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Anatomy-Based Filler Injection
Techniques for the Forehead
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Abstract: Forehead filler injections have become a popular non-
surgical approach to enhance facial aesthetics by correcting volume
deficiencies and improving contours. This anatomy-based ap-
proach emphasizes the importance of understanding the complex
structural components of the forehead, including fat compart-
ments, muscles, and vascular pathways. Proper diagnosis of fore-
head depressions—categorized as central, bilateral, mixed, or total
types—guides targeted treatment strategies using submuscular or
subdermal injection planes. Submuscular injections provide struc-
tural support, minimizing risks associated with superficial place-
ment, such as uneven distribution and vascular complications.
Techniques tailored to specific anatomic features, particularly in
East Asian patients who often present with narrower foreheads,

ensure natural and balanced results. Fillers used in this paper are
Hyaluronic Acid (Maili, Sinclair) and Polycaprolactone (Ellanse,
Sinclair). Combining fillers with botulinum toxin injections can
address both dynamic and static wrinkles, achieving compre-
hensive facial rejuvenation while maintaining natural expressions,
which is especially true for Polycaprolactone biostimulator fillers.
This integrated approach optimizes aesthetic outcomes and en-
hances patient satisfaction by delivering smooth, contoured, and
youthful forehead appearances.
Level of Evidence: Level V.

Key Words: Anatomy, botulinum toxins, cosmetic techniques,
dermal fillers, forehead

Forehead filler injections are increasingly popular for esthetic
enhancement due to their ability to correct volume deficiencies

and improve facial contours. The forehead region, which extends
vertically from the hairline (trichion) to the eyebrows and hori-
zontally between the temporal crests and the superior temporal
septum (STS), plays a crucial role in defining facial esthetics.1,2

Proper contouring of the forehead contributes to a smooth and
gently convex appearance that enhances the overall harmony of
the face, achieving a softer and more refined esthetic.3,4

Filler injections in the forehead must be performed with an
understanding of the underlying anatomic structures, including
the fat compartments, muscle layers, and vascular distribution.
The forehead’s anatomy is complex, with key structures such as
the frontalis muscle, which elevates the eyebrows, and various fat
compartments that influence the injection plane. Proper diagnosis
of forehead depressions—whether they are central, bilateral,
mixed, or total types—allows for targeted treatments that en-
hance volume and contour. Techniques such as submuscular or
subdermal filler placement are tailored to address specific issues,
ensuring natural and esthetically pleasing results while minimiz-
ing risks associated with vascular complications. Understanding
these anatomic nuances is essential for achieving optimal out-
comes in forehead filler injections, enhancing facial symmetry,
and providing patients with a rejuvenated appearance.

PREPROCEDURE CONSIDERATIONS
The forehead region is anatomically defined by its vertical
length from the trichion at the hairline to the eyebrows, and its
horizontal width between the temporal crests and the superior
temporal septum (STS) on either side.5,6 Generally, Western
cranial structures tend to be longer front-to-back and narrower
in width,7 whereas East Asian cranial structures are wider and
shorter in depth.8 However, despite the wider cranial width in
East Asians, the actual horizontal width of the forehead is rel-
atively narrow. In addition, the distance between the eyebrows
tends to appear broader due to the shorter width of the eyes,
which can make the face appear wider compared with Western
faces. When viewed from the side, an appropriately contoured,
smooth, and slightly convex forehead contributes to a pleasing
S-line in the upper face, creating a soft and gentle appearance.9

Western individuals typically have a more rounded forehead
shape, necessitating injections superior to the supraciliary arch to
achieve optimal contouring. In contrast, East Asian individuals
often have a flatter forehead, allowing for a broader injection
approach to achieve a smooth and natural augmentation. In
addition, East Asians have thicker retinacular cutis compared
with Caucasians, meaning that using a thicker cannula width
facilitates smoother and more efficient filler placement.
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Furthermore, due to differences in soft tissue thickness and
skin elasticity, practitioners may need to adjust the injection
depth and product choice. East Asians, who typically have
denser connective tissue within the retinacular cutis, may benefit
from fillers with higher G-prime values to maintain shape and
prevent displacement. Conversely, Western patients with softer,
more elastic skin may require fillers with moderate viscosity to
blend seamlessly with the surrounding tissue.

From a frontal view, any depressions or uneven areas on the
forehead can create a shorter, more constrained appearance,
necessitating correction. A moderately convex and 3-dimensional
forehead can help make the face appear narrower, which is a
desirable effect among East Asians who often prefer a smaller
facial appearance. However, caution is required to ensure that the
forehead does not protrude more than the supraorbital ridge,
where the eyebrows are located, as this can cause the brows and
eye area to appear sunken and the nose to look flattened.10

In cases where the forehead appears sunken, the main depres-
sion typically occurs in the lower two-thirds of the forehead, be-
tween the frontal eminences—small protrusions on either side of
the forehead and the supraorbital ridge, which is the most prom-
inent bony structure of the eyebrows. On the basis of the shape of
the depression, it can be classified as central, where the middle area
above the glabella is primarily affected; bilateral, where the sides
above the eyebrows are more deeply indented in a triangular shape;
or mixed, where both the central and lateral areas are sunken.11

For minor depressions affecting the upper one-third of the
forehead, the issue often appears as a depression due to the back-
ward angle of the upper part of the frontal bone rather than actual
volume loss. In some cases, a total depression may occur, where
both the lower two-thirds and the upper one-third of the forehead
are sunken, causing the entire forehead to appear hollow.12

ANATOMIC CONSIDERATIONS
The layers of tissue in the forehead are skin, subcutaneous tissue,
muscles encased by the superficial musculoaponeurotic layer, a
loose areolar connective tissue layer, and periosteum of the
frontal bone.13 When performing filler injections in the forehead
area, it is essential to identify the appropriate injection plane by
carefully identifying the underlying skin layers and anatomically
significant structures. Beneath the skin, there is a subcutaneous
fat layer composed of the central forehead compartment and 2
lateral compartments, known as the middle forehead compart-
ments. These compartments are typically separated by a shelter-
ing fibrous sheath that follows the pathway of the supraorbital
artery and nerve.14,15 The lateral compartments are bordered
externally by the superior temporal septum (STS), which sepa-
rates them from the lateral temporal cheek fat compartment
adjacent to the temple area.15 During filler injection, the filler may
sometimes track along the pathway between these compartments,
following the fibrous sheaths or septa, which can result in visible
linear formations that resemble the trajectory of large veins.16

This subcutaneous layer, composed of fat, contains large
veins, and superficial branches of the major arteries. Medially,
the supratrochlear, dorsal nasal, angular arteries, and branches
of the supraorbital artery form connections, while laterally,
branches of the supraorbital artery, superficial temporal artery,
and zygomatico-orbital artery converge. These vessels pre-
dominantly run through the central and lower one-third of the
forehead.17,18 Therefore, when performing injections in this
area, care must be taken to avoid injuring these vascular
branches, as damage can lead to significant bleeding.

Injecting more rigid fillers with high elasticity to enhance vol-
ume can sometimes result in an uneven surface appearance, espe-

cially if the filler encounters the fibrous sheaths or septa between
compartments, making it difficult to achieve a smooth molding
effect. Therefore, this subcutaneous fat layer is not considered the
ideal injection plane for volumizing corrections.12 Beneath the
subcutaneous fat layer lies the frontalis muscle, which plays a key
role in elevating the eyebrows and counteracts the downward
movement of muscles such as the procerus, corrugator, depressor
supercilii, and orbicularis oculi, which are involved in lowering the
eyebrows and creating frown lines (Fig. 1).19 The frontalis muscle
extends upward, connecting to the galea aponeurotica, which links
posteriorly to the occipital muscle and laterally extends beyond the
STS to merge with the superficial temporal fascia (STF) of the
temple.20 Lateral to the STS, the frontalis ends and there is no
upward vector to counteract the pull of brow depressors and
gravity on the lateral brow, which may explain why descent
preferentially occurs at the lateral brow.20 Beneath this muscle, a
small amount of submuscular fat is present laterally, but as one
moves medially, the space between the muscle and the periosteum
(the bone covering) contains little to no fat (Fig. 1).15,21,22

The arterial supply of the upper face is supplied by branches
of the external and internal carotid arterial systems. The vas-
cular and neural pathways in the forehead and glabellar regions
are of significant clinical relevance, particularly during esthetic
procedures to avoid the risk of iatrogenic vascular occlusion
following soft tissue injections.13,23,24

Laterally, the anterior branch (frontal branch) of the superficial
temporal artery (STA) enters the lateral border of the frontalis
muscle∼1.5 to 2 cm above the lateral end of the eyebrow. Typically,
the main branch of the STA bifurcates into anterior and posterior
branches near the horizontal plane of the superior orbital rim. The
anterior branch then courses medially at an angle of ∼60 degrees.
Before this bifurcation, the STA also gives rise to the zygomatico-
orbital artery, which extends toward the lateral orbit, running
parallel to the zygomatic arch and crossing above the lateral margin
of the eyebrow. This artery is present in more than two-thirds of the
Korean population.17 In cases where the zygomatico-orbital artery
is absent, the anterior branch of the STA may descend towards the
eyebrow, making it essential to consider the possibility of vascular
structures passing directly beneath the injection site during proce-
dures near the lateral end of the eyebrow.25

The anterior branch, after being contained beneath the su-
perficial temporal fascia (STF) up to the lateral margin of the
frontalis muscle at the outer boundary of the forehead, emerges
superficially as it crosses the vertical line drawn from the lateral
canthus. From this point, it becomes more superficial, requiring
careful attention during procedures to avoid vascular damage.
In addition, the temporal or frontal branches of the facial nerve,
which are responsible for the movement of the forehead mus-
cles, branch out ∼2 cm above the lateral end of the eyebrow,
further emphasizing the need for precision in this area (Fig. 2).25

Medially, the supratrochlear artery and nerve originate from
the supratrochlear notch or foramen located along the vertical
line drawn from the medial canthus. These structures exit the
medial orbit and bifurcate into superficial and deep branches. The
superficial branch ascends immediately after emerging from the

FIGURE 1. The superficial fat compartments of the forehead region are
outlined (A). Muscles of the forehead and glabellar regions are depicted (B).
The basic layers of the forehead region are illustrated (C).
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orbit, piercing the corrugator muscle and continuing upwards,
eventually passing through the frontalis muscle. Typically, this
occurs 1.5 to 2.5 cm above the superior orbital rim, where the
branch fully penetrates the frontalis muscle and enters the sub-
cutaneous fat layer. Due to its size, this superficial branch requires
particular caution. The deep branch, after exiting the notch,
travels along the periosteum before eventually surfacing and, in
some cases, extends deeply toward the hairline (Fig. 2).26

The supraorbital artery and nerve also emerge from the supra-
orbital notch or foramen, located along the vertical line drawn from
the medial limbus of the eye (Fig. 3). Typically, these structures
branch into a deep and a superficial branch as they pass between the
transverse and oblique heads of the corrugator muscle. The deep
branch courses deeply through the corrugator muscle, while the
superficial branch travels more superficially. As they traverse the
bony orbit and penetrate the corrugator muscle, these branches enter
the frontalis muscle and continue to ascend. The superficial branch of
the supraorbital artery, similar to the supratrochlear artery, pierces
the frontalis muscle and extends into the subcutaneous fat layer.26

Unlike the supratrochlear artery, the deep branch of the su-
praorbital artery does not continue its deep course all the way to
the hairline. Instead, all deep branches initially travel deeply but
eventually emerge to a more superficial course as they ascend.
These branches typically send offshoots that penetrate the fron-
talis muscle at 1 to 3 points, ∼2 to 4 cm above the orbital rim.
Beyond this, at about 4 to 6 cm above the orbital rim, the branches
fully enter the subcutaneous fat layer. However, variations do
exist, with some branches emerging at lower points, around 1.5 to
2 cm above the orbital rim (Fig. 4). When addressing forehead
depressions, it is generally effective to fill the depressed area
located above the supraorbital ridge, the most prominent structure
of the orbital bone. This area is traversed by blood vessels that
emerge from the upper orbital bone and ascend superficially

through or over the muscles. Therefore, by positioning the
injection plane beneath the muscles, the risk of significant vascular
or nerve damage during the procedure is minimized.27

However, postprocedural ocular swelling can occur following
filler injections in the forehead. This is due to the weakening of the
orbital retaining ligament, located 2 to 3 mm above the superior
orbital rim, which serves as a barrier between the forehead and
the orbit.28 When this ligament is compromised, filler material
can migrate into the ocular area, especially if there is an abun-
dance of deep fat in the retro-orbicularis oculi fat (ROOF) space
beneath the orbicularis oculi muscle. Gravity can further cause
the filler to spread into the orbital area. To minimize this risk, it is
advisable to avoid injecting filler too close to the supraorbital
ridge.28 When refining the boundary between the lower forehead
and the orbital area, it is preferable to use a soft filler injected
superficially within the dermis (Fig. 4).12

A thorough understanding of the forehead’s anatomic layers is
critical to ensuring safe and effective filler placement. Beneath the
skin, the subcutaneous fat layer is divided into the central fore-
head compartment and 2 lateral compartments, separated by fi-
brous septa. These compartments influence filler distribution and
may contribute to track formation if not properly considered.

The frontalis muscle, responsible for eyebrow elevation, is a
key landmark for injection depth. Beneath this muscle lies a
submuscular plane, which is the preferred site for volumization
due to its ability to minimize filler migration and reduce the risk
of vascular occlusion. Submuscular injections also enhance
forehead convexity while maintaining a natural transition be-
tween the forehead and surrounding structures.

Vascular structures in the forehead, including the supra-
trochlear and supraorbital arteries, must be carefully navigated
during injections. These vessels become more superficial as they
ascend, increasing the risk of vascular injury in the subcutaneous
plane. Using a cannula and slow injection technique, along with
ultrasound guidance when necessary, helps reduce these risks.

PROCEDURE METHOD
The entry point for cannula insertion, particularly for cases
involving bilateral or mildly pronounced central forehead de-
pressions, should be located ∼1 cm above the upper margin of
the eyebrow, near the boundary between the forehead and the
temple at the superior temporal septum. This point is strategi-
cally chosen between the anterior branch of the superficial
temporal artery, which lies 1.5 to 2 cm above the eyebrow
margin, and the zygomatico-orbital artery, allowing the proce-
dure to be performed without damaging these blood vessels.26

After puncturing the skin with a needle, the cannula is inserted
inward, penetrating the muscle and advancing beneath it. Upon
confirming the correct position against the periosteum, the cannula

FIGURE 2. The superficial temporal artery and facial nerve within the forehead
region are highlighted (A). The pathways of the supratrochlear and
supraorbital arteries are shown.

FIGURE 3. Different pathways of the supratrochlear and supraorbital arteries
are illustrated.

FIGURE 4. The pathway of the supraorbital artery is detailed (A). The
orbicularis retaining ligament and ROOF are displayed (B).
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is gently advanced through the fibrous subgalea-frontalis space,
which facilitates relatively easy access to the target treatment area.
Given that the forehead is not a flat surface, the cannula must
navigate through curved areas, ensuring that it remains close to the
periosteum to avoid damaging blood vessels or nerves. This is
achieved by advancing the cannula using a fan-type dissection
technique. Once the desired location is reached, the filler is injected
beneath the muscle using a retrograde fanning technique as the
cannula is gradually withdrawn.26

Recent studies have identified that, similar to the subcutaneous
layer, the space beneath the frontalis muscle is divided into 3
compartments: the centrally located deep central forehead com-
partment and 2 deep lateral forehead compartments on either side.
These compartments are delineated by fibrous adhesions along the
supraorbital neurovascular structure, similar to those found in the
superficial forehead compartment (Fig. 5).15

When inserting the cannula beneath the frontalis muscle for
filler injection, it is crucial to sufficiently release the adhesions in
this area. Failure to do so may cause the filler to follow the path
of the adhesion, forming a track along the superficial com-
partment, potentially leading to an uneven distribution and a
visible line of filler extending upwards (Figs. 6–8).29

For patients with central-type depression or significant cen-
tral mixed-type depression, it may be necessary to establish an
entry point at the midline of the forehead. This point should be
located at the boundary between the glabella and the central
forehead depression. Since the central forehead artery, a branch
of the dorsal nasal artery, often runs along the central line, it is
advisable to choose a puncture site slightly lateral to the midline
to avoid puncturing this vessel and causing bleeding.17 After
puncturing, the cannula is advanced beneath the muscle, using
retrograde fanning, cross-hatching, and droplet techniques to fill
and lift the depressed areas effectively.7

In cases where there is a total type depression extending to the
upper third of the forehead, and the previously mentioned entry
points do not provide adequate volume restoration, an additional
entry point can be established at the hairline along the vertical line
of the midpupil. This allows for the treatment of upper forehead
depressions in a manner similar to that used for bilateral depres-
sions, ensuring sufficient volume enhancement in these areas.12

Once a satisfactory volume has been achieved, a soft filler
can be used to inject the dermal and subdermal layers, ensuring
that any uneven areas or boundaries between treated and un-
treated zones are smoothly blended. This final step helps to
achieve a natural, even appearance across the entire forehead.30

When dynamic wrinkles caused by the movement of forehead
muscles are prominent, it is advisable to combine filler treatment
with toxin injections. Muscle movement can cause the filler to
migrate or reduce its longevity, so administering a toxin to tem-
porarily paralyze the muscles can enhance the durability and ef-
fectiveness of the filler. If dynamic wrinkles have evolved into static
lines that remain visible even without facial expression, these can be
further addressed by injecting a soft filler into the dermis using
techniques such as the fern leaf or duck walk methods, applied
perpendicular or at a 60-degree angle to the horizontal wrinkles.
This approach helps to elevate and smooth out the creased areas,
restoring a more even and youthful appearance to the skin.31

To minimize the risk of vascular occlusion, the preprocedural
vascular mapping using ultrasound, particularly in patients with

FIGURE 6. The before (A) and after (B) photo of the the patient treated with
forehead filler augmentation. Submuscular injection is used for volumization,
employing Maili filler [Sinclair Define or Volume (1–2 mL) administered with a
23–25 G cannula]. Subdermal injection is performed to improve depressed
wrinkle lines and even out the skin surface, using Maili filler Precise or Define
(0.5–1 mL) with a 30 G nanoneedle. Each injection plane targets specific issues,
optimizing the treatment outcomes.

FIGURE 5. Deep fat compartments of the forehead region are illustrated.

FIGURE 7. A 42 years old East Asian lady who had 4 ml of Maili Define
augmentation of the central forehead. Adequate augmentation, forehead projection
and creation of the Ogee curve was seen. (A), (B) Before. (C), (D) After 2 weeks.

Original Study-Brief Clinical The Journal of Craniofacial Surgery � Volume 36, Number 8, November/December 2025

e1480 Copyright © 2025 by Mutaz B. Habal, MD

Copyright © 2025 Mutaz B. Habal, MD. All rights reserved.



atypical anatomic variations is important. In addition, palpating
arterial courses, usage of blunt cannulas, slow, low-pressure in-
jections and frequent aspiration checks are recommended to fur-
ther reduce the likelihood of vascular compromise.38

For cases of filler migration, we recommend using firmer
fillers in the submuscular plane to reduce unintended displace-
ment. In patients with high mobility in the forehead region,
stabilizing the filler placement with concurrent botulinum toxin
administration has been shown to reduce migration risk by
limiting excessive muscle movement.

DISCUSSION
In South Korea, a rounded, convex forehead has been asso-
ciated with youthful and feminine features, influenced by
K-beauty trends and celebrity endorsements. However, prefer-
ences are evolving, with an increasing number of male patients
requesting subtle augmentation to create a structured but nat-
ural appearance, with a preference to reduce the appearance of
frontalis wrinkles at the same time. In addition, recent trends in
China and East Asia reflect a growing preference for a more
balanced, 3-dimensional forehead contour rather than extreme
convexity, demonstrating the evolving nature of esthetic ideals.

The demand for forehead augmentation in East Asia is also
influenced by the concept of facial harmony, which extends be-
yond individual features to include the overall proportion of the
face. While past trends emphasized a highly convex forehead,
there is now an increasing preference for subtle volumization that
enhances but does not drastically alter the natural shape. This
shift is evident in patient requests for a “softer, elegant” forehead
rather than a “prominent, doll-like” appearance, reflecting
evolving standards influenced by international esthetics.

Cross-linked hyaluronic acid fillers exhibit an average longevity
of 12 to 18 months in forehead augmentation, with their degra-

dation influenced by patient-specific factors such as metabolic rate,
injection depth, and concurrent treatments. The availability of an
immediate reversal agent of hyaluronidase makes hyaluronic acid
filler a good choice for injectors less experienced with the forehead
anatomy. Maili filler (Kylane labs, Sinclair) has 373% more pro-
jection force, 34.5%more projection height and is able to withstand
more than 4 times compression force as compared to Juvederm
Voluma.40 Microsphere Polycaprolactone fillers (Ellanse, Sinclair
Pharma), known for their biostimulatory effects, can last
24 months and longer, and is highly suitable for patients who want
longer lasting and natural forehead contouring results. In aKorean
study of forehead augmentation with Ellanse, the mean GAIS
scores of hte subjects were 2.1 at 1 month post-injection, 2.5 at
6 month post-injection and stayed at 2.4 at 24 months post-in-
jection, which is a testament to its longevity.32,33 It is recommended
to schedule touch-up sessions every 12 to 15 months to maintain
optimal results, particularly in patients with high forehead mobi-
lity, which can accelerate filler breakdown.34

Furthermore, in patients receiving concurrent botulinum toxin
treatments to reduce muscle movement, filler longevity has been
observed to extend by ∼20% to 30% due to reduced mechanical
stress. This strategy allows for longer intervals between touch-up
treatments, enhancing cost-effectiveness and patient satisfaction.34

The anatomy-based approach to forehead filler injections pro-
vides a framework that prioritizes safety and efficacy by thoroughly
understanding the unique structural aspects of the forehead. The
forehead is not a uniformly flat surface; it consists of various
compartments with distinct fat layers, muscles, and vascular
structures, each influencing how filler is placed and behaves post-
injection. Proper identification of these compartments allows
practitioners to select appropriate injection planes and techniques
tailored to individual patient anatomy, which is particularly im-
portant given the anatomic differences between Western and East
Asian populations. For instance, East Asians often present with
narrower foreheads and more pronounced depressions, neces-
sitating techniques that create a balanced and harmonious contour
without over-projection that can distort facial features.

The submuscular injection plane is often preferred for volumi-
zation because it provides structural support beneath the frontalis
muscle, minimizing the risk of uneven filler distribution and track
formation commonly seenwhen fillers are placed in the subcutaneous
layer. This placement also reduces the likelihood of vascular injury,
particularly in areas where major arteries, such as the supratrochlear
and supraorbital arteries, are superficial and prone to damage.
Moreover, submuscular injections tend to create a more natural
contour that blends seamlessly with the surrounding facial structures,
reducing the appearance of sharp transitions that can occur when
fillers are placed too superficially. However, care must be taken to
adequately release fibrous adhesions between compartments during
injection to prevent the filler from forming visible tracks along these
pathways. Patient-reported outcomes indicate that submuscular in-
jections are associated with a lower incidence of visible irregularities
and prolonged retention times.35 A multicenter study on forehead
augmentation found that 87% of patients who received submuscular
injections reported higher satisfaction due to the natural blending of
filler with the surrounding soft tissues.36 Furthermore, volumetric
analysis throughMRI studies has confirmed that fillers placed in the
submuscular plane maintain their shape more effectively over time
compared with subcutaneous placements, which are more prone to
gravitational displacement and premature absorption.37

Addressing forehead depressions requires careful consideration
of both the esthetic goals and functional anatomy. For example,
fillers should not be placed in a way that causes the forehead to
protrude excessively beyond the supraorbital ridge, as this can result
in an unnatural appearancewhere the brow area appears sunken and

FIGURE 8. A 55 years old East Asian lady who had 4 ml of Ellanse
augmentation of the central forehead. (A), (B) Before. (C), (D) After 3 months.
Improvement of forehead volume deficiency, reduction of static forehead lines,
improvement of skin radiance and skin quality were noted besides an overall
more youthful appearance.

The Journal of Craniofacial Surgery � Volume 36, Number 8, November/December 2025 Original Study-Brief Clinical

Copyright © 2025 by Mutaz B. Habal, MD e1481
Copyright © 2025 Mutaz B. Habal, MD. All rights reserved.



the eyes look recessed. The choice of filler type also plays a significant
role; firmer fillers with high elasticity are suitable for deeper volu-
mization, while softer fillers are preferred for superficial applications
to smooth out wrinkles and create an even surface. This approach
ensures that the filler integrates well with the natural movement of
the forehead muscles, maintaining facial expressions without creat-
ing a stiff or overly “frozen” look.3,4

Combining fillers with other treatment modalities, such as bot-
ulinum toxin injections, can further enhance outcomes, particularly
for patients with dynamic wrinkles caused by muscle activity. While
botulinum toxin effectively reduces muscle movement and prevents
wrinkle formation, its use alone may not fully correct deep, scar-like
depressions that have developed over time. By integrating filler in-
jections to volumize and smooth out these areas, practitioners can
achieve a more comprehensive rejuvenation of the forehead. This
combined approach addresses both the dynamic and static compo-
nents of forehead aging, allowing for a balanced restoration of
youthful contours without compromising natural facial expressions.
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