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Abstract

Aesthetic medicine is often perceived through the lens of artistry and elective
enhancement. However, the rapid proliferation of invasive procedures—ranging
from high-volume liposuction to complex facial injectables—has created a distinct
clinical subset: the “aesthetic emergency.” This article explores the critical care
aspects of aesthetic medicine, detailing the pathophysiology, immediate
resuscitation, and intensive management of life-threatening complications such as
vascular occlusion, Local Anesthetic Systemic Toxicity (LAST), and post-surgical
thromboembolism.

Introduction

The border between a cosmetic clinic and an emergency room is thinner than most
practitioners admit. As aesthetic procedures move from hospitals to office-based
settings (MedSpas), the acuity of potential complications remains high. “Aesthetic
Critical Care” is not a formal board specialty, but it is an essential competency. It
refers to the rapid identification and stabilization of healthy patients who undergo
sudden, iatrogenic physiological collapse.

In a hospital ICU, patient instability is anticipated. In an aesthetic clinic, it is a “Black
Swan” event—rare, unpredictable, and potentially catastrophic because the setting
often lacks the infrastructure of a tertiary care center. As procedures like high-
volume liposuction and complex liquid rhinoplasties become commonplace, the
practitioner must bridge the gap between cosmetic artistry and emergency
medicine.

Unlike standard critical care, where patients often have comorbidities, the aesthetic
critical care patient is usually young and fit. Their physiological reserve is high,
often masking early signs of deterioration until a precipitous crash occurs.
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1. Vascular Occlusion: The Ischemic Crisis

The most feared complication in non-surgical aesthetics is the inadvertent intra-
arterial injection of soft tissue fillers (HA). This is not merely a cosmetic issue; it is a
vascular emergency that can lead to tissue necrosis, blindness, and stroke.*

Critical Pathophysiology

When filler enters an artery (e.g., the facial, angular, or ophthalmic arteries), it
causes an immediate embolism. The critical danger is retrograde flow: injection
pressure can push the embolus backward into the internal carotid system,
eventually traveling to the retinal artery (blindness) or cerebral arteries (stroke).

Emergency Protocol

« Immediate Cessation: Stop injection immediately upon pain or blanching.?
 Enzymatic Flooding (The Gold Standard): High-dose Hyaluronidase is the
only reversal agent.

o Dosage: Current consensus suggests “flooding” the area with 500-1500
units of Hyaluronidase per session, repeated hourly until capillary refill
returns.

e Adjunctive Therapy:

o Aspirin (300mg): To prevent secondary platelet aggregation.

o Hyperbaric Oxygen Therapy (HBOT): Critical for salvaging ischemic
tissue in late-presenting cases.

2. Local Anesthetic Systemic Toxicity (LAST)

With the rise of “awake” liposuction and tumescent anesthesia, patients are
exposed to massive doses of lidocaine. When plasma concentrations exceed toxic
thresholds, the cardiac and nervous systems shut down.

Clinical Presentation

* Prodrome: Metallic taste, tinnitus, circumoral numbness, agitation.
* Critical Phase: Seizures, respiratory arrest, and severe cardiac arrhythmias
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(bradycardia leading to asystole).
The “Lipid Rescue” Protocol

Every clinic using tumescent anesthesia must stock 20% Lipid Emulsion. This acts
as a “lipid sink,” drawing the lipophilic anesthetic out of the cardiac tissue.

1. Airway Management: Secure airway and 100% Oxygen.
2. Suppression: Benzodiazepines for seizure control.
3. Lipid Emulsion 20%:

1. Bolus: 1.5 mL/kg over 1 minute.

1. Infusion: 0.25 mL/kg/min.

1. Max Dose: Approx 10-12 mL/kg over 30 mins.

3. Thromboembolism: Pulmonary Embolism (PE)

Post-operative PE is the leading cause of death in abdominoplasty and high-volume
liposuction. The combination of prolonged immobility, venous stasis (from
compression garments), and hypercoagulability (surgical trauma) creates a perfect
storm.

Risk Stratification (Caprini Score)

Aesthetic surgeons must utilize the Caprini Risk Assessment Model. Patients with
high scores should receive chemoprophylaxis (LMWH) post-operatively, despite the
risk of hematoma.

Critical Care Management

» Identification: Unexplained tachycardia, desaturation, or anxiety (“sense of
impending doom”) in the recovery room.

e Action: Immediate transfer to an acute care facility for CT Pulmonary
Angiogram (CTPA) and anticoagulation/thrombolysis.
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4. Sepsis and Necrotizing Soft Tissue Infections

While rare, the introduction of bacteria (e.qg., Streptococcus pyogenes or
Mycobacterium chelonae) into the subcutaneous fat can lead to rapid necrotizing
fasciitis.’

The Red Flags

* Pain out of proportion to the clinical finding.
* Rapidly spreading erythema that progresses to dusky gray/purple.
* Crepitus (subcutaneous gas).

5. Fat Embolism Syndrome (FES)

Distinct from a standard Pulmonary Embolism (PE), FES is the leading cause of
mortality in Gluteal Augmentation (BBL).

Pathophysiology

FES occurs when macroscopic fat globules enter the pelvic venous circulation
through torn gluteal veins.

These globules travel to the right heart and lodge in the pulmonary capillaries,
causing a mechanical obstruction and a severe biochemical inflammatory response.

The “Code Blue” in Aesthetics

Unlike a DVT-related PE which may present days later, FES is often immediate
(intra-operative).

* Signs: Sudden drop in End-Tidal CO2, precipitous hypoxia, and hypotension.

« Management: This is a load-and-go emergency. Secure the airway
(intubation), provide 100% oxygen, and initiate fluid resuscitation while
transferring to a generic ICU. There is no specific antidote; supportive care is
the only bridge to survival.

Management
This is a surgical emergency requiring immediate debridement. Antibiotics alone are
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insufficient. In critical care, these patients require aggressive fluid resuscitation for
septic shock and vasopressor support.

The Aesthetic “Crash Cart”

A standard first-aid kit is insufficient for an aesthetic medical practice. A facility
performing invasive procedures must maintain an Advanced Cardiac Life Support
(ACLS) level crash cart containing:

Category Essential Item Indication
Airwa Bag-Valve-Mask (Ambu), Respiratory arrest, LAST,
y Guedel Airways, Oxygen Anaphylaxis
Circulation AED (Defibrillator) Cardiac Arrest (VF/VT)
Anaphylaxis Epinephrine (1:1000) IM Severe allergic reaction
Toxicity Intralipid 20% Lidocaine Toxicity (LAST)
Vascular H_yaluronldase (1500u Vascular Occlusion (Filler)
vials)
Cardiac Aspirin 300mg, GTN Spray Ischemic chest pain
If using paralytics in a surgical
Neuromuscular Sugammadex center, for rapid reversal of
neuromuscular blockade
Conclusion

Aesthetic medicine is real medicine, and it carries real risks. The practitioner’s
responsibility extends beyond the artistic result to the physiological safety of the
patient. Bridging the gap between aesthetics and critical care requires rigorous
preparation: regular mock drills (simulating LAST or anaphylaxis), a well-stocked
crash cart, and the humility to recognize that even in the pursuit of beauty, biology
commands respect.

The aesthetic practitioner operates in a high-stakes environment where the margin
for error is slim. “Aesthetic Critical Care” requires:
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1. Vigilance: Understanding the anatomy to prevent the error.
2. Readiness: Stocking a crash cart with Hyaluronidase and Intralipid.
3. Drills: Regularly simulating a “Code” with the clinic staff.

In aesthetics, we prioritize beauty, but we must respect biology.

The mantra for the modern aesthetic physician is simple: Plan for the best, but
be equipped to resuscitate the worst.

References:

1. Acquisition Aesthetics ( www.acquisitionaesthetics.co.uk) : Undestanding
Emergency Protocols in Aesthetic Medicine.

2. Derma Medical (dermamedical.co.uk) : Understanding Emergency Protocols in
Aesthetic Medicine- Derma Medical vascular occlusion ( Blocked Blood Vessel
Due to Filler).

3. Pubmed Central -NIH (pmc.ncbi.nlm.nih.gov): Plastic Surgery
Complications:AReview for Emergency Clinicians - PMC- Pubmrd Central.

4. Enhance Insurance ( www.enhance insurance.co.uk) : Why Medical
Qualifications are Essential in Aesthetics .

5. Mayo Clinic ( www.mayoclinic.org): Sugammadex (Intravenous Route) - side
effects & uses.

6. Journal of Neurocritical Care (www.e-jnc.org): Ischaemic Stroke Caused by a
Hyaluronic Acid Gel EmbolismTreated with Tissue Plasminogen Activator.

Author

o

CCEM Journal

View all posts

Downloaded from ccemjournal.com
| 6


http://www.acquisitionaesthetics.co.uk
http://www.enhance
http://www.mayoclinic.org
http://www.e-jnc.org
https://ccemjournal.com/members/ccem_admin/
https://ccemjournal.com/members/ccem_admin/

