
Perioral Rejuvenation



➢The perioral region comprises the lower 

one third of the face, which consists of the 

upper and lower lips, the nasolabial folds, 

and the chin. 

➢Aging is a biological reality with many 

contributing intrinsic and extrinsic factors. 

➢Oxidative stress and molecular damage 

contribute to both chronological (intrinsic) 

aging and aging as a consequence of 

environmental factors (extrinsic).



➢The perioral region ages with time 

because of volume loss and bone loss in the 

maxilla (the bone supports the soft tissue of 

the upper and lower lips) and also because of 

gravity pulling skin and subcutaneous 

tissues down. 



1.Thin lips 

2.Perioral fine lines

3.Marionette lines 

4.Philtrum longer and ill defined

5.Flattening of the cupid bow

6.Deepening of the naso-genian grooves

7.Lowered corner of the mouth 

Perioral Aging: Clinical Features

➢The smile gets narrower 

vertically and wider transversely.



Clinical Evaluation





➢A 67-year-old woman with thin lips and 

perioral fine lines (Fitzpatrick III) and 

elongation of the philtrum. Lip fullness scale 

(LFS) 0 (upper lip) and 1 (lower lip); 

marionette lines grading scale 1.

➢A 42-year-old woman with thin lips and flat 

philtrum. Lip fullness scale 0 (upper lip) and 1 

(lower lip); marionette lines grading scale 0.

➢A 59-year-old woman with perioral fine lines 

(Fitzpatrick II) and flat philtrum. Lip fullness 

scale 2 and marionette lines grading scale 2.



Perioral Aging: Restoration of 

Attractiveness 

Filler

BTX

Laser

Surgery



Filler and perioral rejuvenation

➢Dermal fillers. For perioral rejuvenation the 

Authors never suggest permanent or semi-

permanent fillers. 

➢Resorbable fillers (HA or Collagen ) are a great 

choice for filling. 

Filler to the Nasolabial Folds and Marionette Area



➢Understanding the patient’s goals and the 

anatomy of the area involved are critical to 

obtain consistently good outcomes. 

Lip rejuvenation



Group 1 -patients with good lip shape that want lip 

enhancement through augmentation.

Group 2 -patients that have atrophic lips requiring 

augmentation.

Group 3 -patients that have loss of lip definition

and/or perioral rhytids.

Lip rejuvenation: Clinical Evaluation



➢Injecting into the body of the lip 

will tend to produce volume, while 

injections into the rolled border 

will tend to produce definition. 



Post-operative care

➢Patients are warned to avoid nonsteroidal 

antiinflammatory medications, aspirin, vitamin C 

(excess bruising from filler injections).

➢It is recommended that patients sleep with the treated 

area elevated for 1 to 2 nights after injections. 

➢Ice water bags applied to treated areas for 5 to 10 

minutes per hour will reduce swelling/edema and trauma.



➢Dermal fillers are often applied for the wrong 

reasons and provide a ‘done appearance’ such as a 

trout pout or a joker face. 

➢Too much filler in the lips without attention to 

surrounding area can also give an unbalanced 

look. 



Adverse Events



Early side effects

➢Pain,  Edema,

➢Erythema, Bruising,

➢Hematoma,

➢Asymmetry,

➢Lumps and bumps.

Late complications

➢Allergic reaction,

➢Filler migration,

➢Infection,

➢Nodule/Granuloma. 

Bruising Infection Allergic reaction



Granuloma-Nodule

➢Nodule development is a complication 

following the use of fillers for soft tissue 

augmentation and is commonly categorized 

as inflammatory (granuloma) or non-

inflammatory (nodule). 



➢Inflammatory nodules may appear 

anywhere from days to years after treatment 

and may be secondary to infection or biofilm 

formation. 

➢Non-inflammatory nodules are typically 

seen immediately following implantation and 

are usually secondary to improper 

placement of the filler. 



➢Granuloma
✓Tissue reaction mediated by 
monocytes. 
✓Clinically, it appears as a 
homogeneous area of hard 
consistency. The diagnosis is 
clinical. 
✓A process of encapsulation 
occurs that prevents the 
absorption of injected material 
into the surrounding tissues, 
resulting in the development of a 
sterile abscess (cystic 
granulomas).

➢Nodule
✓Tissue reaction mediated by 
fibroblasts, secondary to 
product accumulation or 
hematoma organized.
✓Clinically it looks like lesion 
hard in the context of the 
system. Differential diagnoses is 
clinical.

Ultrasonography - (20-MHz probe)

➢Hyaluronic acid injection specimen showing 

clumps of basophilic hyaluronan, giant cells and 

huge masses of eosinophils.



1. When the granulomas undergo delayed 

inflammation, treatment with oral antibiotics 

(minocycline →100 mg twice per day, 

quinolone and third-generation macrolide → 

clarithromycin →500 mg twice per day) and 

cyclooxygenase-2 inhibitors may help to 

minimize the swelling.

Granuloma management

Treatment duration depends on the 

severity of the infection. 



2. Hyaluronidases (HYAL1, HYAL2, 

HYAL3, HYAL4 and HYAL5 → HYAL1 and 

HYAL2 are the major hyaluronidases in 

most tissues) are a family of enzymes that 

catalyse the degradation of hyaluronic acid 

(HA) and promote the diffusion of antibiotics 

in the target site (20 to 60 units).

Pay attention please !!!



➢Hyaluronidases are incompatible with benzodiazepines, 

histamine, phenytoin, dopamine, adrenaline (activator 

agents). 

➢Several drugs inhibit hyaluronidases activity: ascorbic 

acid, anti inflammatory agents (e.g. salicylates, 

dexamethasone, indomethacin), heparin, antihistamines, 

several plant-based drugs (e.g. antioxidants, flavonoids), 

dicumarene (patients under treatment with any of these 

drugs should be considered for a higher dosages of 

hyaluronidases). 

➢The main complication of hyaluronidase injection is an allergic 

reaction (e.g. local oedema, mild pain, rash, urticaria, itching 

sensation).



3. Steroid injections should be limited to cases 

where inflammatory nodules are resistant to any 

other treatment and always administered in 

conjunction with antibiotics (Triamcinolone is 

injected to females (2.5 mg/mL) and males (5 

mg/mL) with 0.1 mL per granuloma (0.2–0.6 cm).



➢Surgical removal is the definitive treatment. 



1. Meticulous cleansing and disinfecting the skin.

2. Sterile injection technique.

3. Prophylactic antibiotics.

4. Using smaller gauge needles (30G) to minimize trauma and access 

for bacteria.

5. Patients should be advised to avoid makeup immediately before 

and after injection.

6. Overcorrection with dermal filler, injecting too large a volume of 

the wrong type of filler for the tissue type, and lack of even 

redistribution of the filler due to lack of massage, should be avoided. 

7. Correct injection technique with placement of needle at the 

appropriate depth before injecting and discontinuing injecting 

before retraction of the needle is recommended.

Prevention of dermal filler granulomas



BTX and perioral rejuvenation

?

➢Botulinum toxin acts directly on the 

neuromuscular endplate and other cholinergic 

synapses, where it inhibits release of the 

neurotransmitter acetylcholine, leading to 

muscular paralysis of the affected fiber and loss of 

target organ function. This relaxes the muscles to 

stop them contracting, leaving the overlying skin 

smooth and unwrinkled. 

➢Vistabex®-Dysport®-Azzalure®-

Xeomin®-Bocouture®-PurTox®………..



➢Botulinum toxins can help to reduce 

perioral lines and to elevate corners of 

mouth but this is a limited treatment. 

➢It is best to combine BTX with 

dermal fillers.



Adverse Events



➢Oral motor insufficiency may be seen with 

botulinum toxin injections around the orbicularis 

muscle (drinking through a straw, whistling, 

playing the trumpet, and difficulty saying "P" and 

"B“). 

➢Adverse event may arise when placement of the 

toxins is uneven (uneven smile or drooling). 

➢To minimize this risk, it is worthwhile to use 

small doses of toxins and to avoid injections into 

the lateral 1/3 of the lip.



➢Treatment of the depressor anguli oris

(DAO) may result in treatment of the 

depressor labii inferioris (DLI). This will 

result in a crooked mouth that is accentuated 

when smiling. 

➢The only treatment for this type of 

complication is to intentionally treat the 

contralateral depressor labii inferioris to 

produce a symmetric mouth.



The CO2 laser

Crono-photoaging

Dyschromias, age spots

Wrinkles



➢As with other resurfacing modalities (chemical 

peeling, dermabrasion) completely removing the 

epidermis and part of the dermis results in wound

remodeling with collagen shrinkage, during laser 

procedure, and subsequent new collagen and elastin

fiber formation (3-4 weeks postoperatively).



➢Laser resurfacing (as the sole treatment)

can achieve excellent results in patients with 

fine superficial or moderate static

wrinkles(females frequently develop “lipstick 

lines” → vertical rhytids radiating outwards 

from the vermilion–cutaneous junction). 

CO2 (aFP): Perioral Rejuvenation



➢Redness → does resolve over several weeks, 

depending on the depth of laser resurfacing. 

➢Hyperpigmentation → is more common in 

darker skin patients than white patients.

➢Scarring → is preventable for the most part by 

avoiding deep penetration with the laser. 

Adverse Events



➢All patients who undergo perioral 

resurfacing are placed on antiviral 

medications to prevent a herpetic 

infection and on prophylactic 

antibiotics to prevent a bacterial 

infection.

Prevention of adverse events



Surgery: Perioral Pejuvenation

➢Lip implants (Gore-Tex, Polytetrafluoroethylene 

-ePTFE) like other implants, are not for every 

patient. 

➢The distinct advantage of autologous fat (and 

mesenchymal stem cells) as a volume augmenter is 

that the results obtained are long-lasting (in some 

cases, permanent), depending on the amount of 

tissue injected and the location treated.  
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