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We report a very rare case of unilateral blepharoptosis and swelling as an unusual com-
plication of a filler injection. The patient received a filler injection into the forehead 4
years previously by an unlicensed practitioner. In the operation, an encapsulated yel-
lowish cyst with inflammation was found to be adhered to the orbital septum and was
excised. To prevent additional inferior migration of the remaining foreign body in the
forehead, the retro-orbicularis fascia and preaponeurotic fat pad area were sutured,
with the exception of the levator aponeurosis. This cyst-like mass was histopathologi-
cally proven to be a multiple pseudocyst. After excision, the swelling disappeared and
the ptotic eyelid also improved. The galea is connected with the posterior orbicularis
fascia. The galea and posterior orbicularis fascia layer can function as a pathway through
which the injected material can migrate from the forehead to the upper eyelid. Weak-
ening of the orbicularis retaining ligament and leakage of the foreign body through the
supraorbital foramen may also cause filler migration. This case underscores the need
for clinicians to be aware of the potential migration of filler even many years after an
injection. We advise that filler injections should be performed by trained physicians and
that it should be made known that migration is possible.
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INTRODUCTION

In the past few decades, facial fillers have been recognized as ideal
for use as injectable therapeutic tools for soft tissue augmentation
and rejuvenation. With recognition of its value, filler injection has
become one of the most commonly performed cosmetic proce-
dures. Clinically used dermal fillers are composed of silicone parti-

Received: Apr 5,2017 Revised: Apr 26,2017 Accepted: Apr 27,2017
Correspondence: Eun Soo Park Department of Plastic and Reconstructive
Surgery, Soonchunhyang Bucheon Hospital, Soonchunhyang University
College of Medicine, 170 Jomaru-ro, Wonmi-gu, Bucheon 14584, Korea.
E-mail: peunsoo@schmc.ac.kr

Copyright © 2017 The Korean Society for Aesthetic Plastic Surgery.

This is an Open Access article distributed under the terms of the Creative Commons At-
tribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0/)

which permits unrestricted non-commercial use, distribution, and reproduction in any
medium, provided the original work is properly cited. = www.e-aaps.org

Keywords Blepharoptosis, Dermal filler, Eyelids

cles, autologous fat, bovine collagen, paraffin, and polytetrafluoro-
ethylene [1]. Fillers should have the properties of biocompatibility,
safety, and stability at the implant site and the ability to maintain
their volume, remain pliable, and induce minimal foreign body re-
actions, without causing foreign body granuloma [2]. However,
fillers are not autologous tissue; instead, they are essentially foreign
bodies that can cause an unwanted inflammatory response in indi-
viduals. Additionally, fillers are injected in a blind procedure in
which the practitioner is unable to note exactly where the material
is being directed. Due to these problems, fillers can cause potential
complications. In East Asian countries, the illegal injection of vari-
ous substances by unlicensed practitioners has been extensively
carried out on various parts of the body, including the face [3]. This
dramatically increases the risk of complications. We herein report
a very rare case of filler migration to the eyelid, causing unilateral
blepharoptosis and swelling.
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CASE

Patient

A 65-year-old male complained of swelling and blepharoptosis of
his right upper eyelid. His right upper eyelid was swollen overall
and ptotic. Severe blepharoptosis (marginal reflex distance, 1 mm)
of the right upper lid was observed (Fig. 1). The cystic mass did
not affect visual acuity or limit ocular motility. The patient had no
medical comorbidities and no history of trauma in the periorbital

f.

Fig. 1. A 65-year-old male presenting with swelling and blepharop-
tosis on the right upper eyelid that developed after an illegal filler
injection to the forehead.

RTEYELID

Fig. 2. On ultrasonography, there was an area of high attenuation
with posterior shadowing, which was the result of chronic inflam-
mation in the upper eyelid.
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region. After further questioning, the patient stated that he received
an illegal filler injection in the glabellar area 4 years previously by
an unlicensed practitioner. After the filler injection, the patient suf-
fered from spontaneous painful swelling and blepharoptosis, even
after undergoing foreign body removal at a local clinic several mon-
ths previously. After surgery, his symptoms did not improve, and
he was referred to our outpatient department. On ultrasonography,
there was an area of hyperechoic attenuation with posterior shad-
owing on the superficial layer of the upper eyelid (Fig. 2). This was
presumed to be an area of chronic inflammation due to the filler
injection. Thus, we planned a surgical excision to reduce the vol-
ume of the swollen eyelid and to obtain a biopsy through a skin in-
cision in the upper eyelid crease.

In the intraoperative field, we designed an incision line above
the right upper eyelid crease where swelling was observed. After
the incision was made, a foreign body accumulation in the presep-
tal fat was identified, and it was adhered to the orbital septum. By
checking the movement of the levator through spontaneous eye
opening, the foreign body mass was confirmed to be adhered to
the orbital septum; moreover, it protruded forward, which inter-
fered with the movement of the levator aponeurosis. A yellow and
rubbery cyst with inflammation was observed on the orbital sep-
tum and excised (Fig. 3). The mass was fixed with thick adhesions
to the surrounding structures and fibrotic tissue. Because the pa-
tient had unilateral mechanical blepharoptosis due to the foreign
body, the foreign body was removed along with the preseptal fat
pad and anterior sheath of orbital septum, and manipulation of the
levator aponeurosis was not performed. To prevent additional infe-
rior migration of the remaining foreign body in the forehead, the
retro-orbicularis fascia and preaponeurotic fat pad area were su-
tured, with the exception of the levator aponeurosis, using polydiox-
anone No. 6-0. The operation was finished after tarsal plate fixation

Fig. 3. The intraoperative findings included a protruding cystic mass
on the orbital septum, shown with a blue arrow.
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Fig. 4. The pathologic specimen was considered to be an empty pseu-
docyst and was thought to be removed filler; and a tissue that was
presumed to be preaponeurotic fat was observed (hematoxylin and
eosin stain [H & E], original magnification x40 magnification).

Fig. 5. Five months after surgery, there was no swelling or blepha-
roptosis.

was performed at 3 points (medial, central, and lateral, based on
the mid-pupil line).

Results

Until 1 week after the operation, bruising and swelling were sus-
tained. No problems were noted in terms of wound disruption and
decreased visual acuity at the suture site. However, 5 months later,
the swelling and the ptotic eyelid disappeared (Fig. 4). The margin-
al reflex distance improved objectively to more than 2 mm. No
palpable mass remained. He did not complain of other complica-
tions of blepharoplasty; such as Hering ptosis, edema, or postinfla-
mmatory hyperpigmentation. Although the patient experienced
slight discomfort due to a mild scar formation reaction, he was very
pleased with the results.

This mass was histopathologically proven to be several pseudo-
cysts without inner epithelium, and is thought to have been the re-
sult of an inflammatory reaction. Based on the microscopic exami-
nation of a stained sample, the pseudocyst was thought to be a trace
of the filler. Adipose cells were mostly seen around the pseudocyst

Fig. 6. The galea (red arrow) and the posterior orbicularis fascia
(blue arrow), which may be potential pathways of filler migration.
The roughly marked parts are preseptal fat and preaponeurotic fat
at the base of the orbital septum.

and were presumed to be preaponeurotic fat (Fig. 5).

DISCUSSION

After the postoperative review, the blepharoptosis of the patient
was judged to have been caused by foreign body mass adherence to
the orbital septum and anterior protrusion. The foreign body accu-
mulation with the pseudocyst of the right upper eyelid was thought
to be due to migration of the unidentified filler injected into the
forehead 4 years previously. We searched the literature for informa-
tion on the mechanism of filler migration. Regarding the injection
technique, injection of the filler with a high-volume injection or
pressure may cause the filler to move over layers susceptible to
overflow or weak resistance [4]. Filler migration can also be caused
by gravity or dislodging of the old filler due to an additional filler
injection [4]. Massage to make the filler have an even distribution,
or the natural movement of the muscles such as the frontalis may
also be causes. Massage was carried out in the patient described in
this report for a considerable period (more than 1 week) to address
the compensatory movement in the frontalis muscle caused by
swelling and blepharoptosis.

Granuloma formation after facial filler injection occurs in 0.1%
to 0.01% of cases, and it is most commonly caused by oily substanc-
es such as silicone or paraffin [5]. The galea, which is at the same
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layer as the superficial muscular aponeurotic system, leads to the
posterior orbicularis fascia of the eyelid. Eun et al. [5] explained
that this layer can act as a migration pathway. The galea is divided
into superficial and deep layers based on the frontalis. The superfi-
cial layer passes through the anterior sheath of the frontalis and or-
bicularis oculi muscle (OOM) and proceeds to the upper eyelid.
The deep layer passes through the posterior sheath of the OOM
and into the preseptal fat of the eyebrow [6]. This deep layer goes
down to the posterior orbicularis fascia (Fig. 6). The injected filler
or fat can migrate to the preseptal fat area along this deep layer. If
an orbital septum is injured by upper blepharoplasty, the filler or
fat may migrate to the preaponeurotic area. Therefore, it is recom-
mended to avoid contact with the deep layer by injecting into the
subcutaneous layer or the deeper dermis layer during injection
[5,6]. In this patient’s case, an encapsulated mass was observed in
the preseptal fat area above the orbital septum (Fig. 3).

In addition to filler, injected autologous fat has also been report-
ed to migrate from the forehead to an eyelid in the same way, caus-
ing lipogranuloma in several cases [1,7-9]. This has mainly been
observed in the preseptal area or the preaponeurotic fat area, rarely
in the same layer as the postseptal area. The symptoms ranged from
2 to 8 months, and surgical excision or oral steroid therapy was
performed [1,7]. In these cases, fat was injected accidentally into
the upper eyelid due to a multiple tunneling process using a blunt
cannula before fat injection, and fat inoculation could be observed
in the preseptal or preaponeurotic fat areas [7]. In another report,
ocular swelling after a forehead fat graft was considered to be a
possible cause of an oily filler leakage through the supraorbital fo-
ramen and weakening of the orbicularis retaining ligament (ORL)
[8]. The supraorbital foramen is a structure near the supraorbital
rim, and fat may leak into the periocular area when the structure
near the foramen is weakened or widened. There is a vertical
course between the superficial forehead compartment and the su-
praorbital rim, with the supraorbital and supratrochlear neurovas-
culature limiting dispersal between the forehead and supraorbital
rim [9]. If this neurovascular structure is damaged, migration is
possible.

The ORL is a circular structure attached to the superior orbital
rim 2 to 3 mm above the periosteum that attaches the OOM to the
orbital rim [8]. The ORL fixes the OOM to the orbital rim and pro-
tects the ocular globe. Usually it acts as a barrier to prevent the spread
of infection, but injury of the ligament during surgery, including
filler injection, or iatrogenic swelling can weaken this structure and
allow free an oily filler to leak into the orbit [10].

To prevent this complication, an appropriate filler must be in-
jected into the appropriate layer. Patients’ desires, requirements for
reversibility, tolerance of downtime, age, and skin thickness affect
the selection of the filler that is most suitable for each patient. For
filler injections, it is preferable is to find the method that best suits
the problem at hand. A combination of abundant diagnostic tech-
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niques and an in-depth understanding of the characteristics of the
available filler materials will lead to successful treatment results
[11]. Any kind of filler can undergo migration. However, compli-
cations can be minimized if the injection is made using appropriate
filler products and appropriate layers. For medium-depth fine lines
and creases such as the forehead and eyebrows, hyaluronic acid
filler products can achieve excellent results. Hyaluronic acid is less
migratory after injection and is reversible using an antidote. The
filler is placed just beneath the dermis or subcutaneous tissue to
provide long-lasting and predictable results [11,12]. In case the fill-
er may be inadvertently injected deeper than the subcutaneous lay-
er, the author recommends using highly diluted filler [12]. We should
note the reports of fatal embolic phenomena after the filler was in-
jected into the superficial temporal artery, the supraorbital artery,
and the supratrochlear artery [12].

In conclusion, the tissue layer created by the galea and posterior
orbicularis fascia can act as a migration pathway. Additionally, dam-
age to protective membranes such as the ORL or leakage to the su-
praorbital foramen may be migration pathways. Migration may
also occur when the filler is injected deeper than the deep dermis
or subcutaneous layer. In addition, migration of the filler is possible
due to the continuous movement of the frontalis, or as a result of
the gravity that it experiences. To prevent this complication, a li-
censed physician must be trained to inject the filler at the proper
target layer.

PATIENT CONSENT

Patients provided written consent for the use of their images.
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