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Who This Playbook Is For

This playbook is written for one specific reader: the commercial leader inside an aesthetic brand,
distributor, or device manufacturer operating in the MENA region. This is the person who is responsible
for growing revenue, building share, and justifying marketing spend to a board or regional headquarters.

More specifically, it is for you if you are:

* A General Manager, Commercial Director, or Country Manager running a medical aesthetic
brand or distributor in the GCC

* A Marketing Director responsible for both HCP engagement and patient-facing brand
activity

* A Regional Sales Leader who sees demand shifting but whose playbook is still calibrated
for a pre-social-media market

e A founder or investor in an aesthetic brand, distribution business, or clinic chain who needs
a strategic lens on where the category is going

This playbook is not a clinical guide. It will not teach you about molecules, devices, or procedures. It
assumes you already know your product.

What it will give you is a complete commercial operating system for a category that has quietly and
permanently shifted from a pure B2B model to a dual-engine B2B + B2C2B reality. It also gives you the
frameworks, activation plays, and measurement tools to build that engine inside your organisation.
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The Shift

Why the old B2B playbook is incomplete

If your brand is still B2B-only in MENA medical aesthetics in 2026,
you are not running a commercial strategy. You are managing
decline politely.

The fastest-growing aesthetic brands in this region are not the most clinically credible. They are the
best demand architects. Clinical credibility is the price of admission. Patient pull is what wins share.

And clinic loyalty, the asset that B2B sales organisations have relied on for thirty years, is structurally
dead without patient pull behind it. The clinic that stocks your product today will substitute it tomorrow if
a competitor builds stronger consumer demand. The only durable defence is to be the brand the patient
asks for by name.

For three decades, the medical aesthetics category in MENA operated on a single, predictable
commercial model. The brand or distributor trained the doctor. The doctor prescribed the treatment. The
patient (often referred by a friend, a family member, or a trusted physician) complied.

The decision-making pyramid looked like this:

THE LEGACY MODEL - PRE-2018

BRAND / DISTRIBUTOR

\Y

DOCTOR

\Y

PATIENT (compliant)

* Doctor -> selects the molecule, device, or protocol



MEDESTHS | STRATEGIC PLAYBOOK

e Patient -> accepts the recommendation
That model is no longer describing reality. It is describing memory.

What changed: three forces, 2018 to 2024

Three forces converged between 2018 and 2024 to restructure the decision-making architecture of the
category.

THE THREE FORCES - 2018 - 2024

01 02 03

PATIENT CLINIC BRAND
became informed became competitive became searchable
Instagram, TikTok, Hyper-competition Digital footprint
KOL content, for patient flow is now the first
product reviews in GCC markets impression

The MENA aesthetic patient in 2026 is overwhelmingly female, digitally native, and active across
Instagram, TikTok, and increasingly Snapchat. They follow dermatologists, aesthetic influencers, and
brand accounts directly. They read product reviews. They watch before-and-after content. They enter
the consultation with product names, device preferences, and specific molecule requests already
formed in their mind.

This is not speculative. It is observable in every clinic consultation room in Dubai, Riyadh, Jeddah,
Kuwait City, Beirut, and Cairo. Practitioners across the region now spend a meaningful portion of every
consultation managing, redirecting, or validating patient-sourced information.

How a single trend can reshape category demand

The mechanism is now predictable. A high-profile global figure undergoes a procedure or endorses a

product. The visual lands on Instagram and TikTok. Within weeks, clinics across MENA report a surge
in patients arriving and asking for that specific treatment, often by brand name, often before the brand
or distributor has had any direct conversation with that patient.
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* Kim Kardashian and Morpheus 8. When Kim Kardashian publicly credited Morpheus 8 (the
radiofrequency microneedling device by InMode) for the skin tightening results, global search
interest for the device spiked dramatically. MENA clinics reported a measurable increase in patient
consultations specifically requesting Morpheus 8 by name. The device became a category-defining
brand on the back of a single celebrity endorsement, and competitor RF microneedling devices
struggled to be heard in the same conversation.

e Salmon DNA / Polynucleotides. The salmon DNA injectable trend (Rejuran and similar
polynucleotide products) moved from a niche Korean aesthetic practice to a global phenomenon
driven almost entirely by Instagram and TikTok content. By the time most MENA distributors had a
clear go-to-market plan, patients were already arriving at clinics asking for it. Clinics that had
stocked early won the patient flow. Clinics that hadn't, lost it.

* Huda Beauty and the regional KOL effect. Closer to home, the rise of Huda Kattan and the
broader cohort of GCC-based beauty and aesthetic KOLs has created a regional version of the
same dynamic. When a regional figure with cultural fluency endorses a treatment or aesthetic
philosophy, MENA patients respond faster than they do to global content, because the relevance
is more direct. Brands that build relationships with this regional KOL tier capture demand that
global competitors miss entirely.

In every case, the pattern is the same. The patient arrives informed. The clinic either has the product
and benefits from the demand, or doesn't and refers the patient elsewhere. The brand either led the
trend, rode the trend, or missed the trend. There is no fourth option.

Not every MENA patient is the informed patient

A note of strategic precision before we go further. The informed, digitally native patient described above
is the dominant profile in Tier 1 GCC markets. This is not the only profile in the region, and
over-investing in patient pull strategies in markets where the doctor is still the primary decision-maker is
one of the most expensive misallocations a brand can make. The MENA aesthetic market is fragmented
along three lines:

e Tier 1 markets (Dubai, Abu Dhabi, Riyadh, Jeddah, parts of Kuwait City). Patient-led
decision-making is the dominant pattern. The dual-engine model in this playbook is built primarily
for these markets. Brands that under-invest in B2C2B here are losing share monthly.

e Tier 2 and Tier 3 markets (secondary GCC cities, Levant, parts of North Africa). The doctor
remains the primary decision-maker, the consumer-facing engine is less elastic, and B2B
fundamentals (KOL relationships, clinical training, distribution depth) still drive most of the share
movement. The plays in this playbook still apply, but the sequencing is reversed: B2B leads,
B2C2B follows.
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* Medical tourism patients. Patients flying into Dubai, Istanbul, or Beirut for aesthetic procedures
behave differently again. They arrive with a treatment in mind but choose the clinic and brand
based on a different mix of signals (international reputation, English-language presence, clinic-led
B2C content, package-deal pricing). This is a separate sub-market that rewards a distinct play.

The strategic discipline is to know where each of your markets sits on this spectrum and to allocate
dual-engine investment accordingly. A brand running an identical B2C2B-heavy strategy across all
three tiers is wasting capital in two of them.

The explosion of aesthetic clinics across the GCC (particularly in the UAE and Saudi Arabia) has meant
that clinics themselves now compete for patients using content, brand partnerships, and
direct-to-consumer marketing. Clinics are no longer passive recipients of patient flow; they are
demand-generation machines in their own right, and they choose brand partners based partly on which
brands help them attract patients.

Patients now Google brand names, check Instagram presence, read independent reviews, and form
perceptions of a brand before they ever hear it mentioned in a clinic. The brand's digital footprint is no
longer a supporting asset; it is often the first impression, and sometimes the deciding one.

The implication for commercial leaders

If the decision is now shared (at minimum) between doctor and patient, then any commercial model that
speaks only to one side is operating with half the engine.

Brands and distributors that continue to run a pure B2B commercial model are effectively buying half
the market. They are investing in KOL engagement, clinical symposia, and sales force training while
competitors quietly build patient-facing brand equity that pulls product through the same clinics they are
trying to sell to.

The winning model in MENA medical aesthetics from 2026
onward is not B2B or B2C. It is B2B and B2C2B, run in parallel,
with deliberate integration between the two.

Why now

This shift is not theoretical. It is happening on a measurable timeline, and the strategic window for
brands to respond is narrower than most leadership teams realise. The category is consolidating
around the brands that figured out the dual engine first. Late entrants are increasingly competing on
price, which in this category is a slow form of brand suicide.
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The realistic strategic window is 12 to 18 months. The brands that
build their patient pull architecture in this window will define the
category for the next decade. The brands that wait will spend the
rest of the decade trying to dislodge incumbents who got there
first, almost always by discounting their way back into relevance
and eroding their own margins in the process.

This is the cost of delay. It is not abstract. It is measured in lost share, lost pricing power, and lost
positioning that becomes structurally difficult to recover.

The CXOnsiglieri Company | CAP.G Ventures Page 9



MEDESTHS | STRATEGIC PLAYBOOK

SECTION

02

The Dual-Engine Model

B2B + B2C2B as Commercial Architecture

IN THIS SECTION

* The two engines at a glance

e The integration point

e The third audience hiding inside

* Who controls what: the Power Map

e The three failure modes
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The Dual-Engine Model

B2B + B2C2B as commercial architecture

The dual-engine model is not a marketing concept. It is a commercial architecture. It describes how a
brand invests, organises, and measures its go-to-market activity across two audiences that behave
differently, consume different content, and convert on different timelines. Their combined action
determines whether the brand wins share.

The two engines at a glance

Dimension Engine 1: B2B Engine 2: B2C2B

Audience Practitioners, clinic owners, procurement Patients, prospects, aesthetic-curious
leads consumers

Primary goal Clinical adoption, protocol inclusion, reorder ~ Brand awareness, consideration, patient-led
velocity request at the clinic

Key channels Sales force, KOLs, symposia, clinical training, Instagram, TikTok, YouTube, Google Search,
peer-reviewed content influencer and patient-ambassador content

Content type Clinical data, technique videos, case studies, Education, transformation stories, brand
regulatory materials, trainings, workshops, narrative, demystification content

train-the-trainer programs, masterclasses

Sales cycle Months (adoption, training, first-fill, reorder) Weeks (research, comparison, consultation
booking, procedure)

Success metric Number of active accounts, units per clinic, Branded search volume, share of voice,
practitioner NPS patient-initiated brand requests at clinic

A note on terminology before we go deeper. The two-engine framing above is the strategic lens, but
Engine 2 (B2C2B) is itself made of two coordinated actors talking to the patient:

e the brand or distributor

* and the clinic. Section 5 of this playbook breaks Engine 2 into its operational components:
brand-led B2C2B

o clinic-led B2C

* and the coordination layer between them. This is where most of the commercial advantage in the
dual-engine model is actually captured
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The integration point

The two engines are not parallel highways. They intersect. And the intersection is where the
dual-engine model either wins or fails.

The most important intersection is the consultation room. When a patient walks into a clinic and asks for
your brand by name, you have achieved the single most valuable commercial outcome in this category:
a patient-initiated, doctor-validated selection.

This is the moment where B2C2B becomes B2B. The patient has pulled the product. The doctor now
pushes it. Or does not.

A well-designed dual engine ensures that when the patient asks, the doctor has already been trained, is
confident in the clinical profile, has adequate stock, and is commercially motivated to deliver that
specific product rather than substitute. This is what turns patient awareness into clinic revenue.

The third audience hiding inside the model

There is a third audience inside this model that most brands miss entirely: the doctor and the clinic as
Instagram personalities.

Practitioners across MENA are increasingly building their own personal Instagram and TikTok
presence, posting clinical content, before-and-after results, and lifestyle material. Clinics run their own
social accounts to attract patients. Technically, this is B2C activity. But strategically, it is one of the most
important drivers of both engines simultaneously.

When a brand equips a practitioner with high-quality content assets, training visuals, and approved
product narratives, three things happen at once. The practitioner becomes a more effective Instagram
operator (which strengthens the clinic's patient flow). The brand becomes the default product the
practitioner features in that content (which strengthens the B2B partnership). And patients see the
brand referenced by a credible clinical voice rather than a paid advertisement (which strengthens
B2C2B trust). One investment, three engine outputs.

Brands that understand this build dedicated practitioner-content programs. Brands that don't, treat
practitioner social media as someone else's problem and forfeit one of the highest-leverage commercial
assets in the category.

Who controls what: the Power Map

A clarifying lens before the failure modes. In this dual-engine ecosystem, no single actor controls the full
value chain. Each actor controls one decision and influences the others, and confusing control with
influence is one of the most expensive strategic errors in the category.
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THE POWER MAP - WHO CONTROLS WHAT

BRAND PATIENT CLINIC

controls controls controls

Narrative Demand Conversion

(if it acts early) (they choose) (at consultation)

owns the category story, decides which trend matters, decides what to recommend,
shapes early demand which brand to ask for substitute, or upsell

e Clinics control conversion. The consultation room is theirs. They decide what to recommend,
what to substitute, and what to upsell. No brand wins in this category without clinic alignment, no
matter how strong the consumer demand.

e Patients control demand. They decide what trend matters, which brand to ask for, which clinic to
book, and whether to advocate or warn afterwards. Brands and clinics can shape that demand.
Neither can manufacture it.

*  Brands control narrative, but only if they act early. The brand owns the category story, the clinical
credibility, and the trend-engineering capacity. But this control is time-bound. A brand that lets a
competitor define the trend first does not get to retroactively reclaim the narrative. The window is
measured in weeks, not quarters.

The strategic consequence:

* abrand that wants durable share in this category must invest in narrative leadership early
*  partner with clinics genuinely on conversion

* and build the consumer-facing equity that gives patients a reason to ask for the brand. Trying to
substitute one of these for another (for example

*  paying clinics to compensate for a weak consumer narrative) produces short-term unit movement

but no long-term position

The three failure modes

Most brands fail at the dual-engine model in one of three predictable ways:

* B2B only (the legacy trap): Strong clinical education, weak brand presence. Patients ask for
competitors. Clinics substitute freely. The brand becomes a commodity in the supply cabinet.
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*  B2C only (the D2C mirage): Strong consumer marketing, weak clinic partnership. Patients arrive
asking for the brand, but clinics recommend alternatives because training is insufficient or margins
are thinner. Awareness leaks out of the funnel.

e Disconnected dual (the most common failure): Both engines running but operating in silos. The
consumer team doesn't know what the clinic team is saying. The clinic team resents the consumer
marketing. The integration point (the consultation) is never designed for.
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SECTION

The Decision Journey

Where Your Brand Needs to Show Up

IN THIS SECTION

The six-stage decision journey
Brand role at each stage

The audit question
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SECTION 03
The Decision Journey

Where your brand needs to show up

The modern MENA aesthetic patient follows a decision journey with six distinct stages. Understanding
where your brand is present (and where it is invisible) at each stage is the starting point for dual-engine
activation.

THE SIX-STAGE PATIENT DECISION JOURNEY

01 02 03 04 05 06

TRIGGER S EXPLORATION S SHORTLIST S BOOKING CONSULT . ADVOCACY

BRAND ROLE BRAND ROLE BRAND ROLE BRAND ROLE BRAND ROLE BRAND ROLE

LOW HIGH HIGH MED PEAK HIGH

Stage 1: Trigger

A life event, photo, social moment, or aspirational exposure creates the question: should | consider an
aesthetic intervention?

Brand role: minimal. This is pure consumer territory, driven by culture, media, and peer behaviour.

Stage 2: Exploration

The patient begins consuming content on Instagram, TikTok, and Google. They follow accounts, save
posts, bookmark reels, and build a mental shortlist of brands, treatments, and clinics.

Brand role: critical. If your brand has no content presence here, you are invisible at the most expansive
stage of the funnel.

Stage 3: Shortlisting

They narrow their consideration set. They search for specific products by hame, check reviews,
compare before-and-after content, and start asking friends or DMs for recommendations.

Brand role:

* branded search
*  review reputation
* user-generated content

e and influencer credibility determine whether your brand is on the shortlist
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Stage 4: Consultation booking

They select a clinic, sometimes based on the brand, sometimes based on the practitioner, sometimes
based on location or referral. The booking is increasingly influenced by which brands the clinic is
associated with on social media.

Brand role: clinic partnership visibility matters. Brands that equip clinics with co-branded content show
up here.

Stage 5: Consultation & decision

The patient meets the practitioner. They arrive with preferences. The practitioner may confirm, redirect,
or offer alternatives. The decision is made collaboratively, rarely by doctor or patient alone anymore.

Brand role: the integration point. Practitioner training, confidence, stock availability, and commercial
terms all matter simultaneously. This is where B2B preparation meets B2C2B demand.

Stage 6: Experience & advocacy

The patient undergoes the procedure. The result drives their future behaviour. If they are happy, they post
content, refer friends, and become an organic brand advocate. If they are not, they become a risk.

Brand role: post-procedure content, loyalty architecture, and ambassador programs turn satisfied
patients into distributed marketing engines.

The audit question

Here is the diagnostic every commercial leader should run on their own brand this quarter:

At which of the six stages above does my brand have a deliberate, funded, measurable presence, and
at which stages am | simply absent and hoping the clinic will make up the difference?

Most brands, honestly audited, are present at stages 1 and 5 only, they run brand campaigns (stage 1)
and they invest in clinical training (stage 5). Stages 2, 3, 4, and 6 are where competitors are quietly
building advantage.
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SECTION

04

Engine 1: B2B

Engaging Clinics and Practitioners

IN THIS SECTION

* The five B2B plays that still work

*  What to deprioritise



MEDESTHS | STRATEGIC PLAYBOOK

Engine 1: B2B

Engaging clinics and practitioners

Engaging clinics and practitioners in a post-commodity market

The B2B engine is not dead. It is, however, radically under-performing in most MENA aesthetic brands
because it is still being run as if practitioners were the sole decision-makers. The B2B engine must
evolve from a pure clinical-education function to a commercial-partnership function that explicitly
accounts for the patient's role in the decision.

The five B2B plays that still work

01 Structured clinical education (not sporadic symposia)

Move from one-off sponsored events to a structured multi-tier education programme:
foundation trainings for new adopters, advanced workshops and masterclasses for
established practitioners, train-the-trainer certifications that turn your top KOLs into
multipliers, and international fellowship programmes for the most senior tier. The MENA
market is hungry for structured progression, and brands that provide a clear development
ladder become sticky partners. The single sponsored congress is a moment. A
continuous education programme is a relationship.

02 KOL architecture, not KOL transactions

Stop paying KOLs for individual talks. Build a tiered KOL architecture: local experts,
regional authorities, and international-tier figures, each with defined roles across training,
content, and advocacy. A well-designed KOL architecture creates a flywheel where each
tier pulls the next upward.

03 Commercial partnership over transactional supply

The clinics that matter most do not want another supplier. They want a partner who helps
them grow. That means co-investment in clinic-level marketing, shared patient acquisition
programs, and practical tools, patient education materials, in-clinic displays, referral
schemes, that measurably grow the clinic's practice.
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04 Practitioner digital enablement

Practitioners in MENA are increasingly building their own personal brands on Instagram
and TikTok. Brands that provide practitioners with professional content kits, approved
asset libraries, and co-branded post templates become the default brand the practitioner
features. This is one of the highest-leverage and most under-used plays in the region.

05 The data conversation

Clinics are now sophisticated buyers. They want to see patient demand data, search
trends, social share of voice, and regional performance benchmarks, because that data
tells them which brands will be requested by their patients next month. Brands that bring
this data into the sales conversation elevate themselves from vendor to strategic partner.

What to deprioritise

*  Generic gift-based entertainment budgets that no longer differentiate

*  One-off congress sponsorships with no follow-up activation plan

* Sales force visits that function as stock-check calls rather than strategic conversations

*  Printed clinical literature that nobody reads (digital equivalents perform 10x)
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SECTION

The Patient Pull Architecture

Brand B2C2B + Clinic B2C + Coordination

IN THIS SECTION

* Part A: Brand-led B2C2B (6 plays)

e Part B: Clinic-led B2C (5 plays)

e Part C: The Coordination Layer (6 plays)
* Three failure modes of coordination

*  What to NOT do: strategic trade-offs

* Four brand archetypes
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The Patient Pull Architecture

Brand B2C2B + Clinic B2C + Coordination

The patient-facing engine in MENA medical aesthetics is not a single channel. It is the coordinated
motion of two actors talking to the same patient at different points in the patient journey. The brand or
distributor builds category awareness and product preference. The clinic converts that awareness into a
booked consultation and a delivered procedure. Neither actor wins alone.

The brands that lead this category understand something most do not. The patient does not experience
brand marketing and clinic marketing as two separate things. They experience one continuous flow:

* aviral trend on Instagram

* aregional KOL endorsement
* aclinic's before-and-after Reel
*  a practitioner's explainer post
* a Google search

* and finally a booked consultation. The brand and the clinic are co-producing one journey. The
commercial leader's job is to design that journey deliberately

This section breaks the patient-facing engine into its three components: what brands do, what clinics
do, and the coordination layer that aligns them. Each component has its own plays. The competitive
advantage is in running all three in parallel.

We call this the Patient Pull Architecture™, the deliberate system of brand-led, clinic-led, and
coordinated activity that produces the only commercial outcome that compounds in this category: a
patient walking into a clinic and asking for your brand by name. The output of the architecture is
measurable. We call it the Pull-Through Rate (PTR), and it is covered in Section 7 as the single most
important number in this category.
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THE PATIENT PULL ARCHITECTURE

PART A PART B PART C
Brand-led Clinic-led Coordination
B2C2B B2C Layer
6 plays 5 plays VA
V

MEASURABLE OUTPUT

PULL-THROUGH RATE

the % of procedures where the patient asked for your brand by name

Part A. Brand-led B2C2B: how brands and distributors talk to patients

B2C2B is the most misunderstood discipline in this category. It is not direct-to-consumer selling. You
are not selling the product to the patient. Regulation, clinical safety, and category norms make that
impossible and undesirable. What you are doing is building brand preference in the patient so that when
the consultation happens, your brand is the one the patient asks for.

Brands and distributors that get this right run six concrete plays:

Al Build always-on owned channels that patients actually consume

Instagram and TikTok are the two non-negotiable platforms. Snapchat remains relevant
in Saudi Arabia. YouTube matters for deep-consideration content. The brand's owned
accounts must publish consistent, platform-native content, not repurposed print
campaigns. This is table stakes, not a differentiator, but most MENA aesthetic brands still
fail to execute it. The content mix that works: demystification posts, before-and-after
context, treatment journey explainers, FAQ-style reels, KOL-led education, and patient
testimonial content. The content mix that does not work: product-feature posts, clinical
specifications, and corporate brand films repurposed from regional headquarters.

A2 Run a structured three-tier influencer architecture

Influencer marketing in aesthetics is high-risk when unmanaged and high-reward when
structured. Build a three-tier program:
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* Authority voices. Practitioner-influencers with clinical credibility. They legitimise the science.
Their content drives consideration and trust.

e Lifestyle voices. Aspirational figures (regional and global) whose audiences match your target
patient. They drive awareness and create trends. The Huda Beauty effect, the Kim Kardashian
effect. This is where category-shifting moments are manufactured.

* Micro-advocates. Patients who post organically about their experience. They drive conversion.
Their content is more trusted than any paid placement, and the cost is a small ambassador stipend
or product-in-kind.

A3 Engineer category-defining trend moments

The most powerful B2C2B move a brand can make is to be the brand behind the next
viral aesthetic trend. This is not luck. It is engineered.

The brands that lead trends invest deliberately in three places: a small portfolio of high-credibility KOLs
who pilot new techniques publicly, a content production capability that can capture and amplify the
resulting moment within days, and a structured PR programme that pushes the story into beauty press
and regional lifestyle media (covered separately in A4).

When the trend lands, the brand that pre-positioned wins disproportionately. When the trend lands and
the brand is reactive, competitors who pre-positioned win the spillover. The window between trend
emergence and saturation is now measured in weeks, not quarters.

A4 Run a structured PR and earned-media programme

PR is the most under-used patient-facing play in MENA medical aesthetics, and it is one
of the highest-impact. The regional beauty and lifestyle press still carries disproportionate
cultural authority, particularly with female audiences in higher-income segments. A piece
in Vogue Arabia, Harper's Bazaar Arabia, or a quote in Khaleej Times confers a kind of
legitimacy that a sponsored Instagram post cannot. PR is also distinct from influencer
activity: the discipline, the audience, the assets, and the success metrics are different,
and treating PR as a sub-element of the influencer programme produces weak versions
of both. A serious PR programme in this category covers four streams:

* Beauty and lifestyle press placements. Regional Vogue, Harper's Bazaar, Cosmopoalitan, Elle,
Marie Claire, and equivalent local titles. Trend pieces, treatment explainers, expert quotes, founder
and practitioner profiles.

* News and business press. Khaleej Times, Gulf News, The National, Arab News, and the
regional business press. Industry analysis, market launches, partnership announcements,
category commentary.
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*  Awards, conference keynotes, and industry recognition. Third-party validation that no amount of
paid media can replicate. Aesthetic Industry Awards, regional business awards, conference
speaking slots, and editorial leadership lists.

* Reactive PR and crisis management. When an influencer activation goes wrong, when a
regulatory issue lands, or when a competitor takes a public swing, the brand needs a PR function
that can respond in hours, not days. The cost of having no crisis-PR capability becomes
catastrophic the first time it is needed.

PR is also one of the most valuable joint plays between brand and clinic. A practitioner from a partner
clinic quoted in a beauty press piece talking about a brand's product is worth more than a paid
placement, costs less, and strengthens both the brand's B2C2B position and the clinic's B2C position
simultaneously. This is covered as a dedicated coordination play in Part C.

A5 Manage branded search, review, and Arabic SEO

When a patient searches your brand name on Google or Instagram, what do they find?
For most MENA aesthetic brands, the answer is: outdated content, a half-complete
website, no review presence, and no Arabic-language SEO footprint. Branded search is
the cheapest, highest-intent traffic in the funnel, and it is almost universally neglected.

The minimum viable footprint includes an Arabic and English website that ranks for the brand name and
the major treatment categories, an active Google Business profile linked to clinic-finder logic, monitored
review presence on the platforms patients actually consult, and a paid-search programme that defends

the brand name against competitor bidding.

A6 Patient education as brand-building

The single most effective B2C2B content in MENA is demystification content: explainer
reels, myth-busting posts, before-and-after context, and FAQ-style content that treats the
aesthetic-curious consumer as an adult making an informed decision. Brands that
educate build trust. Brands that only sell build skepticism. The brands that win the next
decade in this category will be the brands that became the patient's most trusted source
of information about the category, not just about their own product.

Part B. Clinic-led B2C: how clinics drive their own patient flow

Clinic-led B2C is the other half of the patient-facing engine, and the half most brands ignore
strategically. Clinics in MENA are no longer passive recipients of brand-driven demand. They are
demand-generation businesses in their own right, running their own social media, building their own
brands, and competing for patients on the same platforms where brands operate.
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This is technically B2C activity. But strategically, it is one of the most important determinants of which
brands win in a given market, because the clinics that grow fastest become the most valuable channel
partners, and the practitioners who build the strongest personal brands become the KOLs that brands

compete to work with.

Smart brands do not compete with their clinic partners for patient attention. They invest in making

clinic-led B2C activity stronger, because every patient a clinic acquires is a patient the brand can

convert if the relationship is well-coordinated. The five plays in clinic-led B2C are:

B1

B2

Clinic-owned Instagram and TikTok presence

Every serious aesthetic clinic in MENA now runs at least an Instagram account, and
increasingly TikTok. The strongest clinics post 4 to 7 times a week with a deliberate
content mix: practitioner-led explainers, treatment showcases (within regulatory limits),
patient testimonials with consent, behind-the-scenes content that humanises the team,
and educational posts that address common patient questions. The clinics that treat
social as a marketing afterthought lose patients to clinics that treat it as a core
operational discipline.

Practitioner personal branding

The practitioner is increasingly the brand. Patients in MENA frequently choose a clinic
because of a specific doctor they have followed on social media, not because of the
clinic's institutional brand. A dermatologist with a strong personal Instagram following can
fill a clinic's appointment book by herself. This dynamic is reshaping how clinics hire,
retain, and compensate senior practitioners, and it is reshaping how brands build
relationships with the medical community.

Smart practitioners post a deliberate mix: clinical content that demonstrates expertise, lifestyle content

that humanises them as people, patient-result content (with consent and within regulation), and

educational content that positions them as a trusted authority on the category. The practitioners who do

this well become category-defining KOLs, and the brands that partner with them early win

disproportionately.

B3

Google Business profile, reviews, and local SEO

A meaningful share of new patient traffic in MENA still comes from Google searches with
local intent: 'best dermatologist in Riyadh,' ‘aesthetic clinic Dubai Marina,' ‘"Morpheus 8
near me.' Clinics with optimised Google Business profiles, active review management,
and local-SEO discipline win this traffic. Clinics that ignore it leave it to competitors. This
is one of the highest-leverage and lowest-cost activities in clinic-led B2C, and it is
consistently underinvested.
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B4 Paid local social and geo-targeted campaigns

Clinics that run paid social campaigns geo-targeted to their catchment area, with
conversion-optimised landing pages and direct booking flows, generate predictable
patient flow at predictable cost-per-acquisition. The strongest clinics in Dubai, Riyadh,
and Jeddah now treat patient acquisition as a paid-media discipline, not just an
organic-content one. Brands that understand this and provide creative assets, campaign
templates, and best-practice playbooks become indispensable partners.

B5 In-clinic experience as content

The patient experience inside a modern aesthetic clinic is a content opportunity.
Beautifully designed treatment rooms, clear pre-procedure education, post-procedure
care kits, and the way staff handle the consultation all become Instagram-able moments
that patients share with their networks. The clinics that design the experience deliberately
turn every patient into an organic content distribution channel. Brands that supply
branded patient-experience materials (welcome kits, post-care guides, branded treatment
room signage) ride the same wave.

Part C. The Coordination Layer: how brands orchestrate brand-led and clinic-led a

This is the play that separates serious operators from amateurs. Patient demand generated by
brand-led content is worthless if the patient walks into a clinic that doesn't stock the product, hasn't
been trained, or substitutes a competitor at the consultation.

Equally, a clinic running its own strong B2C program without aligned brand support gets less
commercial value from each patient than it could. The coordination layer is where the dual engine either
compounds into category leadership or fails into mediocrity.

Six concrete coordination plays, each run as a continuous discipline rather than a one-off campaign:

Cl Stock and readiness before every consumer campaign

Before launching a consumer campaign, ensure the clinics in the campaign's catchment
area have product in stock and trained practitioners. A campaign that drives demand to
under-prepared clinics damages both the brand and the clinic relationship. The discipline:
every campaign brief includes a pre-launch readiness audit of the top 20 clinics in the
campaign's geography. No readiness, no campaign in that geography. The brand then
publishes a public-facing partner-clinic finder that directs the demand to clinics that are
ready.
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C2 Joint promotional windows

When the brand runs a campaign, partner clinics should be running coordinated activity
in parallel: in-clinic posters, practitioner social posts, patient referral incentives, paid local
social ads using brand-supplied creative. The brand provides the assets and the
campaign timing. The clinic provides the local activation and the conversion event. This
co-ordination is what doubles or triples the conversion rate of a consumer campaign.
Brands that run their consumer campaigns in isolation and assume clinics will figure out
the alignment routinely lose 60 to 80 percent of the available conversion.

C?) Joint PR and earned-media moments

PR is one of the highest-leverage coordination plays in this category, and it is almost
universally under-used. When a brand secures a beauty press feature, a regional Vogue
trend piece, or a Khaleej Times commentary slot, the strongest move is to position a
partner clinic's senior practitioner as the expert voice in that placement. The brand wins
because the placement now features genuine clinical authority instead of a brand
statement.

The clinic wins because its practitioner becomes a media-recognised expert, which strengthens the
clinic's own B2C position and patient flow. The patient wins because they are reading credible third-party
validation rather than an advertisement.

This is the single play that produces the cleanest commercial value for both brand and clinic, and it is
the closest thing in this category to a true coordination flywheel: brand secures the placement, clinic
provides the voice, both parties amplify the resulting coverage, and the trust generated compounds
across future patient interactions for both parties.

C4 Co-branded content kits and asset libraries

Most clinic content production capacity is limited. A clinic owner is also running a medical
practice. The brands that win this category make it easy for clinics and practitioners to
produce strong patient-facing content by providing approved asset libraries, post
templates, video clip banks, carousel templates, and Reels with provided captions. The
brand controls the brand consistency. The clinic and practitioner add their own face,
voice, and local cultural fluency. Both parties win, and the brand becomes the default
product featured in the clinic's strongest content.
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C5 Practitioner enablement programs

A formal practitioner-enablement program treats the senior practitioners in your top
partner clinics as content collaborators, not just clinical customers. The program typically
includes: media training, content production support, regular brand-supplied content
briefs, KOL-tier participation in trend-engineering moments, and revenue-share
arrangements where appropriate. This is one of the highest-leverage investments a
brand can make, because the practitioner becomes a long-term content partner whose
output strengthens both the clinic's B2C engine and the brand's B2C2B engine
simultaneously.

C6 Shared measurement and the joint commercial conversation

The deepest coordination layer is shared measurement. Brands that share campaign
performance data with top clinic partners, and that ask for clinic-side conversion data in
return, build relationships that are operationally and commercially sticky. The annual joint
business review with each top-tier clinic partner becomes the forum where the next year
of coordinated activity is designed. This is what moves a brand from 'one of several
suppliers' to 'the strategic partner we plan with.'

The three failure modes of patient-facing coordination

Brands fail at the patient-facing engine in three predictable ways. Use this as a self-audit:

THREE FAILURE MODES OF PATIENT-FACING COORDINATION

X X X

THE SILENT THE COMPETING THE OVERPROMISING
PARTNER VOICE CLINIC
Brand activity exists. Brand and clinic post Clinic makes claims
Brand does nothing overlapping content into that outrun what the
to enable the clinic. the same audience. brand can clinically support.

What to NOT do: the strategic trade-offs

A strategic playbook is incomplete if it only describes what to do. The harder discipline is naming what
the brand must consciously not do. Most failures in this category come not from missing a play but from
trying to run incompatible plays simultaneously and producing weak versions of both. Three trade-offs
every commercial leader must make explicit:
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*  Premium clinical authority OR mass influencer-led demand. Pick one as primary. A brand cannot
credibly hold the most clinically authoritative position in the category and simultaneously run
mass-market lifestyle-influencer activity. The audiences read the signals differently and trust
erodes on both sides. Choose primary, support with secondary.

e Depth in top clinics OR breadth across the market. Pick one for the next 18 months. Going deep
with the top 20 clinics in a market produces a different commercial pattern than going broad with
200. Both are valid strategies. Trying to do both at once typically produces a weak version of each,
because the sales force, the marketing investment, and the partnership economics work differently
for each pattern.

* Lead trends OR ride trends. Pick one as the brand's identity. Some brands are built to lead
category-defining trends (high-cost, high-risk, category-shifting upside). Others are built to ride
trends fast and well (lower-cost, lower-risk, follower upside). Both can win. Brands that try to do
both end up doing neither, because the budget allocation, KOL partnerships, and PR posture
required for each are different.

These are choices, not balances. The brands that make them explicitly and
commit win. The brands that try to keep all options open are the brands that
get displaced by competitors who chose.

How four brand archetypes apply the model differently

The dual-engine model applies universally in MENA medical aesthetics. The relative weighting of plays
does not. A brand's starting position determines which plays compound fastest and which plays are
wasted. Four archetypes worth knowing:
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FOUR BRAND ARCHETYPES -

1 THE NEW ENTRANT
B2C2B FIRST

Build patient awareness;
clinic relationships follow.

3 THE MASS-MARKET BRAND
DEEPEN B2B

Strong consumer; weak clinic.
Reinforce the B2B floor.

HOW EACH APPLIES THE MODEL

2 THE CLINICAL BRAND
B2C2B URGENT

Strong B2B; weak consumer.
Double down on B2C2B now.

4 THE PORTFOLIO DISTRIBUTOR
BOTH ENGINES

Operates across categories.
Needs both engines mature.

Regulatory and cultural guardrails

All three parts of the patient-facing engine operate within specific regulatory and cultural boundaries
that must be respected. This includes local health authority content guidelines (MOH in Saudi Arabia,
DHA/MOHAP in the UAE, and equivalents across the region), restrictions on before-and-after imagery
in certain markets, and cultural considerations around how aesthetic treatments are framed, particularly
for female audiences in more conservative markets.

A well-built patient-facing engine is not in tension with these guardrails. It is designed within them. The
most successful MENA aesthetic brands and clinics treat compliance as a content discipline, not a
content limitation, and the strongest coordination programs include shared compliance training across
brand and clinic teams as a non-negotiable foundation.
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SECTION 06

Content & Channel Architecture

What to publish, where, how often

What to publish, where, how often, and for whom

This section provides the operating architecture: a simple allocation matrix you can adapt to your
brand's category, budget, and maturity stage.

The content-channel matrix

Channel

Primary audience

Content type

Cadence

Instagram (feed +

CES)

TikTok

YouTube

LinkedIn

Snapchat (KSA focus)

Owned website +

SEO

Clinic co-marketing

KOL + influencer

Patients, aesthetic-curious
consumers

Younger patients,
aesthetic-curious

Deep-consideration
patients, KOL content

Practitioners, clinic owners,
industry

Saudi patients, particularly
female

Shortlist-stage patients,
searchers

Patients of partner clinics

Both audiences depending
on tier

Education, transformation, brand
narrative, UGC amplification

Demystification, practitioner
collaborations, trend-native content

Long-form education, practitioner
interviews, patient journey

Clinical data, industry thought
leadership, B2B announcements

Lifestyle-integrated brand content,
influencer takeovers

Brand story, product pages, clinic
finder, Arabic + English SEO

Co-branded posts, in-clinic activation,
practitioner content kits

Authority content, lifestyle advocacy,
patient-ambassador stories

4-6 posts per week

3-5 posts per week

1-2 posts per month

2-3 posts per week

2-4 posts per week

(KSA)

Continuous

Ongoing per clinic

partner

Structured monthly
program

Use this matrix as a gap analysis. Any row where your brand is under-indexed represents a specific,
fundable activation plan for the next quarter.
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Measurement & The PTR

The six metrics that actually matter

What to track, what to ignore

The dual-engine model requires a dual-engine measurement framework. Most brands fail at
measurement in one of two ways: they track B2B metrics only (and are blind to their B2C2B
performance), or they track vanity B2C metrics (followers, likes, reach) that do not predict commercial
outcomes.

The six metrics that actually matter

Engine 1 (B2B) metrics

e Active clinic accounts and unit velocity per account, the only true measure of B2B health. Growth in
breadth (new accounts) and depth (more units per existing account) must be tracked separately.

*  Practitioner retention and progression, what percentage of trained practitioners are actively
prescribing 6 and 12 months after training? This is your true training ROI.

e Share of shelf and share of voice within key accounts, in a multi-brand clinic, what percentage of
relevant procedures are you getting? This is the real competitive metric.

Engine 2 (B2C2B) metrics

* Branded search volume trend (Google + Instagram search), the single best leading indicator of
patient-side brand strength. Track monthly, segment by market.

e Patient-initiated brand requests at partner clinics, surveyed quarterly with a sample of your top 20
clinic accounts. This is the hardest metric to measure and the most valuable.

e Share of aesthetic conversation (regional social listening), your brand's share of total category
mentions across Instagram, TikTok, and key forums, benchmarked against your top 3 competitors.

What to stop measuring

e Raw follower counts (growth is irrelevant without engagement and conversion)
* Reach and impressions in isolation (they predict nothing)

e Individual post performance as a primary KPI (the trend matters, not the post)

e Clinical congress attendance as a B2B success metric (attendance is not adoption)
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The signature metric: Pull-Through Rate (PTR)

THE PTR INDICATOR MAP

LEADING INDICATORS LAGGING INDICATORS

* Branded search volume * Clinic reorder velocity
* Share of conversation P I R * Market share growth
e KOL content output > > * Pricing power held

* Trend pre-positioning Pull-Through * Distribution compounding
Rate

Above all the metrics in this section, one number captures the entire thesis of this playbook. We call it
the Pull-Through Rate, or PTR: the percentage of procedures in your partner clinics that began with a
patient asking for your brand by name.

PTR is the operational output of what we call the Patient Pull Architecture:

* the deliberate system of brand-led B2C2B activity
e clinic-led B2C activity
* and the coordination layer between them

e designed and run together to maximise the percentage of patient-initiated brand requests at the
consultation

The architecture is what you build. The PTR is what you measure. Brands either build the architecture
and grow their PTR, or they don't and lose share to brands that did. There is no third path that produces
durable category position.

Why PTR is the single most important number in this category

Every other metric in this playbook is either a leading indicator of PTR (branded search volume, share
of conversation, KOL output) or a lagging indicator of PTR (clinic reorder velocity, market share, pricing
power). PTR is the metric that sits at the centre, because it captures the only commercial outcome that
compounds:

* A brand with high PTR has pricing power. Patients asking for the brand by name make
discounting a clinic-level choice, not a brand-level necessity. The brand can hold premium
positioning even when individual clinics discount.

* A brand with high PTR has clinic leverage. Clinics cannot easily substitute a brand that patients
are explicitly asking for, because substitution costs them patient trust and repeat bookings. The
brand becomes structurally harder to displace.
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* A brand with high PTR has compounding distribution. Clinics that are not yet partnered actively
seek the brand because their own patients are asking for it. The brand's distribution grows without
proportional sales force investment.

A brand with low PTR has none of these advantages. Its clinic revenue is structurally fragile, its pricing
power is permanently contested, and its growth requires constant investment in clinic acquisition rather
than compounding through patient demand.

How to measure PTR in practice

Few brands measure PTR today. Most have never tried, because they assume it is unmeasurable. It is
measurable, just not perfectly. The discipline is triangulation across three signals:

*  Quarterly partner-clinic surveys. Ask your top 20 clinic accounts each quarter: of the patients
who chose our product this quarter, what percentage arrived already asking for it by name? This
produces a directly reported PTR estimate for the strongest part of your distribution.

* Branded promo codes and clinic-finder analytics. Track the volume of patients arriving at
clinics with brand-specific codes, finder URLS, or referral signals from brand-owned channels. This
produces a directly attributable lower-bound estimate of PTR.

e Branded search and social-listening correlation. Strong upward trends in branded search
volume and category share-of-voice are leading indicators of rising PTR. Use them to anticipate
PTR changes 30 to 60 days before they show in clinic surveys.

Combine these three signals into a quarterly PTR view, segmented by market tier. The brands that
institutionalise this measurement are the brands that catch share movement early enough to defend or
capture it.

The attribution problem (and how to actually solve it)

Here is the dysfunction every commercial leader recognises. The brand runs an Instagram campaign,
partners with KOLs, and produces visible buzz. Patients are clearly engaging. The campaign feels
successful. Then the question lands from headquarters: how many of those impressions actually
became procedures in the clinic? And the honest answer is that nobody knows.

This is the single biggest measurement gap in MENA aesthetic marketing. Consumer activity happens
in the brand's domain. The conversion happens in the clinic's domain. The two domains rarely share
data. The result is that consumer marketing budgets get justified on engagement metrics that everyone
privately knows are not commercial metrics.

The fix is not a perfect attribution model. That does not exist in this category. The fix is a deliberate,
layered system that triangulates signals well enough to make confident commercial decisions. Five
practical mechanisms, used in combination:
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* Branded promo codes and clinic-locator links. Every consumer campaign should drive to a
branded landing page or clinic-finder link with a campaign-specific code. When the patient
mentions or presents the code at the clinic, the lead is tagged to the campaign. Imperfect, but
trackable.

* Quarterly partner-clinic surveys. Every quarter, ask your top 20 partner clinics: of the patients
who chose our product this quarter, what percentage arrived already asking for it by name? This is
the gold-standard B2C2B metric, and most brands do not collect it.

* Reorder velocity correlation. Track unit reorder rates at clinic level against the timing of
consumer campaigns and influencer activations. A campaign that produces no measurable lift in
clinic reorder velocity within 60 days is not converting, regardless of impressions.

* Branded search lift. Measure Google and Instagram branded search volume in the 30 days
before and 30 days after every major campaign. A real campaign produces a visible, sustained lift.
A vanity campaign does not.

e Joint clinic-brand dashboards. For your top 5 to 10 partner clinics, build a shared dashboard
that combines brand campaign data with clinic-side conversion data. This is operationally heavy
but commercially decisive. The clinics that opt in become your strongest partners. The brands that
build this become indispensable.

None of these mechanisms is perfect on its own. Used together, they produce a defensible,
board-ready picture of B2C2B commercial impact, which is more than 90 percent of brands in this
category currently have.
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The 90-Day Activation Plan

Diagnose, Build, Launch

A structured rollout for brands starting or restarting the dual engine

The following plan assumes a brand that currently has an established B2B operation and needs to
stand up, or substantially rebuild, its B2C2B engine alongside it. The goal is not to rebuild everything in
90 days. It is to establish the foundation, produce early evidence, and create the operating rhythm that
can scale into year one.

Days 1-30: Diagnose and design

Audit current brand footprint across all six journey stages. Identify specific absences.

Audit current B2B and B2C measurement. Map what exists, what is missing, and what is being
measured but should not be.

Conduct practitioner interviews with 10-15 top accounts across markets. Ask specifically: how often
are patients naming our brand in consultation? Which competitors are being named?

Commission a regional social listening snapshot: share of voice, sentiment, top-performing content
types in the category.

Draft the dual-engine operating plan: content matrix, KOL architecture, clinic partnership model,
and measurement dashboard.

Days 31-60: Build and staff

Close the staffing gaps. A dual-engine model typically requires a dedicated B2C2B lead, a content
producer, and an influencer/KOL manager. If your structure does not have these roles, the engine
will not run.

Launch or relaunch your owned Instagram, TikTok, and YouTube with a committed 12-week
content calendar.

Onboard your first tier of patient-facing influencers with clear briefs, compliance guardrails, and
measurement expectations.

Redesign the sales force conversation to include patient-demand data. Equip reps with the new
narrative.

Build the clinic partnership toolkit: co-branded content assets, in-clinic materials, and referral
programs.
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Days 61-90: Launch and learn
*  Activate across both engines simultaneously. The integration is the point.

e  Establish the monthly dual-engine dashboard review. Non-negotiable forum. Attended by
commercial, marketing, and medical leadership together.

* Run the first quarterly patient-request survey with top clinic partners. Benchmark the baseline.

* |dentify the first two case-study clinics where the dual-engine approach is clearly driving revenue.
Document the playbook. Prepare to scale it.

*  Produce the 90-day review for senior leadership. Quantify early signals. Reset targets for the next
quarter.
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SECTION 09

The Eleven Mistakes

What MENA aesthetic brands are getting wrong

A diagnostic checklist

Use this list as a self-audit. If more than three of these describe your brand today, the opportunity is
larger than the risk.

01

02

03

04

05

Treating B2C2B as an extension of B2B.

The two engines need different talent, different content, different cadence, and different
measurement. Running them under a single legacy structure produces weak versions of
both.

Over-indexing on symposia and congresses.

These events still matter, but the marginal return on the sixth sponsored congress of the
year is far lower than the first properly built influencer architecture.

Ignoring Arabic-language SEO and content.

The single largest discoverability gap in the category. English-only digital footprints leave
meaningful portions of the UAE, KSA, and Egypt markets unreached.

Relying on a single KOL for the whole market.

The single-KOL dependency is a common structural weakness. Tiered KOL architecture
de-risks the program and expands reach.

Measuring followers instead of branded search.

Followers are a lagging vanity metric. Branded search is the leading commercial
indicator.
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06

07

08

09

10

11

Under-equipping practitioners for their own personal brand.

Practitioners who build their own brand will feature the products their partners help them
showcase. Brands that provide the tools win the feature.

Confusing in-clinic materials with brand activation.

Posters and pull-up banners are table stakes. They do not build preference in a patient
who arrived having already decided.

Running influencer activity without a compliance framework.

One high-profile compliance incident can set a brand back 12 to 18 months in a regulated
market. Structured programs reduce risk and increase quality.

Treating the consultation room as outside your control.

It is the most important commercial surface in the category. Brands that design for it,
through training, assets, and data, win the sale.

Reporting to headquarters using global metrics that do not fit MENA.

The MENA decision journey, channel mix, and regulatory environment are materially
different from Europe or North America. Global dashboards obscure local reality and
misallocate resources.

Falling into a price war.

The most common, most expensive, and most avoidable mistake in this category. When
clinics commoditise the brand by competing on procedure price, distributors respond by
discounting wholesale, and the brand's premium positioning erodes within two quarters.
Once a brand is on the discount treadmill, climbing back to premium is structurally very
difficult. The fix is not to refuse all discounting. The fix is to build the Patient Pull
Architecture (Section 5) and grow the brand's Pull-Through Rate (Section 7) so that
patients ask for the product by name regardless of clinic-level pricing tactics. Demand-led
pricing power is the only durable defence against a price war.
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What Happens Next

Four shifts reshaping the category, 2026 to 2030

The four shifts already in motion

A strategic playbook is incomplete without a view of where the category is going. The patterns
described in this document will not stay static. Four shifts are already underway, and brands that read
them early will define the next decade. Brands that wait for the shifts to become obvious will compete
on the terms set by competitors who moved first.

FOUR SHIFTS RESHAPING THE CATEGORY - 2026 - 2030

01 02 03 04

CLINIC CHAINS Al EDUCATION MEDICAL TOURISM PATIENT ECOSYSTEM
> > >
consolidation Al-driven patient digitisation & brand-owned
& power transfer pre-consultation platform competition compounding asset

Shift 1. The rise of clinic chains and the power transfer

MENA aesthetic clinics are consolidating. Chains, multi-location groups, and clinic-aggregator platforms
are accumulating both patient flow and negotiation power. The independent practitioner-owned single
clinic, which has dominated the category for two decades, is becoming the exception rather than the
rule in Tier 1 markets.

The strategic consequence: brands accustomed to negotiating with hundreds of independent clinics will
increasingly negotiate with a smaller number of larger commercial counterparties, each with
sophisticated procurement, branded patient programs, and the ability to shift portfolio commitments at
scale.

Brands that build account-management capability for chain-level relationships now will hold the
advantage. Brands that continue running clinic-by-clinic sales force motion will lose share.

Shift 2. Al-driven patient education and pre-consultation

Al is already changing how patients research aesthetic procedures. By 2027, a meaningful share of
MENA patients will arrive at a consultation having already had a detailed Al-driven pre-consultation: a
conversational assessment of their concerns, a recommended treatment pathway, and a comparison of
brand options.
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The brand a patient asks for will increasingly be the brand the Al surfaces, not the brand the patient
saw on Instagram. Brands that build presence in Al-native discovery (structured data, branded
knowledge bases, partnerships with health-Al platforms) will be the brands that Al surfaces.

The brands that ignore this layer will become invisible to a generation of patients who never search
Google in the way the previous generation did.

Shift 3. Medical tourism digitisation and platform competition

Medical tourism is a structurally important sub-market for MENA aesthetic brands, particularly in Dubai
and Istanbul. The digitisation of this segment, dedicated booking platforms,
English-Arabic-Russian-Mandarin clinical content, Al-translated review aggregation, package-deal
pricing, is happening fast. Brands that build distinct strategies for medical tourism (different content,
different KOL partnerships, different distribution arrangements) will capture a high-value, high-margin
patient segment. Brands that treat medical tourism as a passive overflow of their domestic strategy will
leave that segment to faster-moving competitors.

Shift 4. The brand-owned patient ecosystem

The most ambitious brands in this category are starting to build owned patient ecosystems: branded
apps for treatment journey tracking, loyalty programs that work across partner clinics, branded
post-procedure care subscriptions, and direct relationships with patients that persist beyond the single
procedure. This is not direct-to-consumer selling.

It is patient-relationship infrastructure that compounds over years and dramatically raises the cost of
patient defection to competitors. The early-mover advantage in building this layer is significant.

Brands that build it now will own a category position that cannot be easily replicated by latecomers,
regardless of how much marketing spend they deploy.

The strategic question for the next 18 months

These four shifts are not optional. The only question is whether your brand is positioned to ride them or
to be displaced by them.

The strategic conversation a serious commercial leader should have with their team this quarter is:
which of these four shifts are we already preparing for, which are we ignoring, and which competitor is
moving first on the ones we are ignoring?

The brands that answer this question with strategic honesty in 2026 will be the brands that lead the
category in 2030.
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Next Steps & Advisory Paths

Where to go from here

Where to go from here

If you have read this far, you are likely one of three people. Each has a different next step.

If you are a commercial leader diagnosing your own brand

Run the audit in Section 3 against your brand this month. Then run the diagnostic in Section 9. The gap
between where you are and where the dual-engine model requires you to be will become obvious
quickly, and almost always produces a concrete, fundable plan for the next two quarters.

If you are considering a structural change to your commercial organisation

The dual-engine model has implications for structure, not just activity. Organisations that attempt to run
B2C2B inside a legacy B2B structure routinely underperform, not because the plan is wrong, but
because the people and the reporting lines are not designed for it. A short, focused organisational
design review is often the highest-leverage intervention you can make.

If you want direct, confidential advisory support

CXOnsiglieri provides senior commercial and brand advisory to medical aesthetics brands, distributors,
and clinic groups across MENA. Engagements typically take one of three forms:

* The Dual-Engine Diagnostic: a structured 4-week audit of your current model with a written
board-ready strategic review and 12-month activation plan.

* Fractional CMO engagement: ongoing senior marketing leadership for brands that need
executive-level commercial guidance without a full-time hire, typically 2-3 days per month on a 6-12
month horizon.

*  Project-based advisory: focused work on a specific initiative, KOL architecture design, influencer
program build, clinic partnership redesign, or regional market entry.

To discuss whether the dual-engine model fits your brand's current stage, or to explore a specific
engagement, the most direct route is to respond to the post where you requested this playbook, or
reach out through the CXOnsiglieri channels.

The MENA medical aesthetics category is in the middle of a structural shift. The brands that understand
it first, and build the operating model for it first, will own the next decade.
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