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While training in medicine I was still a literary lecturer 
and novelist and, on a break between medical school 
placements, was asked to do a lecture tour of bookshops 
and colleges with an older writer. In his readings, he 
evoked a tormented character, an ageing woman who 
would dance alone in her remote home to Keep Young and 
Beautiful, a song from the 1933 film Roman Scandals. The 
tune to the song was dance-hall catchy in an infectious 
major key, which disguised the dark power of lyrics 
such as “It’s your duty to be beautiful. / Keep young and 
beautiful, If you want to be loved.” We all pointed out 
how toxic this song was, to a modern sensibility. It fed 
into the increasing cultural obligation of maintaining 
beauty and youth in an ageing body, and the futility of 
that ambition. 

Youth and beauty are often conflated as desirable traits, 
and in terms of social currency, one without the other 
has markedly less power. In medicine, almost all resident 
doctors start their careers with youth, but many of us 
had, I recall from my time as a newly qualified doctor in 
the UK National Health Service, a dogged rejection of 
beauty standards in our early training. During the early 
hours of the morning, few of us cared how we looked for 
handover in the intensive care unit (ITU) or during the 
COVID-19 pandemic wrapped in plastic PPE on the wards. 
We wore the unflattering traces of our long working days 
and nights with a certain pride; we were the grafters who 
fell asleep in the hospital car park after an interminable 
on-call, who wore creased scrubs with creased faces from 
respirator masks, scraped back hair in surgical nets. “You 
look awful” was an edged compliment; it really meant, 
“You must work really hard.”

Similarly, we did not judge our patients on their 
physical appearance. We were obviously aware that 
some patients used medical treatments to look more 
attractive, although they never presented to us unless 

something went wrong, such as a leaking breast implant 
or botched botox. But it was simply irrelevant if someone 
looked good for their age, as what mattered was what 
the machine of their body could actually do and their 
functional status. 

And then something changed, at least for myself. 
What had once been distant and irrelevant, became 
close and personal. As I progressed in medicine, the 
profile of the patients I saw changed; I shifted from the 
acute medical wards and ITU into subspecialty training, 
into the largely outpatient specialty of dermatology, 
including dermatological surgery. The focus shifted 
from preventing death, as there were relatively few 
dermatological emergencies, to improving quality of 
life. The visible nature of skin disease, particularly if the 
face was affected, was a significant part of pathology, as 
was the profound effect on the psyche—how the patient 
appeared to others, and how they saw themselves. Their 
reflection versus societal expectation. 

This cultural pressure often added an extra layer to 
the consultation for older patients as at some point 
during their review, often as an aside just before they 
left the clinic, many patients would ask with concern 
about physical signs relating to the ageing process. 
Even if living long and healthy lives, this age-related 
anxiety was anchored on their body surfaces, with the 
benign warts barnacling their backs; they asked about 
the sun-related freckling on their faces and dorsal hands, 
the solar elastosis thickening the skin on their chests. 
There was even concern about subtle minutiae, such 
as the longitudinal ridging of their fingernails. Some 
older patients wept in the clinic about age-related hair 
thinning, and the emotional loss this represented, as the 
hairs clogged their drains and they no longer recognised 
their younger selves in the mirror. 

And the conversations changed in the wider world, 
too. My children, who had been very young when I 
was a medical student, became teenagers with social 
media accounts. Their social network streams became 
a persistent chattering presence, which gave me a 
better understanding of the constant messaging 
to which many patients were subjected daily, in-
between their 3 to 6 monthly outpatient dermatology 
appointments. The cultural algorithm was pushing a 
magnified narrative, in memes and reels and posts from 
influencers and self-proclaimed professionals, that it was 
unacceptable to age normally, to have grey hairs, to have 
smile lines, to have wrinkles. “Why look older than you 
are?” screamed the advertisements, with the whispered 
undercurrent, from hundreds of others on the feeds, 
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that ageing naturally was akin to being ungroomed—or 
worse—giving up. Expensive elective procedures, not 
without risk, and pricey products with unevidenced 
promises were pushed relentlessly to anyone who paused 
too long while scrolling down.

This narrative was grossly gendered and focused 
towards women, whom the social networks agreed 
seemed to owe youth and beauty to their anonymous 
audiences, or else face a barrage of critique. Actresses 
who aged normally were denounced as “brave” or would 
be shamed on social media with candid shots while doing 
their groceries. Being “good for your age” was not about 
physical ability, or independent and meaningful activity, 
but reduced, rather depressingly, to the retention of 
beauty and thwarting of age, with the treatments and 
tweakments, the injectables and operations, the lasers 
and the light therapies. It was not only celebrities in the 
pressured public eye who bore the weight of this, but 
also everyone on their social media feeds, manipulated 
insidiously into internalising the warped expectation: 
the irony of achieving healthy ageing, while desperately 
combating the physical sequelae of successful longevity, 
as though it were decay. The volume is louder now, 
but the whisperings of this have always been present. 
There have been negative narratives of skin disease 
from antiquity, how the visible nature of disease forces 
a discussion, and often prejudicial judgement against 
the patient. 

As a result of these cultural and gendered pressures, 
biological changes that are a normal part of ageing 
are reframed as defects to be managed. These so-
called aesthetic and cosmetic treatments are typically 
medical treatments, which means that the patient 
choice is necessarily enabled by medical providers, such 
as plastic surgeons, dermatologists, specialist nurses, 
and other medically trained professionals. Obviously it 
is better that medical treatment is offered by a health 
professional rather than unqualified practitioners, as 
clinicians are safe and generally well regulated, although 
there have been calls for tighter controls to reduce harm 
from invasive cosmetic procedures, particularly in the 
private sector which provides most of these services. 
And within this sector, the culturally fed insecurities of 
patients are providing direct profit to our colleagues. 
An uncomfortable truth of all such medical elective 
services, from cosmetic breast augmentation to botox 
injections, is that these are not about pathology, but 
perception.

I felt that in my medical training, none of us cared 
what we looked like. But back then, even if we did care, 
it felt like no one was looking. Now, everyone is looking, 
particularly at the doctors who provide the treatments. 

Some clinicians are judged on their own appearance, 
either on their websites or on the advertising associated 
with their sponsored brands and products. Doctors 
who enter the influencer space, demonstrating or 
offering youth and beauty, are inevitably participants in 
embedding the same narrative.

This essay is not intended as a judgement on 
medical colleagues who work in the aesthetic areas of 
maintaining youth and beauty with cosmetic procedures. 
It is an invitation towards personal and professional 
reflection and enquiry, regarding where we are culturally 
and societally, and how our role in health care might best 
benefit our ageing patients. 

The poet Dylan Thomas famously wrote Do Not Go 
Gentle into That Good Night for his aged father with its call 
to “rage, rage against the dying of the light” and resist 
the dying process. Perhaps resisting our physical ageing 
is part of resisting our mortality, with all the evolutionary 
and emotional weight this carries, which is possibly why 
cosmetic treatments are so seductive, and the influence 
of today’s social media messaging is so difficult for some 
people to resist. 

Clinicians must respond to our patients’ wants and 
needs, and yet we struggle to provide an easy answer to 
such questions as: Why should we have to look young? 
Why should we aspire to beauty? Why are people now 
expected to rail against the dimming of their light, 
aspiring to a creeping Dorian Gray type of compromised 
immortality? 

In a short clinical appointment, it is hard to address the 
weighted and problematic expectation that women and 
men should be beautiful and young, or else should try 
by any means necessary to look like this as long as they 
can. And surely this is a choice. As is repeated throughout 
medical training, our patients are individuals with self-
determination who have the right to choose, and that 
includes poor decisions that might not be good for them.

The question I find myself reflecting upon is whether 
clinical work in this area can always be claimed as a 
neutral provision of choice, or whether there is an active 
participation and perpetuation of harmful expectations. 
Our patients expect to live long, but many are finding 
it difficult to manage the psychosocial and physical 
consequences of this gift. If we are not treating a 
disease, perhaps the question is not how best to treat 
it, but whether it requires treatment at all? As doctors 
we are bound by the principle from which every patient 
discussion and management decision should start: first, 
do no harm. 
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