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FROM REBECCA

Autumn can make the mirror unusually persuasive. The holiday colour has faded, a few marks have stayed
behind, and the treatment menu suddenly looks like homework.

This issue is about separating those concerns properly, then deciding whether a peel, microneedling or a
skin-quality injectable has a useful place. Sometimes the sophisticated choice is to treat. Sometimes it is to
wait. The point is to know why.

Rebecca Beckett RN



01 /| OPENING ESSAY

YOU CANNO
UNDO IT.
YOU CAN CO

SOME OF IT.

There is a particular moment towards the end of summer
when the face begins to look unfamiliar. The colour that
felt flattering in July has receded. Foundation catches

here it did not before. Fine lines seem more insistent. A
patch of pigment appears to have taken up permanent
residence across the cheekbone. The temptation is to
place all of this beneath one convenient description:
summer damage.

Biology is less accommodating. Ultraviolet exposure can
contribute to pigmentation and cumulative photoageing,
but the skin that looks different in September may be
expressing several processes at once. Pigment may have
deepened. The barrier may be dry or irritated. Acne may
have left colour behind. Texture that was already present
may simply be more visible under cooler light. Some
changes attributed to one holiday have, in reality, been
developing for years.

This distinction is not semantic. It determines what
deserves to be treated, and how. A superficial peel,
microneedling and an injectable skin booster can all sit
within the same conversation about skin quality, but they
are not different intensities of the same intervention. A
peel is principally an exercise in controlled resurfacing.
Conventional microneedling creates microscopic injury in
order to provoke repair and remodelling. Selected
injectable hyaluronic-acid products operate within a
different plane, with evidence for improvements in
measures such as hydration or smoothness depending on
the formulation and indication.

That is why the best autumn treatment plan begins with an
apparently unglamorous question: what, exactly, are we trying to
improve? A brown patch, an acne scar and skin that stings when
moisturiser is applied can all become more conspicuous at the end
of summer. They do not require the same treatment. Occasionally
the most sophisticated answer is not a procedure at all.

Autumn is useful because the environment becomes rather more
cooperative. UK ultraviolet exposure generally falls as the days
shorten, and avoiding intense sun can become easier while the
skin recovers. That does not confer seasonal magic upon a peel or
a needle. A warm-weather holiday in October remains a
warm-weather holiday; a recently tanned face remains recently
tanned. The cardigan, as ever, is not part of the consent process.

The season simply gives us a chance to be more deliberate. And
deliberate skin treatment is usually better skin treatment.

A QUICK ORIENTATION

If roughness, dullness or superficial unevenness dominates,
resurfacing may be the useful conversation. If texture, selected
acne scarring or fine lines are the issue, microneedling may
make more sense. If the surface is reasonably healthy but the
skin feels less hydrated or smooth, a skin-quality injectable may
be more relevant. You do not need to decide from a menu: the
considered-choice spread later in this issue brings those routes
together.
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02 | PIGMENT

THE ARCHITECTURE
OF TONE

An exploration of shadow, memory and the autumn skin.
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PIGMENT IS NOT ONE THING
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Brown marks need more than a colour match.

Their history matters as much as their appearance.

A mirror can identify the presence of
a brown mark, but it remains entirely
silent on its origin. Solar lentigines,

ost-inflammatory
hyperpigmentation and melasma
may occupy a similar visual palette,
yet biologically they belong to quite
different conversations.

Solar lentigines are perhaps the most
straightforward of the three.
Commonly described as sun spots or
age spots, they are associated with
ultraviolet exposure and tend to
appear as persistent, flat areas of
pigmentation on exposed skin. Once
the diagnosis is secure, resurfacing
may form part of the discussion. A
peel can be elegant here precisely
because its purpose is clear:
controlled exfoliation directed
towards a defined surface concern.

Context matters because pigment is
rarely read in isolation. Distribution,
duration and the skin around a mark
all alter the conversation. A patch
that has been stable for years is
different from colour that appeared
after a flare of acne or irritation;
diffuse change across sun-exposed
skin is different again. Even the
reader's description of when a mark
became noticeable can be useful,
because autumn often reveals
contrast that summer colour had
temporarily disguised.

The phrase 'once the diagnosis is secure'
matters. Cosmetic medicine becomes
intellectually lazy when every brown mark is
treated as pigment first and tissue second.
Some lesions resemble harmless sun spots
while deserving closer examination. The
sensible practitioner is therefore interested in
what the mark is before becoming interested
in how quickly it might be faded.

Post-inflammatory hyperpigmentation is a
different phenomenon. It represents pigment
left behind after inflammation or injury: acne,
dermatitis, burns, irritating skincare or a
previous procedure. It can occur in any
complexion but may be more marked or
persistent in darker skin tones.

PIH also explains why a treatment history
matters. The pigment may be the visible
residue of an earlier inflammatory event,
while the process that created it has already
settled; equally, active acne, dermatitis or
repeated irritation may still be producing
fresh colour. Those two situations look
similar in a mirror but call for very different
timing.

The temptation is to regard persistent colour
as proof that the skin needs a stronger
intervention. Often the more intelligent
question is whether the skin has become quiet
enough to tolerate one. A face that is still
reacting to an overactive routine is a poor
candidate for further enthusiasm. In darker
skin tones, where post-inflammatory colour
can be more persistent, that judgement
becomes especially important.

Here, restraint becomes important. If
inflammation continues, an increasingly
aggressive attempt to remove the resulting
colour can become self-defeating. Exfoliation
is not synonymous with progress. Some
pigment sits more deeply. Some skin
responds to irritation by creating yet more
colour. The aim is not simply to lighten what
is visible today, but to avoid creating
tomorrow's problem while doing so.

Pigment is also a useful example of why
photographic perfection is a dangerous target.
Colour changes with season, hydration,
inflammation, lighting and camera exposure.
A phone image taken under a bathroom
spotlight can make a modest patch look
newly dramatic; a warm clinic light can make
the same skin appear conveniently improved.
Comparable photographs help, but the patient
still has to decide what difference would
matter in ordinary life.

That may be less contrast across the cheeks,
make-up sitting more evenly, or a single
diagnosed sun spot becoming less
conspicuous. It is rarely the complete
disappearance of every variation in tone. Skin
is not printed paper, and uniformity is not the
same thing as health.

Restraint is not an absence of
treatment; it is what gives
treatment proportion.
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THE LONGER PLAN

Melasma asks for management,
not a dramatic finish line.

Melasma is more complex still. It frequently
appears across the cheeks, forehead or upper
lip, often on both sides of the face, and may
be influenced by hormones, pregnancy, some
medicines, sunlight and visible light. It can
improve, but it is also prone to persistence
and relapse. A course of treatment therefore
makes sense only when maintenance is
included in the conversation from the
beginning.

This is where high-quality aesthetic practice
differs from the logic of a price list. A
diagnosed lentigo and active melasma may
both be 'brown’, yet an intervention suitable
for one may aggravate the other. Two faces
can request the same visible outcome and
quite reasonably require entirely different

care.

For melasma in particular, light management
remains central. Broad-spectrum protection
matters throughout the year, and tinted
formulations containing iron oxides may
provide additional visible-light protection.
The useful plan is the one a person can
actually live with; an immaculate product
preserved untouched in a bathroom cabinet
has little clinical value.

The sophistication lies in accepting that
pigment is often managed rather than
conquered. A successful treatment may
reduce contrast, soften the appearance and
make the complexion easier to live with. It
need not pretend to erase biology.

The same principle applies to measurement.
Comparable photographs can be useful, but
they are not the only way to judge progress.
Make-up sitting more evenly, a patch
drawing less attention or the skin tolerating
its routine more comfortably can all be
meaningful outcomes. The mirror should
inform the plan, not dictate it.

Melasma is perhaps the clearest argument
for thinking beyond a course of
appointments. It behaves less like a stain to
be removed and more like a tendency the
skin can express again when the right
triggers return. That does not make
treatment futile; it simply changes the
definition of success. Improvement may
mean quieter colour, longer periods of
stability and a plan that can be adjusted
when the pattern starts to reassert itself.

This is also why maintenance should be
discussed before anyone becomes attached
to a dramatic before-and-after image. Sun
and visible-light protection, a tolerable
home routine and, where appropriate,
medical management form part of the same
strategy. Hormonal influences may be
relevant, but a suspected link is something
to discuss with the appropriate prescriber
rather than a reason to abandon medication
independently.

The most persuasive plans are sustainable.

PIGMENT / AUTUMN 2026
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03 /| PEELS

THE ELEGANCE
OF RESURFACING

A peel is not defined by how dramatically the skin sheds, but by the precision of the

injury.
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DEPTH, RECOVERY, PURPOSE

10

Choose the depth for the problem you have.

Chemical peeling is one of those
treatments whose simplicity is
slightly deceptive. A chemical agent
is applied to create controlled injury
and resurfacing, but the outcome
depends on formulation,
concentration, application, exposure
and depth as much as it does upon
the word 'acid'.

Superficial peels act predominantly
within the outer skin and may be
useful where the concern is uneven
texture, selected pigmentation or
acne. Their appeal is easy to
understand: relatively modest
disruption, relatively rapid recovery
and a visible sense that something
has happened. But visible peeling
itself is a poor measure of quality.
The skin does not award extra marks
for theatrical flaking.

The chemistry is only one part of
that judgement. Two peels can
contain familiar acids yet behave
very differently because
concentration, formulation,
application and contact time change
what reaches the skin. The
percentage printed on a bottle is
therefore a poor stand-in for the
quality of the treatment.

For the reader, a better question is
what layer of the problem the peel is
intended to influence. Roughness
and superficial dullness belong
naturally to resurfacing.

A good superficial peel can be deliberately
uneventful. The objective is not to
manufacture spectacle but to provoke a
proportionate response in the tissue being
treated. More aggressive treatment becomes
appropriate only when the underlying
indication justifies it.

Medium-depth and deep peels extend further
and inhabit a different clinical territory. They
carry greater recovery and risk, and some can
influence dermal tissue and collagen. This is
why the idea of simply progressing from
'light' to 'stronger' as though ordering coffee
is fundamentally flawed. The treatment depth
belongs to the problem, not to the patient's
appetite for intensity.

Preparation matters for the same reason.
Retinoids, exfoliating acids, recent
procedures and a history of pigment change
can alter how a treatment is planned. The
point is not to create a universal list of
forbidden products, but to make the
practitioner aware of the skin they are about
to treat and the routine that has been acting
on it at home.

Patch testing, where required, belongs within
that wider assessment. It is useful
information, not a guarantee that a full
treatment will behave identically. The
consultation, the choice of peel, the way it is
applied and the aftercare all remain part of
the outcome.

A course of superficial peels may therefore be
entirely rational. So may a single treatment.
What gives either approach legitimacy is a
coherent reason for the number of treatments,
the spacing between them and the point at
which progress will be reviewed.

Recovery deserves equal attention. A
treatment that fits beautifully into the biology
but disastrously into the diary has still been
badly planned. Work, exercise, sun exposure,
travel and social commitments all matter.
Even a modest peel can be less discreet than
its marketing copy suggests.

The diary is part of the treatment plan. A
procedure that is technically appropriate but
lands before a sunny weekend, a long-haul
flight or an event at which visible recovery
would be unwelcome has been scheduled
badly. Autumn makes this easier because
strong UV exposure is often simpler to avoid,
but the calendar still matters more than the
month printed at the top of it.

Recovery should also be read as part of the
result. Redness, dryness and flaking can
occur, but visible shedding is not the
measure of success. Picking, scrubbing or
adding extra acids only turns a controlled
intervention into an uncontrolled one. Good
aftercare is deliberately uneventful.

At its best, chemical resurfacing is precise
rather than heroic.

A result that requires less disruption can still be a very good result. The useful question is what depth the concern actually

THE PRINCIPLE
needs.
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At No.1 Urban Aesthetics, Dermalogica's Pro Po el sits
naturally within this philosophy. It is a professional resurfacing
system that can be adapted to concerns including texture, uneven tone,
fine lines and breakouts, using acids such as lactic, salicylic and
glycolic acid according to the skin assessment and treatment
objective.

The attraction is not that it is 'strong'. The attraction is that it can be
selected with some intelligence. Dermalogica's published UK
guidance describes an individualised plan and specifies patch testing;
course guidance commonly spans several appointments rather than
treating escalation as a virtue in itself.

Around it sits a broader professional treatment range. Pro
Microneedling is repair-focused; Pro Nanoinfusion is a surface-led
option for smoother, more hydrated-looking skin; Luminfusion
combines resurfacing, nanoinfusion and LED; Pro Skin remains
deliberately broader and tailored to the concern in front of the
practitioner. The names matter less than the match between treatment
and objective.

For the patient, the useful starting point is concrete: smoother texture,
a more even-looking complexion, selected breakouts, or simply a
better-behaved surface. That makes the consultation purposeful rather
than ceremonial.

11

What, then, are you actually booking? Not a generic 'glow’
appointment, and not a contest in how much skin can be
made to flake. A professional peel earns its place when the
consultation has identified a concern that resurfacing can
reasonably influence and the practitioner can explain why
this particular approach fits it.

That may mean texture that has become rougher after
summer, an uneven-looking surface, selected breakouts or
pigment that has already been assessed and is appropriate for
treatment. The emphasis is on selection. Dermalogica's Pro
Power Peel system gives the therapist different professional
options rather than one fixed-strength experience, which is
useful only if that flexibility is actually used intelligently.

The appeal of this approach is easy to underestimate. A
course feels more worthwhile when each appointment has
a purpose and a review point, rather than when treatment
arrives as an arbitrary block of sessions.

NO.1 URBAN /| DERMALOGICA

Pro Power Peel is used as a planned professional resurfacing treatment after assessment. Ask what the appointment is

intended to change, how recovery fits your diary and how progress will be judged.
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04 | MICRONEEDLING

THE BIOLOGY
OF REPAIR

The needles leave quickly. The interesting part is what the skin does afterwards.

13
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CONTROLLED REPAIR

A result that arrives gradually.

Conventional microneedling uses
fine needles to create controlled
punctures within the skin. Those
injuries stimulate a repair response in
which collagen production and tissue
remodelling can occur, making the
treatment useful in selected cases of
acne scarring, uneven texture and
fine lines.

Its apparent simplicity has created
some confusion. The procedure is
defined by more than the presence of
needles: device, depth, treatment
area and protocol shape the tissue
response. Professionally assessed
treatment cannot be reduced to the
generic act of 'needling' the skin.

The repair response is the reason
patience matters. Microneedling
creates the signal; the tissue does the
rest on its own timetable. That is why
the face immediately after treatment
is such a poor judge of the eventual
result. Redness and swelling are
temporary consequences of the
procedure, while remodelling is a
slower biological process.

For acne scarring in particular, the
useful question is not whether the
skin can be needled, but which
component of the scar pattern is
likely to respond.

Unlike a peel, microneedling is not primarily
interesting for what can be seen the morning
after treatment. Immediate redness and
swelling are evidence that tissue has been
disturbed; they are not evidence of
remodelling. The useful result emerges more
quietly over time.

That distinction matters because it protects
patients from being sold a series before they
have had time to understand what the first
treatment has produced. A series may be
appropriate, but the number and spacing
should follow the indication and response
rather than a universal autumn calendar.

Spacing appointments sensibly is part of that
judgement. A pre-set series can be
convenient, but convenience should not
replace review. The skin needs time to
recover and the patient needs time to see
whether the change is moving in the right
direction. Repeating a procedure before its
result can reasonably be assessed risks
turning a biological treatment into a diary
habit.

The home routine matters here too, largely
because there is very little to be gained by
making recovery more eventful. Adding
acids, scrubs or home needling in an attempt
to accelerate progress can simply introduce
another source of irritation. A quieter routine
may feel unambitious, but it leaves the repair
response alone long enough to become
interpretable.

14

Depth should likewise follow purpose. A
superficial textural concern does not become
more intelligently treated simply because the
device is taken deeper. More trauma is not
inherently more value. The best treatments
are calibrated, not conquered.

The distinction between conventional and
radiofrequency microneedling deserves
particular clarity. Adding energy changes the
procedure, the equipment, the tissue effect
and the risk discussion. They should not be
collapsed into one generic category simply
because both involve needles.

Good microneedling therefore starts with
specificity. What device is being used? What
is the treatment area? What depth is
proposed, and what concern is that depth
intended to influence? How will
improvement be recognised, and when will it
be reviewed? Those questions are more
informative than asking whether a clinic
offers 'medical-grade' needling, a phrase that
often does more promotional work than
clinical work.

WHAT MATTERS

Device, depth, treatment area, indication and review timing matter more than the generic word microneedling.
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THE URBAN EDIT

More trauma is not inherently more
value.

Where microneedling earns its place is in problems that The other question is how microneedling fits alongside
genuinely belong to repair and structure: selected acne scars, everything else. Skin can be peeled, injected, infused and
needled, but the existence of several compatible-sounding
treatments does not mean they should be stacked together
automatically. Each additional procedure needs a reason,
enough recovery time and a clear place in the sequence.
Otherwise the plan becomes impossible to read: if the skin
improves, nobody knows which intervention mattered; if it
becomes irritated, nobody knows which one caused the

textural irregularity and certain fine lines. It becomes less
convincing when asked to solve everything else. Deep laxity,
significant volume loss or a fundamentally different facial shape
are not merely more severe versions of texture.

A useful plan defines what success would actually look like and
when it is reasonable to judge it. That may be a scar edge that

problem.
catches the light less sharply, a surface that feels more even, or
gradual softening of fine lines. It should also be honest about This is especially relevant to the modern aesthetics customer,
what the procedure is unlikely to change. who may already be using retinoids, exfoliating acids, active
acne products and professional facials before microneedling
The treatment day is only the visible beginning. Redness and enters the picture. A sophisticated clinic does not simply add
tenderness may settle relatively quickly, but the reason for another layer. It looks at the whole routine and decides what
booking is the slower response beneath that recovery. That gap deserves to stay quiet around the treatment.

between procedure and result is why review timing matters.

There is also a practical point worth stating plainly. A
course should not exist because three sessions make a neat
package. It should exist because repeated, appropriately

This is also where a mature clinic occasionally earns trust by ]
spaced treatment is a reasonable way to pursue the agreed

disappointing a customer. When the treatment cannot reasonably

change.
deliver the requested change, saying so is part of the treatment.
For patients who like a visible, immediate result, this can require
a small adjustment in expectations. Microneedling is often more
rewarding in retrospect than in the mirror the next morning.
RROIMICRONEEDLING For texture, selected acne scarring and fine lines, the attraction is not an instant post-treatment glow.

It is a deliberately timed repair response, reviewed after the tissue has had time to do the work.
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05 /| SKIN BOOSTERS

BENEATH
THE SURFACE

The word hydration sounds simple. The evidence, product and indication should be
more precise.

17
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PRODUCT, FORMULATION, EVIDENCE

What an injection actually adds.

'Skin booster' is an unusually
successful piece of commercial
language. It sounds light, universal
and vaguely restorative. In reality it
is a broad marketing category rather
than a single standardised treatment.
In this issue, the term refers
principally to injectable
hyaluronic-acid products intended to
improve aspects of skin quality.

Hyaluronic acid binds water, and
selected injectable formulations can
improve qualities such as hydration
and smoothness. That does not make
them injectable moisturiser. The
intervention takes place within
tissue, not on its surface, and the
exact product matters enormously.

The word hydration is particularly
easy to oversell because everyone
understands it. But injectable
hydration is not simply a more
determined moisturiser. A topical
product works at the surface; an
injectable treatment places material
within tissue. The route, persistence
and risk profile are different, and the
expected benefit should be
proportionate to that difference.

The most convincing indication is
therefore usually a skin-quality
concern rather than a wish for major
structural change.

This is where the phrase 'clinically proven'
requires rather more curiosity than it usually
receives. Evidence belongs to a formulation,
indication, anatomical area and protocol. It
cannot automatically be transferred to every
injectable simply because the label contains
the same fashionable ingredient.

A useful example makes the point neatly: the
US FDA assessment of SKINVIVE by
JUVEDERM reports a study in which cheek
smoothness improved for a specified product
and indication. It does not establish the same
result for every treatment sold under the
broad description 'skin booster', and it is not a
statement about UK approval.

Product-specific evidence matters because the
category is crowded. Two syringes can both
contain hyaluronic acid and still differ in
concentration, processing, injection protocol
and supporting evidence. That does not make
one automatically superior; it means the
practitioner should be able to explain why the
chosen formulation suits the proposed use.

The same discipline applies to treatment
schedules. A universal calendar of boosters is
a commercial convenience, not a biological
law. Some products are studied as courses,
some as individual treatments with later
review, and different areas may be treated
differently.

A shared ingredient is not enough to make
products interchangeable. Formulation,
concentration, processing and injection
protocol can differ. The useful conversation
therefore begins with the exact product being
proposed and the outcome it is intended to
influence.

That precision is also what separates a
skin-quality consultation from an impulse
purchase. The practitioner should know the
medical history, the previous injectable
history, the products already in the face and
the change the patient would consider worth
the injection. Those details make the
treatment more personal without requiring
the language of transformation.

Success can be quiet. It may appear as better
smoothness, less crepey texture in a selected
area or a general improvement in how
hydrated the skin looks. The absence of a
dramatic before-and-after does not mean the
treatment has failed; equally, subtlety should
not be used as an excuse for an effect that is
impossible to see or feel. There still needs to
be an agreed outcome and a sensible review
point.

This is why the exact product name belongs
in the conversation.

Do not ask whether skin boosters work in the abstract. Ask what the exact product is intended to do, in this area, for this

A BETTER QUESTION
concern.



NO.1 URBAN/ THE AUTUMN ISSUE

19

Skin boosters can be attractive when the ambition is
correspondingly subtle: better smoothness, improved hydration, a
fresher quality to the skin. They become less persuasive when
asked to behave like pigment treatment, dermatology,
volumisation or surgery.

The patient who values a relatively modest improvement may
consider the result entirely worthwhile. Another may decide that
the financial cost and injection burden exceed the value of the
change. Both conclusions are legitimate. Consent is at its best
when it leaves enough intellectual space for either answer.

The label should never obscure the fact that this is an injection.
Product, technique, setting and medical history all matter. That is
precisely why skin-quality injectables belong in a clinically led
conversation rather than as an impulse add-on to a facial.

For No.1 Urban, that selectivity is part of the appeal. A treatment
is more desirable when its purpose is clear. The aim is not to
make every face need a booster; it is to identify the face for which
a subtle improvement in skin quality would genuinely be worth
having.

The consultation also protects the treatment from
becoming a fashion purchase. Skin boosters are often
discussed online as though every face eventually
graduates to one, usually somewhere between a serum and
filler. In practice, a good candidate is defined by the
concern, not by age or enthusiasm. Dry, uncomfortable
skin may need its cause addressed rather than injected.
Pigment needs a pigment plan. Laxity and volume loss
belong to other conversations.

Where a booster does fit, the subtlety can be exactly the
point. Many patients are not looking to change the shape
of the face; they want skin that looks a little less tired,
feels better hydrated or reflects light more evenly. An
injectable can be attractive because it sits between topical
skincare and structural volumisation, provided everyone
remains clear about what it can and cannot reasonably
contribute.

The result also has to justify the maintenance. If the
improvement is valuable enough to repeat, that is useful
information.

THE URBAN EDIT

A subtle cosmetic goal deserves an equally precise rationale. Product choice, technique, setting and complication

arrangements are part of the value, not administrative detail.
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THE URBAN EDIT / CONSIDERED CHOICE

Which sounds most like you?

After summer, the same face can look dull, uneven, textured and slightly tired all at once. The useful

starting point is not the treatment, but the dominant concern.

PREDOMINANTLY
TONE

Brown marks, uneven colour,
selected post-acne marks, or a
complexion that looks dull
rather than scarred.

Begin with a peel-led
discussion.

Start with the main concern.

PREDOMINANTLY
TEXTURE

Fine lines, roughness, selected
acne scarring, or skin that
catches light unevenly.

Consider microneedling.

IRRITATION OR
UNCERTAINTY

PREDOMINANTLY
SKIN QUALITY

Skin that looks tired, feels
less hydrated, or seems
smoother in some lights than
others.

Stinging, active inflammation,
or a new or changing lesion.

Consider a skin-booster Begin with assessment

discussion. before elective treatment.

Many faces sit between categories. That is precisely why assessment comes before the procedure.
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PRICING / SINGLE APPOINTMENT OR COURSE

Single appointment,
or a planned course?

Where pricing is fixed, it is shown. Where the plan depends on response, the cost is agreed before treatment

begins.
TREATMENT BEST SUITED TO SINGLE COURSE / PLAN
Pro Power Peel Uneven tone, dullness, selected breakouts Price confirmed after Dermalogica guidance: 3-6
and superficial texture consultation treatments; course cost agreed
after assessment
Microneedling Texture, selected acne scarring and fine Basic £120 Course of 3 + complimentary
lines Advanced £160 LED £300
Advanced+ from £220
Skin boosters Hydration, smoothness and subtle From £140 Full face - 3 sessions £280
skin-quality refresh Polynucleotides £140 Polynucleotides - 3 sessions +
LED £400
A NOTE ON PEELS Pro Power Peel is consultation-led and is not currently shown with a fixed public single or course price. We would rather

state that plainly than invent a number for the sake of a tidy table.

If you know the concern, book the treatment discussion. If you do not, bring the concern
rather than the answer.

BOOK A FREE CONSULTATION

No.1 Urban Aesthetics
56 Ironmarket, Newcastle-under-Lyme, ST5 1PE
01782 444086

. Assessment first, every time.
nol-urbanaesthetics.co.uk first, Y
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06 /| WHEN NOTHING WORKS

KNOWING
WHEN TO STOP

The next treatment is not always the next step.

21
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WHEN THE BRIEF NEEDS REVIEWING

The skin has no interest in the sunk-cost

ar gument.

There is a point in many treatment plans where another
ntervention feels easier than revisiting the original
problem. That instinct should occasionally be resisted.

A peel can perform precisely as designed and still fail to
improve a deep scar. A skin booster can improve
smoothness while leaving pigment untouched.
Microneedling can stimulate remodelling without
producing anything resembling a lift. The failure in those
situations may not belong to the treatment at all; it may
belong to the brief.

Uncomfortable skin presents the same problem in another
form. Stinging, redness, itching and scaling are
sometimes lazily grouped beneath the fashionable
language of a 'damaged barrier'. Yet eczema, rosacea,
allergy, infection and straightforward irritation can look
inconveniently similar. When the skin is unsettled,
restraint is often more intelligent than escalation.

The crowded bathroom shelf also deserves suspicion.
Multiple acids, retinoids, scrubs and corrective serums
can create a routine so active that nobody can identify
which element is helping and which is quietly keeping
the skin inflamed. Expensive skincare is not exempt from
this. The skin remains magnificently indifferent to what
the receipt said.

A sophisticated review should therefore be capable of
ending with treatment, referral, observation or the
recommendation to leave something alone. Anything else
is retail.

Reassessment becomes particularly important after
several interventions because memory is generous to
treatments we wanted to work. If the face has been
peeled, needled, injected and covered in increasingly
active skincare over six months, it can be surprisingly
difficult to say what actually improved. Returning to
the original photographs, symptoms and objective can
be clarifying.

Reassessment also asks whether the concern itself has
changed. A feature that felt urgent six months ago may
matter less now; skin may be calmer, or the remaining
difference may simply no longer justify more recovery,
cost and intervention. That is not inconsistency. It is
what happens when a plan belongs to a person rather
than a package.

A partial result can still be valuable. Improvement
does not create an obligation to continue; the next
decision should be based on what remains and
whether changing it is still worth the effort.
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WHAT GOOD AUTUMN SKIN LOOKS LIKE

A face you can
get on with.

A worthwhile autumn result can be surprisingly modest. Foundation sits
better. Skin feels calmer. A diagnosed area of pigment is less distracting.
Texture catches the light less obviously. These are not weak outcomes.
They are simply outcomes described by the person living in the face rather
than by the language printed on the treatment menu.

Normal skin contains pores, colour variation, fine lines and texture. A
procedure need not erase those things in order to succeed. Equally, nobody
is obliged to convert every visible feature into a project simply because
modern aesthetics has invented a treatment capable of addressing it.

Thoughtful aesthetics should recognise sufficiency as readily as a treatable
concern. The industry is very good at creating dissatisfaction; it is less
practised at recognising when enough is enough.

The best endpoint is one the patient can recognise, afford, maintain and
live with. Treatment should make the face easier to inhabit, not turn it into
a permanent inspection exercise. There will always be another pore visible
at ten-times magnification. There will always be another treatment.
Neither observation requires a booking.

That does not mean ambition has no place. There is pleasure in skin that
feels smoother, in pigment that attracts less attention and in looking at a
photograph without immediately finding the feature that bothered you
before. The point is simply to keep the scale of the intervention connected
to the scale of the concern.

Autumn is particularly good for that kind of reset because it invites a little
distance from summer. The tan fades, routines become more regular and
there is time to decide whether a change is genuinely persistent or merely
more visible against paler skin. A considered treatment in October can be
useful; so can three weeks of leaving the face alone and seeing what
remains.

The best clinics should be comfortable with both. They should be able to
sell a treatment enthusiastically when it fits, explain why it fits, and
remain equally composed when the correct answer is skincare, time or
medical assessment.
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FINAL WORD

24

YOU DO NOT OWE
AUTUMN A NEW FACE.

There is a small industry built around the idea that summer
presents an invoice and September is the month in which it must
be paid. It is persuasive because almost everyone can find
something in the mirror that looks marginally less polished than
it did in June.

Some of those things can be improved. Peels have legitimate
uses. Microneedling has legitimate uses. Injectable skin-quality
treatments have legitimate uses. Their value depends upon
identifying the correct problem, selecting the appropriate
intervention and remaining realistic about the degree of change.

What aesthetics should resist is the belief that every visible
reminder of age, sunlight or ordinary anatomy constitutes a
failure awaiting correction.

Choose the concern before the procedure. Give the result time to
become clear. Keep the option to stop when the effort exceeds
the benefit. If the right outcome is a well-chosen treatment, that
is a reasonable decision. If it is better sun protection, advice
about a skin condition or leaving an ordinary face alone, that
deserves just as much respect.

The purpose of a treatment menu is to offer possibilities. It
should never acquire enough authority to tell someone what their
face ought to mean.

The more interesting question is what happens after the
decision. If you choose treatment, it should have a
defined purpose and enough time to declare its value. If
you choose not to treat, that decision should not feel
temporary simply because another advert appears next
week. Aesthetics has become very good at presenting
possibility as obligation. It is worth remembering that
the two are not the same.

There is no contradiction in enjoying treatment and
retaining a sceptical eye. One can like peels, appreciate
what microneedling can do for texture, value a
well-chosen injectable and still reject the idea that every
ordinary sign of living requires intervention. In fact, that
is probably the healthiest relationship to the category:
interested, informed and difficult to oversell.

That sets a higher bar for any clinic asking to be trusted.
The experience has to be worth paying for even when
the recommendation is modest. Consultation should add
something. Product choice should be defensible.
Technique should be competent. Follow-up should exist.
The result should be judged against the concern that
brought the patient through the door, not against an
edited face on a screen.
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Further reading.

NHS - sun protection; moles and changes; cellulitis and urgent advice.
British Association of Dermatologists - melasma.

DermNet - post-inflammatory hyperpigmentation.

American Academy of Dermatology - chemical peel recovery; microneedling.

US FDA - SKINVIVE product evidence; injectable gel risks.

Dermalogica UK - professional services and Pro Power Peel information.
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THE CLINICAL PROTOCOL

The absolute essentials.

Cosmetic treatment begins with assessment, medical context
and suitability.

New, changing, bleeding, itching or non-healing lesions require
appropriate medical assessment before elective cosmetic
treatment. Pigmentation of uncertain origin should not be treated
simply because it is brown.

Elective resurfacing should be reconsidered where skin is
sunburnt, infected or actively inflamed. Previous pigment
change, abnormal scarring, cold sores, medication, active
skincare and recent procedures should form part of the
consultation.

Microneedling requires consideration of infection, active
inflammatory disease, recent tanning and abnormal scarring.
Radiofrequency microneedling is a separate procedure and
should be discussed as such.

Injectable treatment requires a named product, documented
treatment record and clear complication pathway. Persistent or
worsening symptoms require review. Severe or increasing pain
associated with pale, dusky or mottled skin requires immediate
assessment.

Sudden visual symptoms, stroke symptoms or breathing
difficulty after injection require emergency medical help.
Increasing heat, pain, swelling or spreading redness after a
procedure requires same-day clinical advice.

For urgent or unexpected symptoms, contact the treating clinic.

Where appropriate use NHS 111, an urgent treatment service,
A&E, or 999 according to severity.

NO.1 URBAN AESTHETICS /| ASSESSMENT FIRST, EVERY TIME
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