeth, mandible and maxillary bones.  The upper 

lip is supplied by the superior labial and superior alveolar nerves.  The lower 

lip and chin are supplied by the inferior alveolar nerve and mental nerve. The 

blood supply to the lip area comes from the facial artery which branches into 

the submental artery, inferior and superior labial arteries and angular artery.

The labial arteries branch from the facial arteries to the vermillion border 

where of the upper lips and meets up with the vermillion border of the lower 

lip.  The superior labial artery travels between the upper part of the orbiculis 

muscle and the mucosal.

 Sourced from https://jcadonline.com/kirby-xiao-intraoral-injection/. (6)
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Anatomical Landmarks

Sourced https://jcadonline.com/kirby-xiao-intraoral-injection/ (6)

The vermillion is the red part of the lip which is a continuation of the oral 

mucosa.  The vermillion border is the outer paler colour skin of the lip.  The 

cupids bow, is formed by the vermillion borders the upper lip.  It curves 

superiorly and medially from the commissures.  The oral mucosa is non 

keratinised skin which forms the inner oral cavity. The oral commissure is the 

area which the lateral aspects of the vermillion border both upper and lower 

lips join.  The philtrum is the centre of the upper lip just under the nose or 

between the nose and lip, then there are the philtrum ridges each side.
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Vasodilatation

The blood vessels can widen which will in turn increase blood flow to our 

skin which is cooler. This allows our body to release heat via heat radiation. 

When our body needs to warm up, the following mechanisms will include: 

Vasoconstriction

The blood vessels in this instance become narrower. This decreases the blood 

flow to your skin, retaining heat near the warm inner body.  

Thermoregulation is a process that permits our body to sustain its internal 

temperature. All thermoregulation processes are created to return your body 

to homeostasis or known as a state of equilibrium. A normal internal body 

temperature falls within a baseline temperature of between 37°C and 37.8°C 

however there is some flexibility with temperature. In the instance that there 

are extremes of body temperature, it will affect the ability of how we 

function. If your body temperature falls to 35°C or even lower, then 

“hypothermia” will set in. This can lead to potential cardiac arrest, brain 

damage, or even fatality. If on the other hand our body temperature rises up 

to 42 °C, then you can suffer brain damage or even fatality.

(Revision) What Is the function of blood? 

(Revision) What is Vasodilation? 

(Revision) What are the main components of blood ?
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Facial Tissue Anatomy

From superficial to deep tissue anatomy

Credits: https://www.fionaharlowe.com/blog/2019/4/14/ease-flow-heal
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Firstly you have the skin, each clients skin thickness will vary from person to 

person. Secondly you have the subcutaneous fat which is situated under the 

skin.

Credits https://plasticsurgerykey.com/1-overview-of-facial-tissue-anatomy/

 We then have the superficial facial fascia which has two layers. These  consist 

of a thin elastic layer of the superficial musculoaponeurotic system (SMAS) 

and the outer fatty areolar cleavage plane. And after that comes the mimetic 

muscles.  Then Submas fat, deep facial fascia and the plane of the facial nerve 

and buccal fat pads.
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Blood-borne viruses

 

Some individuals will suffer from various types of blood-borne viruses and 

could potentially already have the disease present in their blood. These 

organisms in the blood can be present in large numbers and persist for long 

periods of time. There is a very high risk of transmission if other people are 

exposed to their blood or other bodily fluids. These are highly infectious 

diseases and could potentially infect us. The diseases are known as hepatitis 

which can cause liver disease or HIV which is a virus that can affect the 

immune system and cause a disease called AIDS.
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Potential Risks 

Personal immunisation (Hepatitis B)

Hepatitis B is a very robust virus that can survive outside the body. This is a 

disease of the liver caused by a virus (HBV) that is transmitted by infected 

blood and tissue fluids. Sufferers with this this condition can be ill for a long 

period of time with varying degrees of illness, in some cases can be fatal. 

There are vaccinations available for hepatitis B and working within the 

aesthetics industry will mean that there is a risk of contracting such an 

infection. Therefore, vaccination is recommended for all practitioners. A GP is 

the first point of contact, its a government standard you must be injected and 

protect yourself.

Blood-borne viruses (BBVs) including hepatitis and HIV.
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Hepatitis consists of types A, B, C and D all of which make the liver inflame 

or become erratic. The individual may not always know they are infected to 

begin with as the symptoms include flu like symptoms such as aches, 

headaches and general tiredness. When the condition develops other 

symptoms appear including jaundice, loss of appetite and eventually other 

complications arise with the liver including liver failure or cancer. This 

condition is contra-indicated to many treatments due to its infectious nature 

as it is carried within the blood and bodily fluids.  Medical practitioners may 

treat if using strict precautions to do so, or possible treatment where bodily 

fluids may be drawn. Non-medical practitioners should check parameters of 

insurance before carrying out any procedures. 

Hepatitis C

Hepatitis C is a dangerous liver disease which can cause a detrimental effect 

on the body.  The virus can cause both chronic and acute symptoms.  This can 

range from serious life long illness to a mild illness lasting a few weeks or 

more. Hepatitis C is a major cause of liver cancer.  The virus is spread 

through blood from an infected person.  It's the most contagious, no 

vaccination programme, can treat successfully.

“While hepatitis C tends to get more attention and research funding, hepatitis 

B is considerably more common and causes more liver-related cancer and 

death worldwide than hepatitis C. Combined, chronic hepatitis B and C 

account for approximately 80% of the world's liver cancer cases.” 

(https://www.hepb.org/blog/whats-the-difference-hepatitis-b-vs-hepatitis-

c/)
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Hepatitis D virus (HDV) 

This is a virus that requires the individual to have the hepatitis B virus (HBV) 

for its replication to take place. This infection occurs only concurrently or as a 

super-infection with HBV. This virus is generally transmitted from mother to 

child either during birth or delivery, as well as via contact with blood or other 

body fluids.  Hep D is very rare. A,B,C is most likely and problematic.
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HIV

HIV (human immunodeficiency virus) Carriers of the HIV virus have 

completely compromised and weakened immune systems and therefore, the 

carrier struggles to fight off infections and diseases. This is due to a virus that 

causes detrimental damage to the cells within their immune system.

Aids -acquired immune deficiency syndrome describes several potentially 

life-threatening infections that occur when the immune system has been 

severely damaged by such viruses. HIV is usually found in the bodily fluids 

of an infected person; however, it does not survive outside the body for long.

Whilst Aids cannot be transmitted from one person to the next, the HIV virus 

can. There are currently several medications and treatments for carriers with 

great efficacy, providing a long and healthy life span, however there is 

presently no cure for HIV. With early diagnosis and effective treatments, the 

majority of individuals with HIV will not develop any Aids associated 

illnesses. Some individuals with HIV are unaware that they have contracted 

the virus as symptoms of HIV are short lived and include flu-like symptoms 
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for 2 to 6 weeks post HIV infection. Once these symptoms have disappeared, 

it could be years before other symptoms arise, although the virus will 

continue to damage the immune system. 

Such viruses do not discriminate and therefore we are all at risk within the 

workplace. It is important that we must prevent such risks by following the 

advice provided;

▪ Follow all hygiene protocols in your clinic 

▪ If you are at risk, ask about the Hepatitis vaccine

▪ Wear all forms of PPE, including gloves, masks and aprons

▪ Risk assess each time you perform a treatment

▪ Treat all blood as if it were infectious

▪ Ensure procedures are in place for needle stick and sharps injuries

▪ Avoid contact with bodily fluids whenever possible

▪ Use safe working practices

(Revision) How can we prevent such risks from occurring? 

(Revision) Discuss angiogenesis

(Revision) Discuss the structure of a capillary

(Revision) What is Hepatitis?  

(Revision) What is HIV?

41



Lets look at some complications;

* Under or over correction of wrinkles

* Infection

* Lumps

* Skin necrosis 

* Blindness

* Possible Scarring

* Asymmetry

* Bruising

* Bleeding

* Swelling

* Skin Rash

* Redness

Any others? Please discuss with your tutor and list

*

*

*

*

*

*
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Lets look at complications to skin needling

This is a very cost effective treatment to offer your clients with very few, if 

any, issues. Skin-needling is known by many different names, more 

commonly as Derma Roller, but this is trademarked in Australia and the USA 

by one company. Other names used to describe this treatment are skin 

Needling, Percutaneous Collagen Induction (PCI), Collagen Induction 

Therapy (CIT) or Derma Needling.

This is a very successful and safe approach to skin rejuvenation based on the 

theory that the tiny needles attached to the roller help to stimulate the 

collagen production in our skin without impairing the epidermal tissue. This 

technique can treat fine lines, wrinkles, stretch marks, scars and hair loss to 

name but a few. The hand held device uses a roller with tiny stainless-steel or 

titanium needles which are held onto the roller with a handle attached. 

This device is applied to the skin using a methodical approach as it makes 

small puncture holes in the skin causing minimal discomfort to the client. 

Additionally, there are automatic micro-needling pen devices available on the 

market which can vary in costs.  Although you can apply a topical anaesthetic 

to the skin to help with any discomfort the client may feel, most of the time 

clients do not need this as new specialised devices are now available to make 

the procedure a smoother application. This will however depend on the 

depth of the device used and penetration provided.
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A little bit about the process

The skin has three main layers, it is made up of the epidermis which is the 

outer layer, the dermis is the middle layer and the innermost layer – is called 

the subcutaneous layer or fatty layer. There are two very important proteins 

found in the skin which are collagen and elastin. The collagen makes up 

almost 80% of the skin’s dry weight, while elastin only makes up 4%. As the 

wrinkles appear the deeper layers of the skin which contain the collagen and 

elastin proteins, can no longer perform at the wrinkle stage as they are less 

able to contract and stretch. As we age, our skin becomes thinner and weaker 

due to loss of elastin and collagen. When this happens, the moisture in the 

skin becomes weak and cannot supply the epidermis. The subcutaneous layer 

which gives the skin its suppleness will begin to disappear. This is what 

causes the progressive ageing in the skin.  The action of micro-needling can 

cause controlled injury to our skin and help increase the collagen and elastin 

by puncturing the skin and stimulating the healing response.

During and after the procedure the skin will remain intact, the treatment does 

not remove the outer layers of the epidermis and reduces the possibility of 

scarring, infection and hyper-pigmentation.  The treatment will activate 

wound healing to help with the increase of collagen and fibroblasts.

The risks of skin needling

Microneedling is a relatively safe treatment but it does come with some risks 

and side effects.
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Side effects to include;

Flaking skin, dryness, increased erythema, bruising, swelling and discomfort.  

Bleeding can also occur and can occur as you go deeper into the skin.  You 

may only see pin point bleeding.  Bleeding is more risky if clients who are 

taking blood thinning medication so always check this through the 

consultation.  There are also some serious side effects of Microneedling which 

can include; skin pigmentation changes, infection and a reaction to topical 

anaesthetics (If you use these please check with insurance you are insured to 

use them). There are certain candidates who shouldn’t have the treatment 

such as a client with keloid scarring, active acne, an active skin infection, 

herpes simplex or an unstable skin type.

Discuss with your tutor what you should do if any of these occur?

* Brusing:

* Swelling:

* Bleeding:

* Erythema:

* Infection:

* Reaction to topical anaesthetic (If using this)

Are there any other complications to skin needling? Discuss with your tutor

*

*
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Lets look at complications to skin peels

A Little Bit about the Process 

Skin peeling if performed correctly are safe and effective resurfacing and 

regenerative treatments. A peeling solution is applied to the skin to peel away 

the top epidermal and deeper layers. The result post procedure will show a 

reduction in fine lines, wrinkles, scarring, pigmentation, and a general overall 

refinement in the skin. Furthermore, acneic skin types will visibly see a 

difference in reduced breakouts and refined pores. Peels are primarily 

applied to the face, although can be applied to other areas such as the body, 

neck, hands, feet, arms and back. 

Chemical peels vary in depth of penetration from superficial, to medium and 

with deeper peels being restricted to medical practitioner use only.  The 

peeling agent used will depend on the skin condition and clinical desired 

endpoint. Peel formulations include varying strengths of Alpha Hydroxy 

acids (AHAs) and Beta Hydroxy acids (BHAs) The peel will be selected based 

on the most beneficial to suit the client needs and demands. Skin peeling 

procedures are relatively quick only taking between 30-40 minutes in total. 

The peel is applied to the skin and left for up to 10 minutes (depending on 

the peel brand and manufacturer guidelines) then neutralised and removed 

with cold water. Peels can be uncomfortable but are not painful. Sensations 

vary from a mild tingling, or heat. 
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Hot Spots 

This occurs when the acid penetrates too quickly, normally when the skin is 

compromised. The acid burns the follicle wall, and commonly occurs on more 

sensitive parts of the skin that has otherwise been compromised. Frosting will 

be evident if the peel is not removed quickly. You should remove the peel 

immediately if this occurs. 

 

Blanching 

Both during and after a peel, small blisters maybe evident and these are 

called vesicles. Vesicles can indicate that the skin has been blanched. 

Blanching is also called protein coagulation or a burn. If this occurs, the skin 

can crust during the healing phase. This should not be interfered with in any 

way as it could cause potential damage or scarring. The blanching will go 

from various colours from grey to white, this colour will depend on the 

severity of the burn and in medical peels blanching is a big part of the skin 

peeling procedure. If non-medical practitioner is performing the peel this 

should be neutralised or removed immediately following manufacturer 

protocols. 

There are a few complications when working with results driven procedures 

so we must be aware of any potential complications and furthermore, how to 

treat and how to overcome them. Blanching and frosting are very 

misunderstood, it is therefore important that we can recognise the difference. 

Level 5 non-medical practitioners will see frosting due to the medium peels 

being used especially for TCA peels.  The medium peels we will be using 

remove the skin cells from the epidermis and also from part of the middle 
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layer (Dermis) which can help soften wrinkles, uneven skin tone and acne 

scars. 

Side effects to skin peels can include; Erythema, swelling, changes to skin 

colour, infections such as a flare up of the herpes virus and flaking skin.  If the 

client skin flakes please tell the client not to pick the skin, this can lead to 

scarring.  You can trim the skin with sterile scissors.

Discuss with your tutor what you should do if any of these occur?

* Hot Spots

* Frosting

* Flaking skin (What advice would you give to the client)

* Infection of herpes simplex

* Erythema

* Swelling

Are there any other complications to skin peels? Discuss with your tutor

*

*

*

*

*
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The potential risks and complications associated with botulinum toxin and 

dermal filler administration. 

Side effects associated with administration of botulinum toxin are generally 

quite rare however can include serious as well as minor complications. Minor 

complications can include bruising and minor bleeding as well as headaches 

whereas more serious complications can include infection, anaphylaxis 

reaction and ptosis. Slight pain at the injection site can be quite common and 

is generally nothing to worry about (Botulinum toxin injections, 2020). The 

more severe complications related to botulinum toxin administration 

generally occur from poor injection techniques or practitioner in-experience. 

These poor injection techniques can lead to the botulinum toxin spreading to 

adjacent muscles and causing muscle relaxation in unintended muscles which 

can cause asymmetry in the eyebrows, ptosis of the eyelid or eyebrow, an 

asymmetric smile, among others. Brow ptosis is by far the most common of 

these and this is due to the unwanted dispersal of botulinum toxin into the 

frontalis muscle. [Carruthers, J. and Carruthers, A. (2007). Complications of 

Botulinum Toxin Type A. Facial Plastic Surgery Clinics, [online] 15(1), pp.51–54. 

Available at: https://www.facialplastic.theclinics.com/article/

S1064-7406(06)00103-9/abstract [Accessed 25 Jun. 2020].

During the administration of botulinum toxin, there is also the risk of a client 

being a non-effective client which can be caused by the client’s immune 

system producing an antibody that binds to the protein (Clinical Relevance of 

Botulinum Toxin Immunogenicity, 2012). It can also be the case that a client’s 

medication can interact with the botulinum toxin and cause complications, it 

is important that the practitioner undertakes a full consultation with each 
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client and discusses their medication and medical history. Medications that 

can interact with botulinum toxin include certain antibiotics, blood thinners 

including warfarin, aspirin, heparin, medications for glaucoma and more, 

these can cause complications. [EverydayHealth.com. (n.d.). Botox 

(OnabotulinumtoxinA) - Side Effects, Dosage, Interactions - Drugs. [online] 

Available at: https://www.everydayhealth.com/drugs/botox-brand]

The most common side effect associated with dermal filler injection is 

haematoma (bruising), as well as bleeding and swelling (Filling in Wrinkles 

Safely, 2017). This happens in most cases and a lot of the time it will be 

nothing to worry about, however severe bruising can be a sign of something 

more serious and may need medical attention. A coldsore is a common side 

effect associated with dermal filler injection in the lips for people who suffer 

from certain strains of the herpes simplex virus (Khetarpal, 2020). And 

pigment irregularities can also occur from the injection. Lumps can occur for 

various reasons such as the injections being too superficial (Deighton, 2020). 

There are other, more serious risks associated with dermal filler 

administration and these can include infection at the injection site which can 

occur from the skin not being cleaned properly beforehand (Wagner, Fakhro, 

Cox and Izaddost, 2016), and even blindness which can be caused by a 

vascular occlusion (Filler Complications: 4 Ways to Avoid Blindness in 

Injectable Treatments, 2016). Pain and itchiness can also occur but this is quite 

common. These side effects tend to happen quite soon, if not instantly after 

injection. There are side effects that can take months, if not years to show up 

such as a foreign body granuloma which can occur 6-24 months after 

injection. A foreign body granuloma is a reaction that can occur when the 
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body’s immune system essentially attacks the ‘foreign’ substance, in this case 

hyaluronic acid (Lemperle and Gauthier-Hazan, 2009). Most of these 

complications arise from the body’s reaction to the injection however there 

are certain complications that can emerge from poor injection techniques. 

There are various complications that can arise from poor injection techniques, 

the Tyndall effect is an example of this. The Tyndall effect is where the filler is 

injected too superficially into the skins and can cause the skin to appear grey 

or blue. This is due to the way the light scatters when it hits the surface of the 

skin (The Dermatologist. (n.d.). Hyaluronidase to Treat the Tyndall Effect. 

(online) Available at: https://www.the-dermatologist.com/content/

Hyaluronidase-treat-tyndall-effect (Accessed 25 Jun. 2020). Nerve damage is 

another complication that can be caused by poor injection techniques, this can 

occur if the administrator does not have a good understanding of the facial 

nerves and the danger injection zones. Nerve damage can be caused if the 

nerve is punctured by the needle of if filler is injected into the nerve. (Pavicic, 

T. and Funt, D. (2013). Dermal fillers in aesthetics: an overview of adverse 

events and treatment approaches. Clinical, Cosmetic and Investigational 

Dermatology, p.295). Necrosis is cell death, it is another important 

complication to understand when looking at those associated with dermal 

filler administration. This is another that can be caused by the injection 

technique and although rare is vital to understand how it can arise. It can be 

caused in two ways, either the blood vessels in the area are not able to work 

properly due to them being compressed by the filler around them or it could 

be due to the filler being injected directly into the vessel. Either way the 

vessels are compromised. This is most common when dermal fillers are 
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injected into the glabella, but can also arise on treatment of the nasolabial 

fold. As well as poor injection technique, i.e. injection into the vessels, it can 

also be caused by a large amount of filler being injected or any previous 

scarring in the tissues. (Souza Felix Bravo, B., Klotz De Almeida Balassiano, 

L., Roos Mariano Da Rocha, C., Barbosa De Sousa Padilha, C., Martinezt 

Torrado, C., Teixeira Da Silva, R. and Carlos Regazzi Avelleira, J. (2015). 

Delayed-type Necrosis after Soft-tissue Augmentation with Hyaluronic Acid. 

The Journal of Clinical and Aesthetic Dermatology, (online) 8(12), pp.42–47. 

Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4689510/)

The other type of complications that can occur from dermal filler treatments 

can be an inability to meet client expectations. This can either occur due to 

poor technique from the practitioner or the clients having extremely high 

expectations. Some clients and will not be satisfied with the results from the 

treatment, no matter how good it is, due to their expectations. This can result 

from psychological disorders such as body dysmorphic disorder (BDD). On 

the other hand, if the practitioner is either not properly trained or hugely 

inexperienced, i.e. have not yet qualified, or just have poor technique, it can 

cause a number of complications. The complications listed previously related 

to poor injection techniques can occur due to improper training or 

inexperience.  Other complications of these types can include migration and 

asymmetry which are more aesthetic in nature than those which would 

prompt medical attention. Other complications can include nausea, Some 

clients can regret the decision to get the treatment done and this can cause 

them to complain or act as though they are unhappy with the end result. 
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How to manage the risks and complications associated with botulinum 

toxin administration. 

The administration of botulinum toxin as a cosmetic procedure, as well as 

dermal fillers has become increasingly common over the last few years with 

more and more medical professionals as well as non-medics such as beauty 

therapists undertaking training for these treatments (Why the demand for 

facial aesthetics is rising (Derma Institute, 2020). The benefits of these 

treatments are countless including, but not limited to, enabling clients to 

increase their self esteem and confidence as well as other non-cosmetic 

advantages (10 Life-Changing Benefits of Dermal Fillers — Hamilton 

Aesthetics of the Palm Beaches, 2020). The negative sides of these treatments 

can be potentially overlooked, but there are many potential risks and 

complications that can arise. Both dermal fillers and botulinum toxin have 

their respective risks, such as vascular occlusions for dermal fillers  

(Abduljabbar and Basendwh, 2016) and ptosis for botulinum toxin (Karami, 

Taheri and Mansoori, 2007) but these risks can be minimised provided the 

practitioner administering them is competent and is trained to understand 

how to deal with these risks should they arise. There are many rigorous 

protocols in place to minimise and/or prevent potential complications during 

and post-botulinum toxin and dermal filler administration. These protocols 

include the implementation of health and safety, specialised complication 

training as well as first aid training and more.  
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The management options available in the event of an adverse effect post-

botulinum toxin and dermal filler administration. 

Aesthetic practitioners are trained to follow health and safety protocols and 

legislation to include risk assessments and rigorous consultation techniques 

for each client. It is important for the practitioner to gather in depth 

information about the patient’s medical history, and thoroughly evaluate this 

prior to treatment. The patient should include any previous cosmetic 

treatments in their medical history as advised by the practitioner (De Boulle 

and Heydenrych, 2015). An extensive consultation is imperative and it should 

include screening tools to identify any ‘at risk; groups such as those with 

conditions such as BDD or those with any potential contra-indications. 

Christiansen and Stebbins (2013) states “The initial consultation sets the tone 

for all subsequent encounters with the patient and is the best opportunity to 

prevent a number of pitfalls. It is imperative that you discuss the clients 

history and assess patient expectations at this visit. Any patient 

misconceptions regarding possible outcomes and overall procedure efficacy 

should be fully addressed… Extra time should be allocated to discuss 

possible treatment options, side effects, and fully answer all patient 

questions. Full disclosure enables the patient to make an educated decision to 

minimise the potential for future misunderstandings or dissatisfaction.” The 

consultation should always be client-centred and ensure the practitioner 

receives informed client consent and allows clients to have a cooling off 

period to ensure this is the route they want to go down, the client should be 

given detailed information about what will follow if they choose to go ahead 

and any potential risks that could occur. 
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The concentration of botulinum toxin is important as if not diluted correctly 

there can be unwanted diffusion of product to other sites. Storage of the 

products to manufacturer’s instructions are also vital and can vary from 

brand to brand. It is important to have a range of understanding and 

knowledge of characteristics of the relevant products and brands used by the 

practitioner.  Although complications can arise for a variety of reasons and 

can occur to a patient with an extremely qualified and experienced 

practitioner, good injection techniques and experience can definitely assist 

with the prevention of certain complications, especially for dermal fillers. “As 

one injects any filler, it is critical to watch the surrounding tissue. Upon 

placement of the needle, aspirate to observe that there is not intravascular 

placement. If no flash of blood is seen, slowly inject filler and observe the 

surrounding skin for blanching, vascular flash, reticulated erythema, or a 

purple/dusky/grey-blue hue.” (Ablon, 2016) Needles or cannula used for 

botulinum toxin or dermal filler administration should be sterile and the 

injection site should be thoroughly cleaned prior to injection to ensure 

minimisation of infection risks. Pain is a common side effect of dermal filler 

administration, and although it is may not be seen as a complication it is still 

something that needs to be managed to ensure clients have as comfortable 

experience as possible to increase their chances of returning for subsequent 

treatments. To control pain, anaesthetic can be used. This may be topically, in 

a cream solution or as a local anaesthetic mixed with the filler. The type of 

anaesthetic used depends completely on the type of filler as well as injection 

site. Dental blocks are another option for anaesthetic. (Abduljabbar and 

Basendwh, 2016)
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Once a treatment has taken place, the practitioner is responsible for ensuring 

the client leaves with peace of mind, and is aware where to turn to if any 

issues arise. It is important to set aside time for the client, to provide them 

with post treatment advice and schedule a follow up to ensure everything is 

well. This should be documented in the individual treatment records, which 

should be detailed. With dermal fillers, one of the main side effects can be 

bruising. Bruising can be controlled with over the counter topical solutions 

such as arnica cream or oil. Before and after photographs are vital in both the 

prevention and management of complications. “Well-focused pretreatment 

photographs should be taken, not only for assessment of treatment effects 

and any adverse effects but also for medicolegal purposes” (De Boulle and 

Heydenrych, 2015) In the case that any legal issues do arise as a result of a 

potential complication, the practitioner should have both before and after 

photographs as evidence. 

It is important for practitioners to undertake adequate training and education 

to include complications training which may or may not already be covered 

in the original course content, but can be undertaken as extra training such as 

CPD updating. This should ensure that practitioners fully understand what 

to look out for to ensure that they can sufficiently detect any complications at 

the first instance. Practitioners should also be able to give a quick diagnosis of 

the complication, be able to detect any abnormalities early and know when it 

is necessary to seek further medical advice, provide an emergency response 

or know when to refer for example to the prescriber, the client’s GP or an 

ophthalmologist. It is important for practitioners to have an immediate 

response to any potential complications. Another vital management option to 
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deal with complications is a support network, which should be 

multidisciplinary groups. Aesthetic professionals should have a network of 

other professionals around them for when complications arise. These should 

include, but not be limited to, medical professionals, internet support forums 

and membership organisations. 

When practitioners undertake their complications training, they usually 

cover Hyaluronidase administration which is vital for complications such as 

vascular and compression occlusions by dissolving the filler. First aid training 

should also be completed around every three years however Health and 

Safety Executive (HSE) "strongly recommends that first-aiders undertake 

annual refresher training, over half a day, during any three-year certification 

period. Although not mandatory, this will help qualified first-aiders maintain 

their basic skills and keep up to date with any changes to first-aid 

procedures.” (First aid training providers - First aid at work, 2020). First aid 

training can be undertaken alongside epinephrine (adrenaline) 

administration in the case of any anaphylaxis shock as well as emergency life 

support procedures.

Practitioners should always regularly review and audit their protocol to 

ensure any changes in legislation and their complications procedures are up 

to date. Client feedback should be gained after every procedure via client 

satisfaction surveys or similar and this should also be reviewed alongside 

protocol to ensure clients are happy with the level of service they are 

receiving and to see whether the practitioner can improve on any level. All 

dermal fillers should be CE in line with insurance requirements.
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Managing complications

The first step towards managing any potential complications or emergencies 

should be to ensure there are more robust measures towards prevention of 

these. In depth training should be undertaken to include thorough 

complications management training. Complications and emergencies can 

occur for a variety of reasons and can occur even with the most qualified and 

experienced practitioner, it is far less likely for complications to occur when 

using proper injection techniques, proper consultation techniques and 

ensures clients are provided with care before, during and after the treatment. 

Proper injection technique should include aspirating to ensure the needle is 

not in a blood vessel. Needles or cannula used for administration of dermal 

fillers or botulinum toxin should be sterile and it must be ensured that the 

injection site is cleaned prior to injection to ensure the risks of infection are 

minimised. First aid training should also be undertaken by every practitioner 

and updated annually to ensure they are prepared in the event of any adverse 

effect to an aesthetic procedure taking place. First aid training can be taken 

alongside adrenaline administration training in the case of any anaphylaxis 

shock, and to ensure the practitioner is able to offer emergency life support 

procedures, should the need arise. This first aid and complications training 

can be undertaken either as part of the original aesthetics training or as 

additional CPD updating and should include hyalase administration and 

following hyalase protocol. This should ensure practitioners fully understand 

what to look out for should any complications arise. Practitioners should 

have a vast support network of other professionals to include a 
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multidisciplinary group of medical professionals as well as internet support 

forums and membership organisations.

More information on Medicines.org.uk

Methods of monitoring post-procedural communication and giving advice 

to clients (JCCP) NOS

Client care should always be at the forefront of every aesthetic practitioner’s 

mind whilst carrying out an aesthetic treatment. As well as ensuring clients 

are given a cooling off period prior to undertaking the treatment, in depth 

post-procedural care should be provided. Post treatment, a discussion should 

take place between client and practitioner to discuss aftercare advice, if there 

is risk of bruising the client should be advised to apply arnica cream to the 

area. Clients should be provided with written information detailing all of this 

and also detailing pre-treatment and post-treatment instructions prior to 

going ahead with any treatment to ensure they understand what they can 

and cannot do. Once the treatment has taken place, a face to face follow-up 

appointment should be scheduled to ensure the client has healed correctly, 

that they are happy with their results and whether they will need further 

treatment for any reason. The clients should be provided with continuity of 

care. It is important for practitioners to provide excellent client care and to 

monitor the client’s wellbeing pre, during and post treatment. If client care is 

not properly given, there is a risk of the practitioner being accused of being 

negligent. If no aftercare or post-procedural communication is given to the 

client, and an adverse contra-action does occur, the client could feel as though 

they have not been provided with proper care, and the practitioner’s duty of 

care has not been fulfilled. If the client is not provided with a contact for 
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communication if they need advice or in case of emergency post-procedure, 

this can be seen as a serious breach of duty of care and could potentially 

result in legal action.

 

Clinical audits can improve clinical performance. 

Clinical audits are used to ensure medical services are provided to a high 

standard, everyone who is involved in patient care should be included in a 

clinical audit. Clinical audits within the aesthetic industry are vital in 

ensuring that aesthetic practitioners are providing procedures in line with 

standards and whether any improvements can be made by the practitioner or 

organisation, this ensures clients know that the service they are receiving are 

to a high standard. These audits will help provide feedback regarding the 

practitioner’s performance, it will state what practitioners are doing well 

with their services and what will require improvement, whether it be minor 

or something more serious. Clinical audits will collect data and will help 

practitioners paint a picture of their own care standards and allow them to 

highlight any issues that can crop up. These audits overall will help to 

improve standards of an individual practitioner or an entire organisation, it is 

generally thought of as a cycle. They will begin by collecting data on the 

effectiveness of the treatments provided and will measure these against 

proven high quality standards, this data is used to bring the organisation in 

check and ensure they are up to these high quality standards. These audits 

can identify weak areas within the organisation, and can establish fields in 

which further education and training may be beneficial, this for example 

could be CPD training on a new dermal filler technique or it may be further 
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training on client care, which in turn will assist in helping practitioners 

provide better procedures to their client and improve the practitioner and 

organisation’s clinical performance. If improvements are identified during the 

first audit, it is important that another audit takes place once improvements 

are made, it can take a few rounds of audits for the organisation to be at high 

enough standards. 

Dysmorphia 

Body dysmorphic disorder also known as body dysmorphia. This condition 

is classed as a mental health condition when the person sees flaws in their 

appearance and causes them significant concern. This most commonly effects 

the younger generation such as young adults and teenagers. There are 

triggers to this condition and they include anxiety, ICD, depression, low self-

esteem, bullying and abuse. Sufferers will struggle with everyday life and 
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will further suffer from emotional distress. It can vary from person to person 

and in some cases affect going out, impact relationships and even work life. 

Some sufferers will refuse help due to worrying that they are conceived as 

being vein or worry they may be judged.

Vasogal syncope

This condition can happen when your body over reacts to some triggers such 

as stress, sight of blood etc. It can also be called neurocardiogenic syncope, 

the heart rate and blood pressure drops and causes the client to faint. 

Needle stick injury

As dealing with sharps will be common practice within the beauty and 

aesthetics industry, it will be important that you have an awareness to the 

consequences of incidents such as needle stick injury. Any form of blood-

borne virus can easily be transmitted via blood and bodily fluid. Therefore, it 
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is imperative that care is being taken at all times to avoid any form of cross 

contamination. Best practice is to assume all fluids have the potential of being 

infected. Carriers are any form of object that can cut through the skin 

including needles, blades, scalpels, sharp tools, rollers, scissors or glass all of 

which can carry blood-borne diseases. When working with sharps, it is 

always possible to injure the client or yourself. In the event of this occurring 

you must:

▪ Remove needles, device cartridges, blades or sharps into the sharps box

▪ Wash the wound thoroughly under cold water to clean the wound until 

bleeding has stopped

▪ Pat dry the wound

▪ Dress the wound 

▪ Take photographs
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▪ Advise the injured party to see the GP

▪ Document the incident on the client record card

▪ The client should request PEP product from the GP if the wound is 

within the 72 hours. Such medications are prescribed to try and prevent 

transmission taking place.   

(Revision) Discuss the three methods you must provide for infection control 

processes

(Revision) What is needle stick injury? 

(Revision) What is dysmorphia how would you recognise the signs?

(Revision) Why must all Products be CE marked to comply with insurance? 

(Revision) What could happen if products we used are not CE
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Regulatory Requirements

The regulatory requirements for reporting safety concerns and adverse 

incidents associated with botulinum toxin and dermal fillers.  (JCCP) NOS

Adverse incidents associated with botulinum toxin and dermal fillers can 

occur and the practitioner must be prepared for this in any case. An adverse 

drug reaction (ADR) is a unfavourable reaction that can occur following drug 

administration, in this case botulinum toxin or dermal fillers. 

There are regulatory requirements in place, such as the Medicines and 

Healthcare products Regulatory Agency (MHRA) Yellow Card reporting 

system. The yellow card scheme is the system for the UK regarding any 

safety concerns or adverse effects of medicines or medical devices. “The 

Scheme is run by the MHRA and currently relies on voluntary reporting of 

suspected ADRs by health professionals and patients.” (Mhra.gov.uk, 2016). It 

is vital to have a scheme like this in the UK to ensure the safety of such 

products are monitored and that proper regulations are in place to protect 

against adverse incidents however there are also downsides to this precise 

scheme. The fact that the Yellow Card system relies on voluntary reporting of 

ADRs and adverse events automatically reduces its effectiveness. It is 

possible there would be practitioners who administer the likes of dermal 

fillers who are not aware of the system and would not know how to go about 

reporting the ADR or adverse event should one arise and a slim number of 

those who would not want to report any ADRs due to fear of loss of 

reputation or similar. Due to these factors there is a high chance that 

problems with dermal fillers would go unreported and continue to be used. 
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When somebody that has witnessed or experienced an ADR, i.e. a 

practitioner or patient, completes a Yellow Card report a number of things 

will happen. The reports are evaluated weekly and entered into a database in 

order to ensure a prompt analysis of the reports. The reports will be looked at 

alongside other similar reports for the particular medicine for example the 

type of filler. Please see below an extract from FAQs on the MHRA website: 

“The MHRA may use your Yellow Card report in a range of different ways, 

including: Conducting a specific analysis of similar Yellow Card reports to 

identify potential safety signals”

“When we identify a new possible side effect or learn more about a 

recognised one, we carefully consider this in the context of the overall side 

effect profile for the medicine” (yellowcard.mhra.gov.uk, n.d.) The publishing 

of a possible side effect is based on receiving numerous reports of the same 

ADR, as discussed earlier, the voluntary reporting and lack of wide 

knowledge of the scheme means that many adverse effects or ADRs may not 

get reported, meaning that a common side effect may not be identified and 

published and the medicine may continue sale without the highlighting of 

any potential safety issues which can cause a huge problem for both 

practitioners and patients. The idea behind the Yellow Card scheme is hugely 

important however for it to be effective in the aesthetics industry there needs 

to be much more publicity about the scheme and it should be discussed in 

training and CPD updating for dermal fillers. 

If an adverse effect or ADR occurs during or post treatment, it would have to 

be reported on their consultation form. There are a variety of risks and 

complications that can occur with both dermal filler and botulinum toxin 
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administration and management options to prevent and deal with these 

should they arise during or post treatment are vital. Risks and complications 

can vary in their level of prevalence and severity, more common risks of 

dermal fillers and botulinum toxin are the likes of swelling, minor bruising 

and minor bleeding whereas more severe risks can include necrosis, nerve 

damage and blindness. Some of these risks can occur naturally and others 

will be due to poor injection technique or practitioner inexperience. There are 

certain measures that can be put in place to reduce the risk of complications 

arising and also measures that can be put in place to deal with them should 

they arise. Management measures to prevent complications arising should 

include always following manufacturer’s guidelines for dosage for the 

specific brand used by the practitioner, aspirating when injecting dermal 

fillers to ensure the needle is not in a vein, this should prevent vascular 

occlusions. Practitioners should undertake complications training so they be 

able to spot a complication straight away if one did arise. Having a 

multidisciplinary network of other health professionals around a practitioner 

is very useful for advice and assistance. Looking into the requirements for 

reporting any safety concerns or adverse incidents, the main referral scheme 

is the Yellow Card reporting system. As discussed above, this system relies on 

voluntary reporting and this is a huge downside due to reasons such as 

practitioners being unaware of this system or similar. It would be hugely 

beneficial if there was increased publicity for the scheme, or another way of 

reporting the ADRs. 
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Vascular occlusion/Compression occlusion 

(Pictures kindly sourced from LA skin Liverpool)

A vascular occlusion is the result of dermal filler being injected accidentally 

into a vessel. Some say this can be due to poor injection techniques and also 

not aspirating when implanting dermal filler. Even though aspiration is not a 

100 % guaranteed it is a precaution measure that should be taken.

Figure 1 Vascular Occlusion lips and nose below

Figure 2 Vascular Occlusion
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Vascular Occlusion Chin 

(Pictures kindly sourced from LA Skin Liverpool)

Vascular occlusions are the most severe and feared early complication in 

aesthetic treatments. There are several steps aesthetics practitioners can take 

to minimise this risk and identify the signs in order to treat this complication 

quickly.   A vascular occlusion occurs if the blood no longer passes through a 

blood vessel. It can be either a complete occlusion or a partial occlusion that 

results in a diminished blood supply. It may be caused by an internal 

obstruction such as a blood clot or foreign body such as dermal filler that has 

either blocked or is compressing a blood vessel. If they are left untreated, a 

vascular occlusion can result in necrosis due to the lack of blood supply to 

the skin tissue.  
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Vascular occlusion compromise 

Early recognition and treatment is extremely important to limiting the 

subsequent damage to the tissue in the event of a vascular compromise 

Notes:
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Signs and Symptoms

Sign Symptom

Blue or Grey-Blue This is caused by the deletion of 

oxygen in. The tissues. The deep blue 

of deoxygenated blood 

predominates. 

Slow capillary refill  The compression of the affected area 

shows slow blood return. Return of 

normal pink colour after 1 or 2 

seconds is considered normal. Slow 

capillary refill may be a sign of 

arterial insufficiency

Pallor / blanching Blanching of skin may occur 

immediately after intra- arterial 

injection as a temporary phase. 

Pain May be absent initially due to local 

anaesthetic effect 
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Anaphylaxis 

Necrosis is one of the most feared complications in aesthetic treatments and 

this can be due to an interruption of the vascular supply or a compression or 

disruption around a vessel during injections of HA.

Incidence rate to be estimated 1 in 100,000

Anaphylaxis is potentially life threatening. 

If clients have severe allergies they should have an anaphylaxis action plan 

and an adrenaline auto-injector. They may also wear a medical alert device.  

In a severe allergic reaction, you should use any available adrenaline auto 

injector. 

Mild to moderate reaction

 Anaphylaxis is swelling of face and tongue with  hives, welts or erythema on 

the body with a tingling mouth.  There could be abdominal pain, vomiting, 
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diarrhoea. If the client is carrying an adrenaline auto-injector, use it 

immediately.   Ask the client if they need help with their action plan if they 

have one. Only help the client if they request it. If the client is unable to give 

verbal consent, administer an adrenaline auto-injector immediately.  Do not 

allow the client to stand or walk. Help the client to lie down flat, or if 

breathing is difficult, allow the client to sit. Call 999 for an ambulance.  

Monitor the client. If the client has not improved after 5 minutes, use another 

adrenaline auto-injector, if available. 

If breathing stops, follow DRSABCD.  

Follow manufactures instructions on the delivery of adrenaline.

Adrenaline  

The Resuscitation Council recommends the use of adrenaline ampoules 

rather than an auto-injector for those that have the competency and skills to 

draw up and administer from ampoules.   The ampoules are more cost 

effective to Aesthetics practitioners especially if they need to be discarded 

when they expire.  Auto-injectors are designed for self-injection and are 

simple and easy to use but have a much shorter shelf life. The brands 

EpiPen and Jext are preloaded with a 300 mcg dose which is less than the 

500 mcg recommended for adults and the 16/15mm needle length risks 

subcutaneous rather than intramuscular injection which can greatly affect 

absorption. The brand Emerade supplies auto-injectors with a choice of 

doses which include adult dose of 500 mcg, and it also has a 23mm needle 

that increases the likelihood of an intramuscular injection in most adults.   

Doses may need to be repeated at 5-minute intervals until the paramedics 
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arrive. Non-prescribing practitioners will need to discuss the policy with 

their prescriber and then agree a protocol for prescription, supply and 

administration of emergency prescription only medications. Prescribers and 

those who administer are equally accountable to the patient, legislation and 

their professional standards.  

 Adrenaline can be administered without a prescription according to 

Regulation 238 of the Human Medicine Regulations 2012, in emergencies 

anybody can inject adrenaline and other drugs listed in Schedule 19 of the 

Regulations for saving a life. 

 It is also good practice to include the required needles and other accessories 

in your emergency kit. These will include: 

 

Product  Quantity 

Bacteriostatic saline, normal saline or water 4 x 5ml 

2ml Luer-lok Syringe 2 

10ml Luer-Lok Syringe  2 

1ml Graduated Syringe  3 

23G Blue Needles (25-30mm)  4 

27G Grey Needles  2 

30G Yellow Needles  2 

74



Your emergency kit should include

Notes

*

*

*

Migration of product 

Migration of the product is when the product is misplaced and travels 

around the surrounding area. You can normally see migration especially 

around the lip area it can be presented in a lot of ways.   Sometime s a puffy 

upper lip or a lack of definition between the lip edge which has a lack of a 

defined border.

Discuss with your tutor the treatment for migration?

*

*

*

Drug/Item  Dosage Quantity Purpose 

Adrenaline 1:1000/ml 2 Anaphylaxis  

Hyaluronidase  1500 I.U.  4 Hyaluronidase  

Aspirin  300mg 4 x 75mg Vascular Occlusion 
Visual Impairment  

Timolol Eye Drops  0.5%  1 x 5ml  Visual Impairment  
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Pain 

Pain is a common side effect of dermal filler administration, and although it is 

may not be seen as a complication it is still something that needs to be 

managed to ensure clients have as comfortable experience as possible to 

increase their chances of returning for subsequent treatments. To control pain, 

anaesthetic can be used. This may be topically, in a cream solution or as a 

local anaesthetic mixed with the filler. The type of anaesthetic used depends 

completely on the type of filler as well as injection site. Dental blocks are 

another option for anaesthetic. (Abduljabbar and Basendwh, 2016)

Discuss with your tutor the treatment for pain ?

*

*

*

*

Delayed Onset of Nodules  

A delayed onset nodule is a visible or palpable mass which can occur close 

to the injection site of dermal filler.   Lumps, masses, nodules, regions of 

induration, delayed hypersensitivity reactions, biofilms, sterile abscesses and 

granulomas are all terms that are used to describe a delayed onset nodule. A 

granuloma is actually a histological diagnosis and doesn’t have a nodule or 

lump. The risk of complication is greater for less experienced aesthetic 

practitioner and there needs to be a greater focus on anatomy, injection 
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technique and product specific variables. Improper injection technique can 

result in nodule formation, surface irregularities or overcorrection and 

asymmetry. The injection pressure, needle size and needle diameter with 

angle and depth  of penetration sites can all be big factors that may increase 

the risk of developing a nodule.  The increased immunogenicity of a product 

can increase the risk of a delayed onset nodule and this is a function of 

viscosity, roughness, hydrophobicity, charge, particle size, particle shape as 

well as surface porosity.    Complications seem to occur more frequently with 

particulate fillers (combination gels) although any injected foreign body can 

elicit a reaction from the host tissue, the magnitude of this will depend on 

the nature of the product. The micro-particles of poly-L-lactic acid gel are 

likely to continuously provoke a host response as long as the degradation 

takes place and subunits are released, leading to a comparatively larger 

frequency of granulomatous nodules up to 14 months post injection.  

( Kindly sourced from Laura Spence)

Figure 8 Delayed onset of nodules
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Delayed onset of nodules carries the potential to produce long-term 

disfigurement and dissatisfaction for the client. They tend to form in visible 

regions and can be difficult to conceal with make-up.  

Select the correct product for the problem that you are treating. Always 

check you receive your product from a trusted source and that it has been 

appropriately transported and stored.  The administration of dermal fillers 

requires like always an aseptic process. You must thoroughly cleanse and  

follow with a skin disinfection with 2% chlorhexidine gluconate in 70% 

alcohol.  You must always check that you have removed all skin debris.  You 

must adopt protocols for hand sanitation, and always wear sterile gloves. 

 Check  the correct gauge needle or cannula appropriate for the chosen 

product to reduce trauma. Always ensure the injections are placed at the 

correct tissue depth and not too superficial and not intramuscular. 

 The periorbital region is a challenging area due to a combination of vascular 

factors, interpenetrating lymphatics, bony prominences, superficial fat 

compartments and a reduced skin thickness.  Lips are more prone to 

developing nodules, this is due to the thin mucosa. 

  

Treatment  

If a client develops a delayed onset nodule, initial assessment needs to 

include the impact it has on the client. Some delayed onset nodules may be 

palpable within the skin but not visible and they may be best left alone with 

regular observation for changes. If the delayed onset nodules require 

treatment, the client needs to understand the risks vs benefits of treatment 
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and the possible side-effects from intervention before making an informed 

decision and consent. Ensure good record keeping with photography.  

 A lump presenting at the time of treatment or within a few hours after is 

likely to be due to product misplacement, anaesthetic or oedema. Massage by 

the Aesthetics practitioner and the client should be the immediate response to 

an over-correction or product placed too superficially.

If there are any masses, lumps or swelling with any acute inflammation to 

include swelling, pain, hot, tenderness which is presenting itself after 2-4 

days and before 14 days is likely to be due to infection and should be dealt 

with in the correct manner.  When a product is too superficial or there has 

been an over-correction, early massage may help to smooth the skin and 

evenly distribute the filler. Small papules or nodules in the early stage may be 

aspirated with a 21G. If the cause of the problem is too much product or the 

product has been placed too superficially, then this can be treated by the 

administration of Hyaluronidase. Hyaluronidase should be used with caution 

if infection is also suspected since this may lead to the infection spreading 

deeper into the tissue. 

When the body reacts) around tissue fillers it can be rare but it can occur. 

This can happen when a large bolus of filler has been injected and a capsule 

develops around the surface exposed to the host tissue.

Discuss with your tutor how you would treat this?

*

*

*

*
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Non-inflammatory nodules are seen to be cool to touch, firm and discrete.   

They have a regular surface and are normally due to the product 

misplacement or maybe the migration with associated chronic immune-

inflammatory reaction and possibly low-grade bacterial infection.    

Inflammatory nodules will usually show signs of pain, tenderness or 

redness. Throughout the whole process, the client should be kept fully 

informed and under regular review with good documentation and 

photography. 

Discuss with your tutor the treatment required for this?

*

*

*

*

*

*

*

*

*
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Managing acute skin infections 

An infection is caused by an invasion of multiplication of microorganisms in 

the tissues of the body, especially that causing local cellular injury due to 

competitive metabolism, toxins, intracellular replication or antigen antibody 

response.  An acute skin infection may occur after any treatment where the 

integrity of the skin has been breached. This is usually after an intradermal 

injection such as dermal fillers, botulinum toxin treatments, sclerotherapy 

and micro-needling. Infection can also likely occur after non-penetrating 

procedures such as chemical peels or thermal damage caused by lasers or 

IPL.  Infections are extremely rare and depends on multiple factors relating 

to the client, the Aesthetics practitioner and the procedure itself.  

 

Infections are likely to occur because of the contamination at the time of 

injection due to lack of or poor disinfection or injecting through infected 

sebaceous glands, reduced skin immunity or bacteraemia at the time of 

injection.  

Discuss with your tutor the treatment for infections?

*

*

*

*

*

*
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Signs and symptoms  

Skin infections such as cellulitis will present with redness, heat, tenderness 

and potential swelling. The infection is initially localised but if this isn’t 

treated quickly it can spread and lead to blisters or bullae over the infected 

site. The client may have systemic symptoms such as fever, malaise, nausea, 

and sweats. Acute infections have rapid onsets and will present within 3-7 

days of treatment.  The client should be checked to assess if they have an 

early infection which can be sometimes difficult to differentiate from initial 

inflammation caused by the treatment, necrosis or an allergic reaction.  

 Delayed onset infections can occur several weeks or years after the initial 

injection and should be suspected if a red, indurated area presents any time 

after infection.  

Minimising the risk 

Client

Take a full medial history and perform a full examination of the client. There 

are contra-indications for all treatments and any condition which impairs 

immunity is a risk factor for skin infections.   Treatment should not be 

carried out in an area where a pre-existing infecting is present or is the client 

has a systemic infection.  Medication may increase the risk of infection due 

to drug induced immunosuppression including steroids, chemotherapy 

agents, anti-rejection drugs and disease modifying drugs, such as 

methotrexate, azathioprine, leflunomide, ciclosporin, mercaptopurine and 

mycophenolate.  Always inform the client of risk of bruising during the 

consultation process and give written aftercare advice to take away on what 
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to look for and what to do if symptoms develop.   

Aesthetic practitioners

Aesthetics practitioners should have a good understanding of the risk of 

infection and how to manage infection control which must be in-line with 

professional standards and their code of conduct.  

 

Environment

The environment that you are working from should be suitable for carrying 

out aesthetic treatments and compliant with infection control standards. The 

area should be clean and hygienic with hand washing facilities. The use of 

sterile packs and drapes are recommended.  

 

Biofilm 

Bacteria biofilms can develop in the wake of a filler  treatment and is resistant 

to antibiotics. They are communities of microorganisms that attach to each 

other and to surfaces, for example by bacterial adherence. Biofilms are 

composed of both the cells and the extracellular matrix which is produced by 

the cells.

 

Product 

Use only legitimate products where the source can be identified. Products 

should always be used within their expiry date or discarded immediately. 

Products from single dose syringes should not be administered to multiple 

clients, even if the needle has been changed. Needles, syringes and cannulas 
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are all sterile, single use items. Ampoules, vials or single dose products 

should not be used on multiple clients. Leftover product should always be 

discarded.    Reconstitute using aseptic techniques as per manufacturers 

guidelines. If multi-dose vials are used then both the needle, cannula or 

syringe used to access the multi-dose vial must be sterile and the cap 

disinfected prior to penetration.  

Technique 

Good skin preparation is essential. All makeup should be removed along 

with other potential contaminants using a facial wash and followed with an 

antiseptic skin preparation of the treatment area using 2% chlorhexidine and 

isopropyl alcohol 70% if no history of sensitivity or a hypochlorous solution. 

Skin disinfection should be done after the makeup has been removed and 

before the application of ice.  The disinfection of skin should be applied 

using a gentle friction motion moving repeatedly up and down and back 

and forth for around 30 seconds to reduce the number of resident bacteria 

present at the treatment site. The solution should be allowed to fully dry.  

 An aseptic technique that includes good hand hygiene should be adopted. 

The use of gloves is recommended, and the needle or cannula used should 

not be contaminated during the procedure by placing it down on an unclean 

surface. Do not wipe excess product off the needle with gauze, residual 

amounts can be flicked off.  
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Aftercare 

Clients should be advised to avoid touching the area for 4 hours after the 

treatment and to not apply any makeup for 12 hours. Hand gel can be 

applied to clients hands straight after the treatment in case of an incident 

where they do touch the area.  

 

Areas of caution

Periorbital cellulitis should be considered an emergency as there is potential 

risk of orbital spread and subsequent blindness. Clients should be referred to 

a specialist.   Clients should always be informed of the risk of infection along 

with the symptoms they should look for. They should report to their 

aesthetic practitioner if they notice any erythema, heat, tenderness and/or 

swelling in the area that is not settling within the first 48 hours of the 

procedure. If the aesthetics practitioner is not available, the client should 

seek medical advice.   Non-prescribing aesthetic practitioners should refer to 

their prescriber immediately for diagnosis and treatment. The clients GP 

should be notified in accordance with professional standards and good 

medical practice with the consent of the client.   A prescriber or the clients 

GP may prescribe a course of antibiotics to help reduce and clear up the 

infection.  
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Prophylaxis and treatment of herpetic infections 

The herpes family of viruses include herpes simplex virus 1 and 2 (HSV-1 

and HSV-2), Herpes Zoster Virus (HZV), Epstein-Barr Virus, 

Cytomegalovirus (CMV) and Human Herpes Virus 6, 7 and 8.  

 After the initial infection the virus will lie dormant in the dorsal root nerve 

ganglion and can reactivate at any time throughout the clients life. 

Reactivation can be triggered by local trauma, systemic stress, mental tension, 

fatigue or exposure to bright light. Damage caused to the nerve axon by a 

needle during an aesthetic procedure can also trigger reactivation of the 

virus. Tissue manipulation, dermal injury and inflammatory reaction can also 

play a role in the process. It has been demonstrated however that in the case 

of dermal fillers the hyaluronic acid acts as a protective agent and prevents 

the viral replication.  Around 3.7 billion people (67%) have HSV-1 and 417 

million people (11%) are estimated to have HSV-2 infections. However, the 

incidence of HSV-1 reoccurring after dermal filler is thought to be as low as 

1.45% of cases and herpes zoster is even rarer.  

 

Signs and symptoms   

The presence of a cold sore after an aesthetic procedure can be upsetting for 

a client due to the discomfort and obvious physical appearance of the sore. 

Signs and symptoms are likely to appear around 24-48 hours after a 

treatment, initially as neuralgic pain or a tingling sensation. Signs of pruritus 

and dysesthesia may also be present. This may be followed by general 

malaise or fever and last for 6-48 hours. HZV will appear as vesicles or 
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blisters in a unilateral dermatomal distribution whereas HSV will be 

bilateral and may appear in several distinct areas. Herpetic lesions appear 

initially as thin-walled intra-epidermal vesicles which subsequently burst, 

crust and heal. They are normally circular ulcerations which are covered by 

yellow film and the surrounding area has  erythema with some weeping 

from the ulcerations. The reoccurrence of symptoms is usually mild and will 

heal within 5-7 days without scarring.   The appearance of a herpetic 

outbreak may be confused with a bacterial infection such as impetigo, so it is 

important that the correct diagnosis to enable the complication to be treated 

effectively.  If blistering occurs outside of the areas typical of herpes 

eruptions or in a high-risk area for necrosis, then vascular compromise 

should be excluded. Skin necrosis will usually be immediate or within hours 

of the treatment whereas herpetic infections appear days later.   Virus 

reactivation generally occurs in the area that has been treated but it can 

affect the neighbouring areas and the most common sites are the perioral 

area and nasolabial folds.  

 

Figure 10 coldsore (Sourced from Shutterstock)
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Minimising Risk 

A full client history should be taken prior to treatment and a record kept of 

any previous herpetic outbreaks, including cold-sores (HSV) and shingles 

(HZV), frequency of attacks and any personal triggers. If the immune system 

of the client is compromised also, then it is likely that this will increase the 

risk of a reoccurrence. Prophylaxis or abandoning the treatment are 

considerations worth making,  Anti-HSV prophylaxis is recommended with 

CO2 laser resurfacing, even in patients with no history of HSV. Acyclovir 

and valaciclovir, are the antiviral drugs that discourage viral replication and 

are converted into their active drug component within an infected cell by the 

action of viral thymidine kinase. Most viral replication occurs within the first 

24 hours of infection so prompt treatment at the prodromal stage, prior to 

lesions erupting, is recommended to limit epithelial damage and possible 

secondary complications.  When a client reports a cold sore eruption 

following a low risk, non-invasive procedure, the client should be given 

advice on managing symptoms and preventing spread and auto-

contamination. If symptoms worsen or do not improve significantly in 5-7 

days, the client should be reviewed and referred to exclude other conditions 

effecting immunocompetence.    Herpetic eruptions may also develop 

secondary bacterial infection and will need a topical or systemic antibiotic 

alongside the anti-viral treatment.  

Follow-up 

All clients presenting with a herpetic eruption post procedure should be 

supported to manage their condition, carefully followed-up and 
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photographs should be taken to objectively assess over time. If the 

Aesthetics practitioner is unable to prescribe the required treatment or has 

been unsuccessful in dealing with the complication, it is important to make 

an onward referral to a practitioner who has more experience in this area.  

 

Management of Tyndall Effect 

In aesthetics, the Tyndall effect is used to describe the bluish hue that is 

visible within the skin caused by too superficial placement of hyaluronic 

acid (HA) filler. This side effect of the treatment is more commonly referred 

to as the Rayleigh scattering by physicists after Lord Rayleigh who studied 

this process in more detail. Different wavelengths of light do or do not 

scatter depending on the size of the substance that they encounter. Blue light 

is scattered around 10 times more than red light when passing through very 

small particles. This is the reason that the sky appears blue and that a pool of 

hyaluronic acid underneath the skin scatters more light of a shorter 

wavelength and has a bluish discolouration. 

Signs and symptoms 

The Tyndall effect occurs if hyaluronic acid is placed too superficially or in 

large boluses and may be mistaken for a mild but deep bruise. The area may 

also be slightly raised or lumpy because of the superficial placement. 

The discolouration may be difficult to see in poor lighting. This can give a 

poor aesthetic outcome that leads to client anxiety and dissatisfaction. The 

Tyndall effect may appear immediately after the treatment or within a few 

days and without correction it may last for months or even years.  
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 The Tyndall effect is more likely to occur on the areas where the skin is thin. 

The tear trough and perioral or smokers lines are more common sites to see 

this complication.  

 

Minimising the risk  

The consultation process should include discussion on the risks of the client 

developing the Tyndall effect after the procedure when using hyaluronic 

acid-based fillers. Avoid treating high risk areas if the skin is already thin 

and compromised.   Correct technique is vital to preventing this type of 

complication and depth of the injection is paramount to avoiding the 

appearance of the Tyndall effect. For example, injection into the tear trough 

region the filler should be placed at the periosteal level or at least the sub-

orbicularis plane.  Injecting smaller amounts of filler can also reduce the risk 

as well as avoiding larger bolus injections in areas of caution.   Some 

products claim that they reduce the effects of the Tyndall effect due to their 

molecular structure, the use of cross linked with non-cross-linked hyaluronic 

acid in combination with amino acids and minerals. It is believed that 

dermal fillers with large particle sizes are more likely to develop the Tyndall 

effect.  

 

Treatment of Tyndall Effect:  

The area should be massaged firmly to sufficiently flatten and disperse any 

excessive product, superficial placement or a poor aesthetic result of the 

filler. Massage is the most effective treatment if it is done as soon as the 

effect is noticed and ideally at the time of treatment. The longer you wait 
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the less likely that massage will be successful.  Excision of the product from 

the area using and 18G needle and expressing the filler out the area may be 

successful. Aspiration with a needle and syringe can also remove the filler.    

The Tyndall effect can be removed also by dissolving the filler using 

Hyaluronidase. This will usually resolve the issue within 24 hours although 

a second treatment may be required. Dosage will vary depending on the 

filler used and the area being treated and whether the client consents to the 

filler being removed. Around 30-75 units are suggested doses to be used.  

  

Follow-up   

Clients should be followed up and photographs taken to assess the treatment 

and healing response over time. If the Aesthetics practitioner is unsuccessful 

in treating the complication, then the client should be referred to another 

professional who has more experience in complications.

Managing oedema 

Oedema is the collection of an excessive amount of  fluid in or around our 

tissues, cells, or serous compartments of the body. Oedema can be localised 

to a region or more widespread and can be caused by various triggers such 

as trauma, medication or systemic illness. Lymphoedema occurs because of 

obstruction of lymphatic vessels or lymph nodes and the subsequent build-

up of lymph in the affected region.  

Angioedema is the quick swelling in the dermis, subcutaneous tissue and 

mucosa. It can be severe, and life threatening and should be treated as a 

medical emergency although angioedema following dermal fillers is 
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extremely rare. Less severe cases can cause swelling which can last several 

weeks, this may be just present at the treatment site or may be more 

generalised. 

A very common side-effect with aesthetic treatments it is usually mild and 

self-limiting. Clients should be informed about the risk of oedema and 

swelling prior to the treatment. The onset of oedema is depending on many 

factors: 

● Clients age 

● Lifestyle factors  

● Medical conditions  

● Pre-existing lymphatic compromise  

● Medication  

● Type of product used, area treated, and volume injected 

● Trauma from the treatment process  

Signs and symptoms of oedema 

(Sourced from shutterstock)
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Oedema is recognised by the presence of swelling within or underneath the 

skin. It may be pitting where it holds an indentation after pressure is applied 

and non-pitting where the swelling springs back into place after pressure 

has been applied. If the area is red and warm, then infection may be the 

cause.  Oedema can occur anywhere that the treatment has been performed, 

however some areas are more prone to swelling such as the lips, periorbital 

and malar regions.  Some hydrophilic fillers can make tissue oedema more 

pronounced and the aesthetic practitioner should be cautious to ensure that 

they do not confuse oedema for dermal filler in asymmetry’s.  

 

Minimising the risk 

Take full medical history  

Take a full client medical history prior to treatment to find out any pre-

existing conditions, medications and other supplements that they are taking 

that may increase their risk of oedema,  The client should have the risks fully 

explained to them before starting the procedure including what side effects 

are likely to occur and how they can manage them. 

Product

Choose the right product for the indication that you are treating in 

accordance with the manufacturers guidelines.   Due to the hydrophilic 

nature of hyaluronic acid some brands can cause more oedema that others.  

 Technique

The less trauma caused during the procedure will reduce the risk of 

swelling. Oedema is more likely to be worse where fanning techniques have 

been used or large volumes of filler have been injected in one area or 
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injecting too quickly.  Injecting anaesthetic into the area can also increase the 

risk of an oedema and asymmetry.  Gently massaging the area after the 

treatment as vigorous massage can increase tissue trauma and swelling.  

 

Managing oedema

Ice can be applied to the area to help reduce reactions such as swelling, 

tenderness and redness.  Avoid extremes of temperature or altitude within 

the first 48 hours to limit the persistence or oedema.   Hyaluronic acids with 

high molecular weights and less cross linking are more likely to cause 

oedema.  

 

Malar Oedema  

A collection of fluid in the infraorbital region is known as a malar oedema 

and is a common complication form dermal filler injections into the tear 

trough and can last around 5 months. It may also occur from other 

treatments in the area such as chemical peels, laser treatment and 

carboxytherapy.  Due to the connective tissue septum, the superficial fat 

compartment has a compromised lymphatic drainage and is the reason the 

eyes become puffy after a poor night’s sleep or crying. This is different to 

other rather impenetrable malar septum which divides the superficial sub 

orbicularis oculi fat into a superficial compartment. 

 Injection of filler into the superficial malar septum which can further impede 

lymphatic drainage and produce a malar oedema. Injecting too deep or using 

too great a volume with a viscous product can cause compression of the 

lymphatic vessels.  The risk can be reduced by selecting the correct clients 
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who do not suffer frequently from puffy eyes, using a filler of low elasticity 

and viscosity and limiting the volume that is injected and only injecting either 

supraperiosteal or at the immediate subcutaneous level above the area prone 

to lymphatic compromise.  Treatment of malar oedema include head 

elevation, application of cold compresses, manual compression and 

lymphatic drainage several times a day along with a course of steroids. If the 

complication does not resolve, then Hyaluronidase may be used.  

Treatment of oedema  

Under 2 weeks

Oedema often settles on its own within a relatively short time. Ice packs are 

used by many Aesthetics practitioners although this has not been proven to 

reduce swelling. Gently massaging the area can help improve lymphatic 

drainage and this can be done by the client at home. Reassurance of the 

client is required. Clients may choose to take ibuprofen to help relieve the 

inflammation. 

If oedema is quite severe oral steroids have been prescribed but there is little 

evidence to support that this helps. A single intravenous bolus of 1g 

methylprednisolone given intra-operatively during facial surgery has been 

found to reduce oedema with a shorter duration of swelling.  

Oedema can arise due to an antibody-mediated Type 1 hypersensitivity 

reaction. This usually develops quite quickly after treatment and is due to 

exposure to the tissue of a foreign material, for example, dermal filler. 

Swelling can be localised or generalised and mild or severe. I.e. starts an 

inflammatory cascade and mast cell degranulation which leads to the release 
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of histamine, cytokines, prostaglandins, leukotrienes, heparin and proteases 

which result in the onset of oedema, erythema, pain and itching. Swelling 

and inflammation normally settles down in a few hours to a few days but in 

some cases can last for a few weeks if the reaction to the filler is ongoing. 

Initial treatment involves antihistamines such as loratadine or cetirizine 

10mg once a day. Oral steroids may be required in there is significant 

swelling or discomfort.  

 

If swelling lasts longer than 2 weeks or for several months, then it is essential 

to try and identify the cause of swelling rather than treat the swelling in 

isolation. Superficial product placement can be misdiagnosed as oedema. 

Hyaluronic acid also attracts a large amount of water which can also give the 

appearance of swelling. Treatment should be the same as dealing with 

incorrectly placed filler to improve the oedema.  

Delayed onset of facial oedema can develop several days to weeks after 

treatment which may be caused by a Type IV hypersensitivity reaction. 

These are characterised by T lymphocytes rather than antibodies and will 

present with induration, erythema and oedema. These reactions will not 

respond to antihistamines and will need to be treated with oral steroids. As 

the hypersensitivity is usually long-lasting, the client will be usually 

prescribed a loading dose of steroids with a tapering off regime to the lowest 

dose that will control symptoms (e.g., prednisolone 40mg a day for 1 week 

then reduce by 5mg every few days until symptoms are controlled at the 

lowest possible dose, usually around prednisolone 5mg). There are risks and 

other considerations which are associated with longer term steroids usually 
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the best course of action would be to remove the underlying problem and 

dissolve hyaluronic acid filler with Hyaluronidase. 

Follow-up  

All Clients that present with significant oedema should be followed-up and 

photographs should be taken to document and assess the swelling over time. 

If the oedema persists for over 6 weeks and intervention has not been 

successful, it would be sensible to consider referral to a professional who has 

more experience in this area. 

 

First Aid & Emergency Kit  

It is recommended by the HSE that businesses with fewer than 50 staff 

members should have at least one qualified and appointed First Aider. 

 There are first aid courses out there that can last anything from half a day to 

3 days. There are some half day courses which are not normally accredited so 

it is normally recommended to at least complete a full days of First Aid 

training. There are regulations which also require that every employer 

provides equipment or facilities for providing First Aid to their employees. If 

you do not have employees you must have a First Aid Kit when required 

which is good practice.  It is essential you know how to respond in an 

emergency. We will cover a few more common first aid emergencies below, 

however this does not replace proper first aid training.  

Before delivering any first aid you must first follow the DRSABCD 

protocol. 
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Inflammation 

Lumps, masses or swelling along with features of acute inflammation 

(redness, heat, tenderness, pain and swelling) presenting itself around 3-4 

days and before 14 days is likely to be due to infection and should be dealt 

with in the correct manner. 

Oedema and hypersensitivity 

Oedema can arise due to an antibody-mediated Type 1 hypersensitivity 

reaction. This usually develops quite quickly after treatment and is due to 

exposure to the tissue of a foreign material, for example, dermal filler. 

Swelling can be localised or generalised and mild or severe. I.e. starts an 

inflammatory cascade and mast cell degranulation which leads to the release 

of histamine, cytokines, prostaglandins, leukotrienes, heparin and proteases 

which result in the onset of oedema, erythema, pain and itching. Swelling 

and inflammation normally settles down in a few hours to a few days but in 

some cases can last for a few weeks if the reaction to the filler is ongoing. 

Initial treatment involves antihistamines such as loratadine or cetirizine 10mg 

once a day. Oral steroids may be required in there is significant swelling or 

discomfort.   If swelling lasts longer than 2 weeks or for several months, then 

it is essential to try and identify the cause of swelling rather than treat the 

swelling in isolation. Superficial product placement can be misdiagnosed as 

oedema. Hyaluronic acid also attracts a large amount of water which can also 

give the appearance of swelling. Treatment should be the same as dealing 

with incorrectly placed filler to improve the oedema.  
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Delayed onset of facial oedema can develop several days to weeks after 

treatment which may be caused by a Type IV hypersensitivity reaction. 

These are characterised by T lymphocytes rather than antibodies and will 

present with induration, erythema and oedema. These reactions will not 

respond to antihistamines and will need to be treated with oral steroids.

 

Formation of hard lumps  

Lumps can occur for various reasons such as the injections being too 

superficial (Deighton, 2020).

Infection 

Needles or cannula used for botulinum toxin or dermal filler administration 

should be sterile and the injection site should be thoroughly cleaned prior to 

injection to ensure minimisation of infection risks. 

Bruising /Ecchymosis

Prevention and treatment of ecchymosis (Bruising) 

An ecchymosis is also known as a contusion or bruise. It is a small 

haemorrhagic spot caused by extravasation of blood. It is seen clearly in the 

skin and mucous membrane and prevents as a non-elevated, rounded or 

irregular, blue or purple patch.  Bruising is the most common side-effect of 

aesthetic treatments and is thought to occur in around 19-24% of clients.  

Clients that are embarrassed or perhaps cautious of others being aware that 

they are having aesthetic procedures may need to be made aware of this risk. 
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Clients may choose to book an appointment when they are off work or when 

they are able to take some downtime.  

Certain factors can increase the risk of bruising and a full medical history of 

the client should be taken prior to treatment. This may also include 

references to previous treatments and their susceptibility to bruising, 

haematological and liver disease, medication and over the counter drugs 

that they are currently taking.  Older clients with thin and more fragile skin 

have slower repair mechanisms and are therefore more likely to bruise and 

will be slower to recover. Consumption of alcohol will also increase the 

clotting time and increase the clients risk of bruising. If the client is 

malnourished or have a vitamin C or iron deficiency also have an increased 

risk of bruising and a more prolonged healing time.  

 

Figure 7 Bruise (sourced Shutter stock)

 Bruising is caused through internal bleeding of tiny vessels under the skin, 

also referred to as haematomas. These are commonly caused from injury or 

trauma of varying degrees. Some are more prone to bruising than others, 

including maturing skins due to the skin being finer. The bruise only 
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disappears when the blood is absorbed by tissues or the immune system 

clears it.  

 

Headaches/pain 

Headache and flue like symptoms are often reported with the administration 

of toxins. Mild pain is also reported in the injection site.

Certain medications affect the blood clotting process and can increase the 

risk of haemorrhage and bruising. Some of these include: 

● Aspirin  

● Clopidogrel  

● Warfarin  

● Non-vitamin K dependent oral anticoagulants such as o 

Dabigatran o Apixaban o Rivaroxaban  

● Heparin  

 The above medicines are usually prescribed in atrial fibrillation, 

thromboembolic disease, mechanical heart valves and clients with a high risk 

of or previous cardiovascular or cerebrovascular infarction. Medicines should 

not be stopped without prior advice or consultation with the clients GP.  

Other medications that increase the risk of bruising include: 

 Non-steroidal anti-inflammatory medications such as  Ibuprofen, Naproxen 

Diclofenac, Celecoxib  Meloxicam, Corticosteroids, Any prescribed medicine 

that may have side effects pertaining to bruising. 

 Over the counter herbal and vitamin supplements may also increase the 

likelihood of bruising and influence clotting time.
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 They include: 

● Fish oils  

● Omega-3 fatty acids  

● Garlic  

● High dose vitamin E 

● Gingko biloba  

● St. John’s Wort 

 

The above should be stopped at least two weeks prior to treatment.  

Aesthetics practitioner should also have a good knowledge and 

understanding of venous and arterial vessels of the face to avoid puncturing 

larger vessels. The skin should be inspected after removing the makeup to 

identify any superficial vessels which you will need to avoid. Good lighting 

is essential and other Aids such as a magnifying lamp or glasses and a vein 

finder may put you at a better advantage. The treatment room should also be 

cooler as this will reduce vasodilation.   Always ensure the client is 

positioned correctly as this can reduce unnecessary trauma. Keeping the 

non-injecting hand firmly on the area to keep the head braced in position to 

reduce movement.  

Fanning or threading techniques into the dermal or immediate subdermal 

plane with sharp needles are more likely to result in bruising than using 

single injection techniques. The depot or aliquot techniques with product 

places at the supra-periosteal levels are more likely to reduce the incidence 

of bruising.  
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 Using larger gauge needles will also increase the risk of bruising as they are 

more likely to damage blood vessels.  The smaller the gauge used will reduce 

bruising. 

 

Evidence has shown that using a fanning technique with a blunt ended 

cannula can also reduce the risk of bruising, however very thin cannulas can 

still cause trauma. As cannulas are longer than needles, they will need far less 

entry points and will minimise further risk. 

 

Treatments that are performed slowly with less volume will have a better 

outcome for reducing the risk further.  

 The Aesthetics practitioner may wish to cool the skin prior to treatment 

using a cooling device to reduce the risk by 60-88%.  

 

Always inform the client of the risk of bruising and that dependent on the 

area this may look like a black eye etc. Bruising usually resolves within 14 

days but may persist for longer. The client can apply cold packs within the 

first 48 hours followed by head to aid the healing process.   Applying 

compression after injecting will also reduce the risk of bruising as do cold 

compresses and the topical application of arnica, vitamin K or bromelain and 

this can all lead to a reduction in the development of a bruise. Bromelain 

which is an enzyme derived from pineapple can also be taken at a dose of 

200-400mg three times a day to speed up the healing process.  Clients should 

be advised to stay out the sun to limit the risk of persistent staining.Vigorous 
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exercise can also increase the risk of blood pressure and further aggravate the 

bruise that is developing. Clients should also avoid extreme heat.  

Haematoma  

Sometimes a haematoma may form rather than a bruise. This is a collection of 

blood under the skin or within the muscle and this may become trapped and 

result in a firm mass appearing. Blood within the haematoma is initially 

liquified and can be aspirated or drained and dealt with before it becomes 

solid. Haematomas always resolve on their own over several weeks as the 

body breaks it down through the normal processes. Haematomas are very 

rare after an aesthetic procedure. If they are very large of causing damage to 

surrounding tissue due to compression, then it may be removed surgically.  

What is a Splash incident? 

A splash incident is where blood or bodily fluids come into contact with the 

eyes, mouth, broken skin or any mucous membranes.  

 

Who is at risk? 

Any Aesthetics practitioner, client, staff member or visitor is at high risk of 

injury.  

 

What is the risk? 

Risk of blood-to-blood contact increases the risk of contracting blood borne 

virus such as HIV, Hepatitis B and Hepatitis C.  
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 Accidental exposure to blood or other bodily fluids from clients can lead to 

an infection if the client is infected with any of the aforementioned blood 

borne viruses.   Risk of transmission from an infected client can be as much as 

1 in 3 with Hepatitis B, 1 in 30 with Hepatitis C and 1 in 300 for HIV.  

Minimising risk 

Risk can be reduced by following some simple steps and being cautious 

whilst performing treatments on a client. Anyone working with needles, or at 

risk of coming into contact with blood should have a Hepatitis B vaccination. 

This can usually be provided by your GP or local travel centre. A course of 

injections is required for long-term immunity. There are no vaccines available 

for HIV and Hepatitis C.  We should have bloods done to see if we have anti 

bodies to Hep B. All practitioners should be vaccines its a government 

standard.  We need to protect ourselves.
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The Green Book 

The Green book provides the evidence and rationale behind the UK 

vaccination schedule. The green book is an online resource which is 

constantly updated to reflect the latest evidence guidance and 

recommendations. It can be accessed via the PHE immunisation pages.

Sourced https://www.rcn.org.uk/beat-the-flu/things-you-need-to-know

The Green Book has the latest information on vaccines and vaccination 

procedures, for vaccine preventable infectious diseases in the UK.

Sourced  https://www.gov.uk/government/collections/immunisation-

against-infectious-disease-the-green-book

Information can be sourced form here on immunity and how vaccines work

https://assets.publishing.service.gov.uk/government/uploads/system/

uploads/attachment_data/file/949797/Greenbook_chapter_1_Jan21.pdf
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Ptosis

Ptosis is caused by botulinum toxin being injected into an unwanted area 

leading to muscle weakness resulting in a droop. Ptosis can have an affect of 

the brow which can result in the lowering of the eyebrows.  This results in a 

drooping of the upper lid with the patient unable to fully open the eye, a 

poor cosmetic result and may interfere with normal vision.  Diffusion of toxin 

into the depressor labii inferioris muscle leads to asymmetry in the lower lip. 

Over treatment of this area leads to functional impairment with insufficient 

mouth closure, and difficulty in eating and speaking.  Ptosis may carry on 

with the injection of botulinum toxin, it can settle more quickly, and eye lid 

ptosis will often settle within 3-4 weeks and brow ptosis within 6 weeks. 
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A few simple rules to help prevent Ptosis  

1. When treating the frontalis muscle, always inject at mid forehead or 

above (at least 2cm above the brow in all clients and for older clients, 

ensure injections are at least 4cm above the brow).  

2. If you inject intradermal and not intramuscular when treating the 

forehead, a study has reported a lower incidence of ptosis with no 

reduction in results.  

3. Always inject the glabella at the same time as the forehead (never treat 

the frontalis muscle in alone), particularly in clients over 50 years of 

age (treating the brow depressors at the same time as the elevator 

muscle) and if the Aesthetics practitioner anticipates problems with the 

forehead, it is recommended to inject the glabella first and then 

reassess the forehead in 2 weeks. As with all botulinum toxin 

treatments, if in doubt, use conservative amounts and reassess the 

need for additional units at review, 14 days later.

4. Be cautious in any client who has had previous frontal facial surgery.  

 Discuss with your tutor the guidelines they follow:

*

*

*

*

*

*

*
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Eyelid ptosis  

1. When injecting you must always remain 1cm above the brow and not 

lateral to the mid-pupillary line when treating the glabella. 

2. When you are injecting the corrugator supercilli muscles, use finger 

pressure over the supraorbital rim with the non-injecting hand.  This 

will help reduce the risk of diffusion.  

3. When injecting the glabellar complex, the needle should be pointing 

superior and away from the orbit.  

4. If you are wanting to treat the eye during a crow’s feet treatment, 

botulinum toxin type A should never be injected medial to the mid-

pupillary line and must remain at least 1cm away from the the orbit 

area. You must not inject below the eye if there has been any previous 

eye surgery .

Discuss with your tutor the guidelines they follow:

*

*

*

*

*

*

*
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 Lip ptosis  

1. When treating the crow’s feet, ensure injections remain within the 

confines of the orbicularis oculi muscle. If treating to inferiorly, it is 

possible that the zygomaticus major muscle may be affected. This 

muscle appears from the anterior zygoma and this muscle is 

responsible for lifting the corner of the mouth up laterally. Ptosis in this 

area becomes more apparent when the client is asked to smile.  

2. Lip ptosis can also occur when treating smoker’s lines and over-

administration of botulinum toxin to the orbicularis oris muscle. You 

should only small doses in this area and it should only be performed 

by experienced injectors.  

Muscle Atrophy

Muscle atrophy is when a muscle appears smaller than normal.  This can be 

due to certain medical conditions, injury or illness also poor nutrition can 

also attribute to muscle atrophy.

Discuss with your tutor the guidelines they follow:

*

*

*

*

*

*

*
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Needle stick injury

As dealing with sharps will be common practice within the beauty and 

aesthetics industry, it will be important that you have an awareness to the 

consequences of incidents such as needle stick injury. Any form of blood-

borne disease can easily be transmitted via blood and bodily fluid. Therefore, 

it is imperative that care is being taken at all times to avoid any form of cross 

contamination. Best practice is to assume all fluids have the potential of being 

infected. Carriers are any form of object that can cut through the skin 

including needles, blades, scalpels, sharp tools, rollers, scissors or glass all of 

which can carry blood-borne diseases. When working with sharps, it is 

always possible to injure the client or yourself. In the event of this occurring 

you must:
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▪ Remove needles, device cartridges, blades or sharps into the sharps box

▪ Wash the wound thoroughly under cold water to clean the wound until 

bleeding has stopped

▪ Pat dry the wound

▪ Dress the wound 

▪ Take photographs

▪ Advise the injured party to see the GP

▪ Document the incident on the client record card

▪ The client should request PEP product from the GP if the wound is 

within the 72 hours. Such medications are prescribed to try and prevent 

transmission taking place.   

(Revision) Discuss the three methods you must provide for infection control 

processes
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(Revision)What is needle stick injury? 

Granuloma 

There are side effects that can take months, if not years to show up such as a 

foreign body granuloma which can occur 6-24 months after injection. A 

foreign body granuloma is a reaction that can occur when the body’s immune 

system essentially attacks the ‘foreign’ substance, in this case hyaluronic acid 

(Lemperle and Gauthier-Hazan, 2009). Most of these complications arise from 

the body’s reaction to the injection however there are certain complications 

that can emerge from poor injection techniques. 

Vasovagal response 

Why can the client feel faint during treatment?

It is actually perfectly natural for a client to feel faint.

It’s not an everyday occurrence or natural, to have needles stuck in your face. 

If this is your first dermal filler or botulinum toxin treatment, you are 

probably going to feel anxious, not knowing exactly what to expect. This is 

completely normal, and sometimes results in a more noticeable physical 

response. It is called Vasovagal response of a reflect syncope.

Don’t worry if you have one or it’s your first episode, you’re not alone, and 

they present no lasting harm to you.
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Why does it happen?

• Near fainting spells

• Can be triggered by the site of blood

• Or pain

• Stress 

• Scared

• Anxious 

• They focus to much on the needle

• The nervous system reacts 

• The heart rate slows down

• Blood vessels dilate

• Blood pressure drops

As a result of this not enough blood flows to the brain.

What are the signs that a client may present?

• Change in the skin complexation, i.e., pale

• Client feels lightheaded

• Feels sick

• cold and clammy

• feeling warm

• blurred or tunnel vision

• ringing in the ears
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Ask your client to inform you of any of the above signs.

Recover from an episode.

• Lay the client down

• Head below their heart 

• Legs raised

• Cold cloth behind the neck or forehead

• Glass of cold water

• Glass of juice or biscuit for a burst of sugar intake

Recovery is really quick, but make sure they don’t try to stand for around 20 

to 30 minutes. 

How can you prevent it?

• Make sure you put your client at ease

• Pre numb the area

• Hydration

• Make sure they have eaten

• Good night’s sleep

• Talk to your client throughout the treatment

• Praise them 

• Count down, talking them down

Stay calm and that will project onto your client.
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Necrosis

Necrosis is premature death of cells within living tissue, caused by toxins and 

trauma.
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Necrosis of the tissues (Pictures kindly from LA Skin Liverpool)

Necrosis is the death of the cells in the tissues or an organ.  Necrosis can  be 

due to injury, disease or an impaired blood supply.

Management of Necrosis 

Necrosis is the death of all or some of the cells in an organ or tissue due to 

disease, injury or a failed blood supply. A normal cell death is pre-

programmed and does not result in triggering the same response in 

surrounding cells. Necrosis is an accidental death than can arise from 

trauma, lack of oxygen supply, thermal or mechanical trauma. Once the cell 

undergoes necrosis they swell and burst in a process called cytolysis which 

releases their contents into the surrounding area. This results in the trigger of 
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inflammation that causes swelling, pain, redness and heat. Necrotic cells are 

subsequently phagocytosed and removed by the immune system.  

 

Necrosis can occur due to: 

1. Interruption of the vascular supply 

2. A vessel being compressed in the area 

3. A foreign object obstructing the vessel. 

4. Tissue damage from physical, chemical, laser or radiation.  

 The signs and symptoms of necrosis were discussed earlier along with the 

ways in which to reduce the risk.  

 

The treatment for necrosis is the same as for a vascular occlusion.  

 Necrosis images (Sourced kindly from LA Skin Liverpool)
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Follow up  

All clients that have presented with necrosis will need a follow up until the 

problem has completely resolved which may in some cases be on a day-to-

day basis. An emergency out of hours number to the Aesthetics practitioner 

should be available to allow the Aesthetics practitioner to deal with 

complications immediately

Dermal fillers comprising of hyaluronic acid are the most commonly used in 

the aesthetics market. A glycosaminoglycan which is a chief component of 

the extracellular matrix, it is largely responsible for maintaining the 

hydration in the dermis. Hyaluronic acid is a linear polysaccharide chain 

with alternating monosaccharides d-glucuronic acid and N-acetyl-d-

glucosamine.  

 Discuss with your tutor the guidelines they follow:

*

*

*

*

*

*

*

*

*

*
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 Apoptosis

 Normal cell death is a programmed and ordered event whereas, necrosis is 

the accidental death of a cell caused by insufficient supply of oxygen, 

thermal or mechanical trauma or irradiation. Cells that are affected swell 

and then burst (cytolysis), releasing their contents into the surrounding 

tissue. Necrosis results in a locally triggered inflammatory reaction that is 

characterised by swelling, pain, heat and redness. The necrotic cells are later  

phagocytosed and then removed by our immune system. 
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Asepsis Sterile Measures 

The skin contains bacteria and microorganisms from the environment. The 

skin has a protective mechanism to prevent colonisation and the survival of 

organisms on the surface lies in part in the ability of the organisms to resist 

these mechanisms. Although microbes normally work together with their 

hosts, occasionally colonisation can result in clinical infection. The direction 

and denseness of the flora is dependent on age and environmental factors 

such as sebum secretion, occlusion, temperature and humidity. 

Asepsis throughout the procedure of piercing the skin is advised to avoid 

infections. Advanced facial treatments penetrate the epidermis and this can 

become host to a clinical infection.
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Vascular Occlusion

The three types of vascular occlusion associated with cosmetic injection 

are:  

1. Intravascular embolism 

2. Extravascular compression 

3. Vascular Spasm 

 

When fillers are inadvertently injected into a blood vessel, the normal 

circulation can be impaired which may lead to reduced tissue perfusion and 

compromise of the tissue. Most dermal fillers used in cosmetic treatments 

consist of hyaluronic acid and although hyaluronic acid is well tolerated 

outside the vessel wall, it becomes highly inflammatory within blood 

vessels. This causes inflammation and spasm within the vessel and this 

restricts the blood flow and dispersal of filler into the vascular system.   

Many cases of vascular compromise will occur immediately with injection 

and then Aesthetics practitioner must be aware of the signs of this.  

 

There are also incidents of delayed onset of vascular occlusions and there 

are several proposed reasons for this: 

 

1. Dermal filler is hydrophilic (attracts water) due to high contents of 

hyaluronic acid fillers. When the filler attracts these extra water 

molecules this can lead to delayed swelling post-procedure and lead to 

an external compression of a blood vessel.  
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2. A vessel may become obstructed by an embolus in an area of skin that 

has a poor collateral circulation and immediate signs of occlusion may 

fail to present during the appointment. As less nutrition is delivered to 

the skin over the following hours post-treatment then signs of vascular 

compromiser may occur.  

3. An intra-arterial injection may not show up straight away if it does not 

fully occlude the vessel. Hours post procedure this will lead to platelet 

aggregation which will eventually lead to a full blockage.  

4. Intra-arterial injections can initially occur in larger vessels or at a 

bifurcation point where it will remain initially but eventually become 

dislodged leading to an occlusion in the terminal branch. 

Compressed Vessels

Pictures kindly sourced from LA Skin (Liverpool)
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Signs and symptoms of vascular occlusion 

Pain 

The client may experience severe pain at the time of injection. If local 

anaesthetic has been used either topically, administered with the product or 

as a nerve block then this symptom may be less reliable.   

If your client complains of sudden or an escalating pain hour post treatment, 

then the Aesthetics practitioner should be aware that this may be a vascular 

occlusion and a review of the client should be undertaken.  

 

Blanching

When the vascular supply in an area is affected by a vascular occlusion, the 

area will often look paler than surrounding tissue, white or dusky due to the 

reduction in blood supply to the tissue. This colour will remain after the 

needle or cannula has been removed. Blanching may initially be transient 

and local, however if this is not resolved then the pattern of the blanching 

becomes reticulated or irregular and following the same path as the blood 

supply that is restricted. Blanching may be masked initially if topical 

anaesthetics or adrenaline-based products have been used.  

 

Purple discolouration

Skin may become purple or blueish in colour several hours after the 

treatment and this is as a result of an accumulation of deoxygenated blood in 
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the affected tissues. The appearance of this may look like a bruise, however 

bruises will not blanch as they are caused by blood leaking into the skin.  

 

Coolness 

If the blood supply has been restricted to the area then the tissues are not 

being perfused, so temperature is reduced leading to a cooler feeling of the 

area. This is not an immediate effect.  

How to minimise risk   

1. Aesthetics practitioners should have a detailed knowledge and 

understanding of the anatomy in the area being treated. The 

distribution as well as the depth of vessels of the treatment area and 

any possible variations should be studied in depth.  

2. A vein finder can be a useful tool to find and locate the blood vessel 

network beneath the skin prior to treatment.  

3. Aspiration prior to injecting the filler to determine if the injection is 

intravascular. It should be noted that aspiration may not always be 

possible even if the needle is inside a vessel.  

4. A slow injection technique under a low pressure should be used to 

deliver the filler at an appropriate depth and tissue plane.  

5. Inject the smallest possible volume of filler to achieve the desired 

result. Try to avoid overfilling an area. If more product is required a 

repeat treatment can be undertaken 7-14 days later.  

6. Avoid injecting in areas of previous scarring as arteries can fix into 

place by deep tissue scarring making them easier to penetrate.  
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7. Bolus techniques should be avoided in areas at risk of vascular 

occlusions.  

8. Avoiding the use of adrenaline helps you to identify blanching 

produced by occlusion much sooner.  

9. Due to the fact many fillers contain anaesthetic it is harder to rely on 

the incident of pain to determine an occlusion.  

10. The tip of the nose should not be injected as it is highly vascular in a 

restricted tissue space.  

11. Caution should be observed when injecting into the glabella region. 

Injections should be superficial (intradermal) and medially.  

12. The use of blunt ended cannulas of 25G are less likely to penetrate 

vessels and lead to an inadvertent intravascular injection. The risk of 

penetrating a vessel wall with a cannula is more likely depending on 

the force used and the age of the client.  

13. Clients that have undergone surgical procedures such as rhinoplasty as 

the anatomy and vasculature may be altered.  

14. Always pay attention to your client when injecting to look for warning 

signs and listen to the clients feedback.  

15. Higher density fillers have a higher risk of vascular occlusion as there 

is a greater extrinsic pressure on the blood vessels.  

16. Only reversible fillers should be considered as this will make it easier 

to dissolve filler if anything goes wrong.  
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Treatment of vascular occlusion 

1. Immediately stop treatment  

As soon as you suspect a vascular compromise from any of the 

aforementioned signs then the first step is to discontinue injecting further 

filler into the area and try to aspirate any product before withdrawing the 

needle or cannula.  

 Inform the client of the issue. If you are not confident in dealing with a 

complication, then you should seek the oversight of someone more senior or 

has the ability to oversee the complication.  

 Vascular occlusion will need a prompt management as the risk of any tissue 

being damage and the skin showing signs of necrosis increases over time.  

 

 2.  Access capillary refill time (CRT) 

Capillary refill time should be assessed on the affect as well as unaffected 

areas. Capillary refill time is the time needed by a distal body, such as a 

fingertip, to regain the original colour after it has been compressed. A normal 

capillary refill time is around 2-3 seconds in clients under the age of 65 and 4 

seconds for clients 65 years and over.   

 Capillary refill times that are longer than 3 second may be indicative of a 

vascular compromise. A fast capillary refill time on a background of a bluish 

skin colour may indicate venous insufficiency.  

 It is good practice to test the clients capillary refill time prior to treating the 

client and recording this on their consultation form.  
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To check the capillary refill time, apply moderate pressure to the area for 5 

seconds and then release. The time taken for the skin to return to its normal 

colour should be observed. If the capillary refill is slow but not less than 3 

seconds an initial attempt using conservative measures such as massaging the 

area, tapping or applying heat. 

You must 

• Firmly massage the area using firm and prolonged strokes to encourage 

blood flow and try to remove any obstructions caused by the filler. Massage 

should be done for several minutes.  

• Heat will encourage vasodilation and can increase blood flow to the area.  

• Tapping over the area may also dislodge an intra-arterial embolus either at 

the injection site or further up the vessel.  

 

If capillary refill time is still not improving using conservative measures or 

the capillary refill time is longer than 3 seconds, then a high dose of 

Hyaluronidase should be injected.  

How to use Hyaluronidase  

Hyaluronidases are enzymes (endoglycosidases) that can depolymerise 

hyaluronic acid which leads to its degradation by hydrolysing the 

disaccharides at hexosaminidase beta (1-4) linkages.  This product is only 

licensed for the UK market.There is no long-term data for this product yet, 

but it is likely to have a lower incidence of allergic reactions.  

 Hyaluronidase will have an immediate effect and has a half-life of 2 minutes 

with duration of action typically taking 24-48 hours. This may be due to only 

a few units of Hyaluronidase being required to have a clinically significant 
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effect so even when most of it is degraded, it continues to act. Additionally, 

the initial action of Hyaluronidase may break cross-links in the hyaluronic 

acid dermal filler so that it behaves like native hyaluronic acid in the skin 

which has a half-life of 24 hours.  

 

Off-label use of Hyaluronidase  

Hyaluronidase is not been licensed for the use of correcting problems with 

dermal filler injections.  Also off-label promotion is not allowed by Article 87 

of Directive 2001/83/EC, its use is allowed provided the clients best interest 

and autonomy are respected and forms part of the informed consent 

(MHRA, 2009).  

 

Use Hyaluronidase  

Injecting hyaluronic acid fillers with Hyaluronidase can relieve the problem 

before complications occur. Test patching is not required in a time critical 

event when used for a vascular occlusion due to the risk of tissue damage is 

far greater than the risk of anaphylaxis. (Always check insurance) 

Mixing of Hyaluronidase - see manufacturers instructions
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Indications for the use of Hyaluronidase 

Vascular Occlusion  

Necrosis following dermal filler treatment has been estimated at 0.001% (1 in 

100,000 cases). Vascular compromise due to hyaluronic acid filler injection 

should be treated immediately as soon as it is diagnosed. When checking the 

skin normal skin should react and be non-discoloured.  It should be warm 

with a capillary refill time of 1-2 seconds whereas arterial compromise will 

have a slow capillary refill time and dusky or blue-grey-black appearance 

and venous inadequacy will have a fast capillary time and bluish 

discolouration. Signs of impending necrosis also includes pain and coolness 

of the skin. Hyaluronidase should be administered as soon as this 

complication occurs usually within 4 hours of treatment. Evidence supports 

that tissue necrosis is prevented or is less severe the sooner the 

Hyaluronidase is injected and if treatment is administered within a 48-hour 

window.  

 

Blindness  

Blindness caused by periocular embolism of hyaluronic acid is instant and 

associated with excruciating ocular pain and the retinal circulation must be 

restored within 60-90 minutes if the retina is to be saved. Blindness is a 

medical emergency, and the client should be transferred urgently to the 

nearest hospital eye department. Treatment of blindness is rarely successful. 
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Tyndall Effect  

The Tyndall effect refers to the scattering of light that may be seen in some 

clients after injection of hyaluronic acid that results in a bluish hue of the 

skin and can most commonly be seen in the sub ocular region. The problem 

can be resolved using Hyaluronidase. Misplacement of hyaluronic acid filler 

can be treated successfully with Hyaluronidase. 

 

Delayed Onset Nodules  

Lumps of nodules can appear several months post procedure and may 

respond well to Hyaluronidase. If the nodule is inflammatory it is far more 

beneficial to have antibiotics prescribed as Hyaluronidase only works to 

diffuse fluids intradermally.  

 

Allergic Reaction to the Hyaluronic Acid Dermal Filler   

If a client shows signs of an allergic reaction towards a filler and this is not 

resolved by a course of antihistamines or corticosteroids, then removal with 

Hyaluronidase is the appropriate course of action. If the reaction is moderate 

to severe then your prescriber may recommend a course of oral 

corticosteroids which should be taken when using Hyaluronidase as the 

treatment may lead to a worsening of symptoms as more antigens are 

exposed to the client as the hyaluronic acid is broken down.  Refer to GP
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Storage and reconstitution  

Hyaluronidase should be stored at cool temperatures of 2-8 C as this will 

guarantee the quality of the product. If the product is stored at room 

temperature the stability is only guaranteed for 12 months. Once the 

ampoule is opened then the product must be used immediately, and any 

unused product discarded.   Hyaluronidase can be reconstituted with either 

saline or water for injection. Saline is less painful on injection and is 

therefore the most recommended for this reason. Although unlicensed for 

this purpose, bacteriostatic saline is also preferred as it has additional 

anaesthetic properties.  The volume of diluent used depends on the 

indication and surface area which will be treated and a range of 1-10mls has 

been evidenced in clinical practice. Larger volumes of dilution are usually 

recommended when smaller amounts of Hyaluronidase are required to 

allow more precise dosing.  

 Smaller volumes should be used in the case of vascular occlusion or when 

large volumes of dissolution are required to allow a higher concentration of 

Hyaluronidase in a smaller area. Once the volume of diluent has been chosen, 

add 1ml of diluent to the opened ampoule of Hyaluronidase ensure the 

powder is fully dissolved (draw up and expel the syringe a few times to 

ensure good thorough mixing). Aspirate the 1ml of saline with the 

reconstituted Hyaluronidase adding this to the remaining diluent. Agitate the 

solution to ensure the Hyaluronidase is mixed throughout the whole volume. 

The reconstituted solution can now be drawn up in a syringe and injected 

where required. Hyaluronidase can degrade the body’s own natural 

hyaluronic acid in preference to foreign hyaluronic acid filler that has been 
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injected and especially filler that is cross-linked to prevent its natural 

breakdown. The dosage required is depended on several factors that relate to 

the filler for example whether it is particulate or non-particulate the amount 

of cross-linking and the concentration of the hyaluronic acid. Different fillers 

have different physical properties that influence their degradation by 

Hyaluronidase in a time and dose dependent manner. A high concentration of 

hyaluronic acid, larger particle size and increased cross-linking increases the 

durability of the filler. 

 

Patch testing  

A test patch should be performed prior to administering Hyaluronidase 

except when the indication is for vascular compromise and a delay could 

result in further harm to the client. An intradermal injection of 4-8 Units of 

Hyaluronidase in the forearm has been advocated and observing the results 

after 30 minutes. However, it is recommended that a higher test dose of 20 

Units of Hyaluronidase is used as a positive reaction at lower doses may not 

be recognised.  A positive reaction is observed by itching and a weal which is 

observed at the injection site, there is also minor inflammation and erythema 

can also occur the injection area.

 

Administration  

 

Prior to injection, inspect the area, palpate and mark out if needed. The skin 

will be cleansed and disinfected the procedure should be carried out using 

an aseptic technique. You should use either a  27G or 30G needle with an 
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appropriate length to treat the depth of the area. You should be accurate 

when administering the product and only  to the affected area. The depth 

may be a little difficult to assess on palpation so injections should cover the 

upper and lower borders of the product that has been injected.  If you are 

treating nodules, and product that has been injected into the superficial 

dermis should be injected directly.  All injections should be placed into and 

below the filler. For vascular compromise, serial punctures should be used to 

inject Hyaluronidase along the course of the vessel and covering all of the 

affected area. The needle should always stay perpendicular to the skin and 

you may need several injections to the area.  During and after treatment the 

product should be massaged vigorously  to help with the results.  You 

should not do this procedure if you have done botulinum toxin in the area in 

the last 48 hours.  If there is a vascular occlusion you should do it as the risks 

outweigh the benefits in this instance.

 

Hyaluronidase 

 

This is an enzyme which is used for off label.  The Uk version is made up of 

sheep ovine. It is normally stored in the fridge at around 2-8 degrees and any 

discarded 
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Hyaluronidase 

• Intra dermal patch testing 

• Only required if routine dissolving not emergency • 4 to 8 units 

• You don’t need to patch test if an emergency, check with insurance.

Reconstitution and administration 

Reconstitution of hyalase would use around 1 to 10 mls of bacteriostatic a 

27G to 30G is recommended

Mix 1500 iu of Hyalase - 15ml of bacteriostatic = 1ml
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Elective Reversal

Discuss

*

*

*

*

*

Emergency Reversal (Patch Test not needed) Alway make sure you have 

anaphylaxis / First Aid training and you have your epi pen available)

Discuss

*

*

*

*

*
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Aspirin  

Aspirin can limit platelet aggregation and clot formation as well as further 

vascular compromise. A dose of 300mg should be given immediately, 

followed by 75mg a day until the vascular occlusion has been resolved and 

there are no further contra-indications.  

 

Antibiotics  

If necrosis occurs, then there is an increased risk of a secondary infection. 

Topical or oral antibiotics may be required in order to promote healing and 

prevent any further complications.  

Anti-herpetic medication might also be advised if necrosis occurs in a 

susceptible client in a perioral area.  (Check insurance)

 

If the vascular occlusion has been treated with no signs of skin damage, then 

antibiotics should not be given.  

 

Superficial Debridement  

If necrosis occurs, then referral should be made to a plastic surgeon for 

removal of the dead tissue to allow for wound healing.  

Wound Care Management  

Apply appropriate wound dressings to encourage healing.  
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Managing Pain  

Necrosis can cause severe pain. Some over the counter medication may be 

enough for some clients, however some may require an opioid analgesia.  

Refer  

It may be responsible practice to refer clients to other more experienced 

Aesthetics practitioners who have more experience in the management of 

vascular occlusions.  

Inform your insurer 

A vascular occlusion can be a distressing event for the client and the 

Aesthetics practitioner. Regardless of how well the complication was 

managed a claim may still ensue.  

 

Assessment and delivery Delivery 

This unit will be delivered via lectures and E-learning through a Learning 

Management System (LMS) with online support features and plagiarism 

detection software. It is based upon Health Education England (HEE) 

guidance relevant to the delivery of non-surgical cosmetic interventions: 

HEE: Qualification requirements for the delivery of cosmetic procedures 

(November 2015). 

138



Assessment 

The assessment of outcomes 1.3, 2.1, 2.3. 3.1 will be assessed by short answer 

questions ((Revision)s). The assessment of outcomes 1.1, 1.2. 2.2 and 3.2 will 

be assessed by an assignment. 

The (Revision)s and assignment will be internally set, internally marked, 

internally verified and externally quality assured by Qualifi. Each (Revision) 

and assignment will identify a specified word count and will be marked 

against a mark scheme. 

Learners will be required to achieve a minimum of 65% of the available 

(Revision) and assignment marks to pass. 

If learners fail to achieve 65%, they will be allowed a maximum of three 

attempts to meet these requirements. 

139



Suggested Resources 

Health & Safety Executive 

http://www.hse.gov.uk/event-safety/incidents-and-emergencies.htm 

Anaphylaxis UK 

https://www.anaphylaxis.org.uk/wp-content/uploads/2018/11/Managing-

Allergens-in-the-Workplace-A- guide-for-Employers-and-Employees.pdf 

NICE guidance on managing adverse drug reactions 

https://cks.nice.org.uk/adverse-drug-reactions#!scenario 

MHRA reporting system 

https://yellowcard.mhra.gov.uk/the-yellow-card-scheme/ 

Sourcing 

This publication has been written using some images and references from 

various websites with credits to: 

https://unsplash.com/s/photos/camera

https://www.shutterstock.com/image-photo/close-microneedle-rf-lifting-

procedure-hardware-1523467844

https://www.istockphoto.com/gb

https://www.questcover.com/news/manufacturer-s-instructions-health-

and-safety-at-work/ 
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vtCh2Zxg72EAAYASAAEgL_DvD_BwE (Accessed 21st May)

NICE (2005) Treating obsessive- compulsive disorder (OCD) and body 

dysmorphic disorder (BDD) in adults, children and young people. Available 

from: https://www.nice.org.uk/guidance/cg31/resources/treating-

obsessivecompulsive-disorder-ocd-and-body-dysmorphic-disorder-bdd-in-

adults-children-and-young-people-pdf-194882077 (Accessed 21st May 2020). 

MIND (2018) About Body Dysmorphic Disorder (BDD) Available from: 

https://www.mind.org.uk/information-support/types-of-mental-health-

problems/body-dysmorphic-disorder-bdd/about-bdd/ (Accessed 21st May)
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(6) https://jcadonline.com/kirby-xiao-intraoral-injection/

Journals for more reading

https://journals.lww.com/jdnaonline/Abstract/2013/09000/

Complications_of_Dermal_Fillers.8.aspx

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5840246/

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4728901/

https://academic.oup.com/asj/article/31/1/110/273423

Powerpoint Presentation coming on practical complications

Added 6/4/21

Complications and Covid

One year ago we had a lock down due to covid.  Due to this there has been reported 

reactions with dermal fillers and botulinum toxin.   Acute and delayed reactions, oedema 

and sensitivity on the skin.  It's a rare reaction and not systemic.  What we should say to 

our clients?  We would not give a client dermal fillers if they were suffering from covid.  

Inflammatory reactions can occur even if you haven’t had covid.  “The idea of a vaccine is 

to trigger an immune response by ramping up the immune system to provide protection 
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from the virus. The immune response puts your body on high alert for any foreign 

material that and in rare cases may include dermal fillers. Very rarely, this can cause mild 

or transient swelling to parts of the body or transient puffiness or swelling to the dermal 

filler. These side effects are hardly unprecedented either. Delayed dermal events with 

both hyaluronic acid and non-hyaluronic acid fillers have been documented extensively 

throughout literature, even prior to the COVID vaccine. This temporary swelling can 

happen very rarely with anybody who has had dermal filler treatment and can be due to 

infections or anything that triggers the immune system, like a vaccination. When this 

occurs, it is known as a delayed hypersensitivity reaction, and can be easily treated. 

“Currently the COVID-19 vaccine is under the spotlight and is being rolled out at such a large 

pace, so there may be more of these mild side-effects due to the sheer volume of vaccinations 

taking place. However, the incidence of this happening is extremely low. These reactions are 

usually self-limiting, and nothing to be concerned about. However, if you are worried, please do 

contact us and we are more than happy to schedule a call and discuss your concerns. We 

recommend that you do not have dermal filler and Profhilo treatment 2 weeks before and 4 weeks 

after your vaccine. The current vaccines come in 2 doses and is currently being separated by 12 

weeks in the UK. “ (Sourced from https://www.healthandaesthetics.co.uk/why-you-should-still-

get-the-covid-19-vaccine-even-if-you-have-or-plan-to-get-dermal-fillers/)
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