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This article describes how management practices developed in the luxury retail sector
can be applied to the operational context of medical aesthetics clinics. The study was
conducted at the Arviv Medical Aesthetics clinic network (Miami, Florida, USA) between
2024 and 2026. The author, who has nearly six years of experience as a General Retail
Manager at LVMH / Starboard Cruise Services retail chain and heads a clinic without a
medical background, systematically implemented four management systems: an
inventory tracking and control system; a staff performance measurement and
accountability framework; an employee training and development program; and a
structured patient service quality standard. The numerical indicators were obtained
from reports of the medical information system over three years: the pre-intervention
year (March 2023 to February 2024), the first post-implementation year (March 2024 to
February 2025), and the second post-implementation year (March 2025 to February
2026). Annual revenue increased from $1,656,894 to $2,034,435 - and was sustained at
this level in the third year ($2,034,769) despite a deteriorating external environment.
Average revenue per patient visitincreased from $347.01 to $463.62. Expenses for goods
and supplies decreased by 22 percent. Staff turnover decreased. The percentage of
patients making repeat appointments rose markedly. The article separately examines
which retail practices can be transferred without modification, which require significant
adaptation, and which are simply impossible to apply in a medical setting. It also
describes the cultural resistance of medical staff and the specific measures that helped
overcome it. The study formalizes these practices into the Cross-Industry Clinical
Operations Adaptation Model (CICOA) - a four-system framework that classifies each
transferred practice by its transferability and integrates a behavioral component for
managing staff resistance - and demonstrates its reproducibility through independent
replication at four clinics, with results sustained independently of the author's on-site
presence. The model applies beyond medical aesthetics to dental clinics, beauty salons,
medical centers, and other highly personalized service organizations.
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Y 1i#i cTaTTi ONMUCYETHCS, SIK YIIPABIAIHCBKI IPAaKTUKH, pO3po6JieHi B ceKTOPi po3gpi6HOI
TOPTiBJIi peJMeTaMU PO3KOLIi, MOXKYTbh OYTH 3aCTOCOBAHI B onepaLiiHOMy KOHTEKCTI
KJIIHIK MeJIu4HOi ecTeTUKHU. JloC/iIpKEeHHS TPOBOAMIIOCS B Mepexi KiiHik Arviv Medical
Aesthetics (Maswmi, @aopupa, CIIA) mixk 2024 i 2026 pokaMu. ABTOp, KU Mae Maixe
wicTh poKiB JOCBily po60OTH reHepaJbHUM MeHeKepoM 3 po3/pibHoi Topriejai B
po3apioHil mepexxi LVMH / Starboard Cruise Services Ta o4oJito€e KJIiHiKy 6€3 Me JUYHOI
OCBITH, CHCTEMaTU4YHO BIPOBAAUB YOTUPH CUCTEMHU yIIPABJIIHHSA: CUCTEMY BiJICTE>KEHHA
Ta KOHTPOJIIO 3alaciB; cUcTeMy BHUMiploBaHHs edeKTHUBHOCTI pOGOTH MepCcoHaIy Ta
MiJI3BITHOCTI; MporpaMy HaBYaHHS Ta PO3BUTKY CIiBPOOITHUKIB; Ta CTPYKTYpPOBaHUHI
CTaHZAPT SKOCTi 006CAyroByBaHHA Nali€eHTiB. YUCIOBi MOKAa3HUKU OYJIM OTpPUMaHI 3i
3BiTiB MefuuHOI iHpOpMalifiHOl cHCTEMU 3a TPU POKU: PiK A0 BTpydaHHs (6Gepe3eHb
2023 - moTuit 2024), nepiunii pik nicss BpoBakeHHs (6epe3eHb 2024 — moTuil 2025)
Ta Jpyryi pik micsist BupoBapkeHHs (6epe3eHb 2025 - mrotuit 2026). Piuauit goxif 3pic
31 656 894 nosapis CLIA o 2 034 435 gonapis CLIA - i mifTpuMyBaBcs Ha IbOMY PiBHIi
npoTAroM TpeTboro poky (2 034 769 nmonapiB CIIA), He3Ba)kalOYMd HA MOTipIIeHHS
30BHilIHbOro cepenoBuiia. CepeHill foxXii Ha oJHe BiJBiAyBaHHs Mali€eHTa 3pic 3
347,01 po 463,62 poaapiB CHIA. BuTpaTu Ha ToBapu Ta BUTpaATHI MaTepiaiau
3MeHwuanca Ha 22 %. [lnuHHICTD KajpiB 3MeHWIMWJacd. BifcoTok mnauieHTIiB, fKi
3BEepTAITHCSI NOBTOPHO, 3HAYHO 3pic. Y cTaTTi OKpeMo pO3rJ/siIa€ThCs, Ki po3Api6bHi
NpPaKTUKMA MOXKHA NepeHecTH 6e3 MoaudikaLil, fKi moTpeby0Th 3HaYHOI ajanTarii, a
AKI NpPOCTO HEMOXJIMBO 3aCTOCYBaTM B MeAUYHHUX YMOBax. TakoX OMNUCYETbCA
KyJIbTYPHUH OIlip MeJUYHOT0 NepCcoHaly Ta KOHKPeTHI 3aX0/H, AKi JonoMorau Horo
nogonaatu. Jocnimkenusa ¢opmalisye Ui npakTUKU B Mixrany3eBy MoJenb ajanTarii
kJaiHiyHUX omnepanii (CICOA) - 4YOTUPHUCUCTEMHY CTPYKTYpPY, siKa KJacUIiKyE KOXHY
nepeZiaHy NMpPaKTUKY 3a il NpUAATHICTIO [0 IepeHeceHHs Ta iHTerpye noBeAiHKOBUH
KOMIIOHEHT /[ YIIPaBJIiHHA ONOPOM IlepCOoHaly — i JleMOHCTpPYE Ii BiTBOPIOBAHICTH
LIJIIXOM He3aJIeXKHOTO MOBTOPEHHS B YOTHUPbOX KJiHIKax, NpU IbOMYy pe3yJbTaTH
HiATPUMYIOTBCSA He3aJIeKHO Bijj IPUCYTHOCTI aBTOpa Ha MicLi. MozeJib 3aCTOCOBYETbCS
He Jidille B MeJUYHIM ecTeTUl]i, a 1 y CTOMAaTOJIOTIUHUX KJiHiKax, cajJloHaX Kpacy,
MeJUYHHUX LIeHTPaX Ta IHIIKMX BUCOKOINEpPCOHA/i30BaHUX CEPBICHUX OpraHisaLiax.

KJ/IIOYOBI CJ/IOBA

nepejiladya ynpaBJIiHCBKOTO JOCBiZly, MeJUYHA eCTeTHKa, po3/pibHa TOpriBJs
npeAMeTaMyd PO3KOILLi, yOpaBJiiHHS 3amacaM, CTaHAApTH OO6CJAyroBYBaHHS,
PO3BUTOK IepcoHaly, BUMIipHOBaHHS eQpEeKTHUBHOCTi, CTPYKTypa MiXrajayseBoi
nepejiadi, MoJiesIb onepariiHoi afanTariii, BiATBOPIOBAaHICTh Ta MacCIITA60BaHICTh.
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1. Introduction

The market for medical spas and aesthetic clinics is growing rapidly. According to Grand View
Research, its value exceeded $21 billion in 2023, and it is growing by approximately 15.6 percent
annually [8]. In the U.S., the number of active facilities in the industry is growing by 8-10 percent
annually, and total revenue exceeds $5 billion [1]. At the same time, the American Med Spa Association
notes that most of these facilities do not fully utilize their potential and lose up to 30 percent of potential
revenue [1].

In most of these establishments, no one systematically tracks whether patients return. Supplies
are ordered without clear inventory tracking. New employees figure out the work on their own. Doctors
have no idea how effective their practice is compared to their colleagues. The luxury retail sector has
developed proven tools for addressing each of these issues [1]. Scientific research confirms that
management experience from one industry can be transferred to another. The main danger lies in the
fact that an organization copies the outward appearance of someone else’s practices but does not adapt
them to its own conditions, and then the result is worse than if they had not borrowed anything at all
[6; 14]. This is particularly challenging in healthcare organizations, as the culture and values of the staff
differ significantly from those of the commercial environment [3; 12].

There is no documented example in the scientific literature of how luxury retail management
systems have been systematically transferred to medical aesthetics clinics and what specific results this
has yielded. This article fills that gap. Beyond documenting a single case, this article proposes a
generalizable model - the Cross-Industry Clinical Operations Adaptation Model (CICOA) - for
systematically transferring and adapting operational management systems between structurally
dissimilar service industries.

Research Objective - to describe and quantitatively assess the results of implementing four
management systems transferred from luxury retail to a network of medical aesthetics clinics in 2024-
2026, and to analyze how staff resistance was overcome during these changes. The study examines:
what the institution was like before the changes; what exactly was transferred and how it was adapted;
what numerical indicators were obtained before and after; what the cultural resistance was like and
how it was addressed; and where the line is drawn between what can and cannot be borrowed from
retail in the medical field. Finally, the study formalizes the intervention into a reproducible and scalable
framework applicable to other healthcare service organizations.

2. Literature Review

2.1. How Management Experience Is Transferred Across Industries

Argote and Fahrenkopf, studying knowledge transfer between organizations, showed that success
depends on four factors: the people who possess this experience, the tasks in which it is applied, the
technological tools, and the relationships among all participants in the process [2]. Szulanski and Jensen
introduced the concept of “superficial adaptation” - a situation where an organization adopts the
outward appearance of another’s practice but does not adapt it to its own conditions. According to their
data, this approach yields worse results than not adopting the practice at all [14]. Easterby-Smith and
her co-authors found that when transferring practices between different organizations, the greatest
obstacle is the difference in how people in these organizations understand their work and their roles
[6]. This gap is particularly pronounced between luxury retail and a medical clinic: a salesperson in a
boutique and a doctor understand their work and their responsibilities differently.

2.2. Management Systems in Luxury Service

Kapferer argues that companies in the luxury segment are capable of reproducing the same
quality in every customer interaction regardless of the specific employee, and operational systems are
the primary tool for this [10]. Forbes standards cover over 900 specific criteria — from staff appearance
to how to respond to a dissatisfied customer [7]. Heskett, Sasser, and Schlesinger demonstrated that
staff satisfaction and competence are the drivers of quality service, and that service quality directly
influences customer loyalty and financial performance. This relationship is confirmed across various
service industries [9].
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2.3. Management Characteristics in Medical Aesthetics Clinics

A medical aesthetics clinic is both a medical facility and a commercial enterprise. Brandao and
Ribeiro, in their study of this specific type of facility, found that the quality of clinical work and the
quality of patient care are equally important in determining whether a patient will return. A technically
flawless procedure paired with poor service does not retain patients [4]. Moons, Waeyenbergh, and
Pintelon, based on a review of the scientific literature, found that poor inventory management in medical
facilities is one of the main causes of unnecessary costs [11]. Collings, Mellahi, and Cascio, analyzing
large international companies, demonstrated that systematic identification of high-potential employees
and structured training are crucial for staff retention and performance in any service industry [5].

2.4. Challenges in Implementing New Practices in the Healthcare Setting

Nilsen, summarizing the scientific literature on change implementation in healthcare
organizations, identified staff cultural readiness as a decisive factor in whether new approaches will
take root [12]. Braithwaite and his co-authors demonstrated that in complex healthcare organizations,
no management idea is implemented on its own - even if it is technically sound - without persistent
work to overcome resistance from people and the organizational culture [3].

3. Problem Statement

This study introduces:

-a structured methodology for transferring luxury retail management systems into medical
aesthetics clinics;

—-a four-system operational adaptation framework that classifies each practice by its
transferability (direct transfer / metric substitution / clinical redesign / non-transferable);

—-a behavioral integration model for reducing staff resistance during organizational
transformation;

- empirical evidence of reproducibility and scalability, demonstrated by independent replication
across four clinics and by sustained results decoupled from the author's personal presence.

4. Methods and Materials

4.1. Research Approach and Data Sources

The study is structured as a detailed analysis of a single specific case, comparing indicators before
and after the changes. This approach is standard practice when studying complex management
interventions in real-world settings where a controlled experiment is not feasible [3; 12]. The primary
site was the Arviv Medical Aesthetics clinic in Miami. Clinics in Tampa and Ocala were involved to verify
whether the developed systems could be replicated in other settings. The fourth clinic in Coconut Creek
was in the process of implementation at the time of writing.

The numerical indicators were taken from automatically generated reports from the Zenoti
medical information system, which integrates medical records, appointment scheduling, billing,
inventory tracking, and reporting. Since the data is generated automatically by the system rather than
collected manually in retrospect, it is accurate and can be verified by an independent auditor. Staff
performance of daily tasks was tracked via the Prosp app, allowing the director to monitor the status of
each clinic in the network without being physically present there. Three consecutive years were selected
for comparison: the year before the changes - from March 2023 to February 2024; the first year after
implementation - from March 2024 to February 2025; and the second year - from March 2025 to
February 2026.

4.2. The Author of the Study and the Context

The author of the study served as General Retail Manager at a retail network at LVMH / Starboard
Cruise Services, leading a multi-specialist boutique team in which several members were subsequently
promoted into leadership roles under her management. The fact that the author has no medical training
is significant for this study: the changes could not have occurred due to clinical experience, which she
lacked, so they can be confidently attributed specifically to the management systems she implemented.



Kuzmichova, M. Public Management and Policy No. 5(21) (2026)

4.3. The State of the Clinics Before the Changes Began

When the author assumed the Facility Director role in March 2024, none of the four systems
described in this article had yet been formally implemented at the facility. Inventory tracking relied on
manually maintained spreadsheets without defined reorder thresholds, and periodic physical counts
frequently showed discrepancies against recorded balances. Individual provider performance was not
tracked against defined monthly targets, and no structured daily team meeting cadence was in place.
New employee onboarding consisted of a single day of informal shadowing, without standardized
training materials, assigned mentorship, documented competency standards, or a formal evaluation at
the end of the probationary period. No written patient service standards had yet been established.
Structured post-appointment follow-up and proactive outreach to lapsed patients were not part of the
standard operational workflow at that time.

4.4. The Four-System Operational Framework (Core of the CICOA Model)

The intervention is structured as four interacting operational systems. Within the CICOA model,
each system is classified by its transferability and linked to the others through shared data (the medical
information system) and shared accountability (provider-level metrics), forming a single operational
architecture rather than four isolated tools.

The first system is inventory tracking and control. The logic of retail inventory control has been
adapted for the medical information system so that material usage is linked to specific procedures and
specific doctors. This makes it possible to accurately calculate the cost of each treatment and identify
which doctors are using materials excessively. Orders are placed automatically as soon as the stock level
drops below five units. Two independent individuals cross-check each other’s work, and the director
conducts random spot checks. The expiration dates of clinical supplies are tracked separately: there is
nothing like this in retail, but for medical work, it is a mandatory requirement for patient safety. In the
retail environment, this level of discipline resulted in a level of unexplained losses of 0.19 percent,
compared to an industry benchmark of 0.6 percent.

Inventory Tracking " Staff Performance

and Control Measurement
Material usage by procedure Revenue per visit
Reorder points Consultation-to-treatment
Expiration-date tracking / Follow-up booking rate

Clinic Operational

Performance
Staff Training / \ Patient Service
and Development | Standards
Four-week protocol Greeting by name
Mentoring Follow-up calls
Quarterly evaluation | Re-engagement messages

Shared accountability; provider-level metrics

Figure 1. Interaction of Four Operational Systems within the CICOA Framework
Source: Compiled by the author.

The second system is the measurement of staff performance. At the facility-wide level, the
following are tracked monthly: total revenue ($205,000 target), revenue from the premium
membership program ($25,000), revenue from comprehensive treatment courses costing $2,950-
$3,850 ($65,000), sales of skincare products ($5,000), sales of gift certificates ($7,500), the percentage
of patients who book follow-up appointments (70 percent), and the number of new Google reviews (20
per month). Each provider is assigned an individual monthly production target ranging from $15,000 to
$85,000, calibrated to the scope of their practice, their clinical specialization, and their proficiency
across the facility's treatment offerings. In addition to metrics similar to those in retail, specific medical
metrics are tracked: the percentage of consultations that result in a treatment appointment; patient
conversion to premium membership; and compliance with the requirement to photograph the patient
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before and after each procedure. The structure of meetings remains unchanged: in the morning,
everyone receives a plan for the day; in the evening, results are reviewed; and the weekly review
combines performance analysis, training, and recognition of achievements.

The third system is staff training and development. Instead of a single “shadowing” day, a four-
week protocol has been introduced. In the first week, a new employee gets acquainted with the facility,
the team, and clinical protocols and is assigned a mentor from among experienced colleagues. In the
second week, they perform duties independently under supervision. In the third week, supervision is
gradually reduced. The fourth week concludes with an evaluation: an interview, a written test of
protocol knowledge, and role-playing exercises involving complex patient scenarios. Every 90 days, the
director independently evaluates performance across five categories, then compares the results and sets
goals for the next quarter. Commission rates on retail and treatment package revenue increase on a
tiered basis as monthly volume rises, but eligibility for each higher tier requires that the provider also
meet defined patient satisfaction and treatment-plan-quality thresholds - specifically a minimum
patient satisfaction score and documented confirmation that recommended treatments are consistent
with each patient's stated goals and clinical needs. As a result, a provider's personal income reflects not
only their commercial contribution but their consistency in delivering treatment plans aligned with
documented patient need and satisfaction, rather than sales volume alone. Achievements are recognized
publicly during team meetings: the top-performing provider is selected each month based on a
composite of production, patient satisfaction, and rebooking metrics, and the provider demonstrating
the greatest quarterly improvement across these combined measures is recognized separately.

The fourth system is patient service standards. Patients are greeted by name within eight seconds
of entering, offered a drink, and personally escorted to the waiting area - these standards have been
adopted from retail without modification. A significant structural change: the patient coordinator
introduces the new patient to the premium membership program before the patient meets with the
provider for the first time. This allows the provider to enter the office solely in the role of a clinical
specialist. Before the appointment, the provider receives a brief summary of the patient’s information,
so the patient does not have to repeat their story. The next appointment is scheduled right in the office,
without leaving the room. Within 24 hours after the procedure, the patient receives a phone call to check
on their condition. Two weeks later, they come in for a follow-up visit. The practice management system
automatically flags patients who have not returned within a defined interval, and a personalized re-
engagement message referencing their prior treatment history is sent inviting them to schedule a
follow-up visit.

5. Results and Discussion

5.1. Financial Results

In the year before the changes, the Miami clinic’s annual revenue was $1,656,894. After
implementing the four systems, it rose to $2,034,435 - an increase of 22.8 percent. In the second year
following the changes, revenue was $2,034,769 - virtually the same, even though external economic
conditions had deteriorated. The highest monthly revenue in the clinic’s history was recorded in May
2025: $205,151. Average revenue per visit rose from $347.01 to $463.62 - an increase of 33.6.

Patients began purchasing comprehensive treatment packages more frequently, upgrading to
premium memberships, and adding procedures during a single visit. Expenses for goods and
consumables decreased by 22 percent: thanks to automated inventory control, excess orders were
eliminated; thanks to tracking expiration dates, losses from expired products stopped; and after linking
expenses to specific providers, it became clear where materials were being overused.

5.2. Patients and Staff

The percentage of patients booking follow-up appointments rose from 41 percent to 52 percent
in the first year after the changes and to 60 percent in the second. The clinic’s Google rating improved
from 4.7 to 4.8, and the facility consistently received at least 20 new reviews each month. Staff turnover
decreased by 52 percent and remained at that level. All providers saw an increase in individual income.
Revenue from the premium membership program and treatment courses became a regular source of
income. The same documented systems were replicated in the Tampa and Ocala clinics, and a fourth
clinic in Coconut Creek was under implementation at the time of writing. Because the systems are
encoded in standardized documents rather than residing in the author's personal involvement, the

6
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architecture could be reproduced at each new site without the author being physically present. Six
external facilities - two beauty studios and four off-network clinics - are currently implementing these
approaches.

n Annual revenue g Average revenue per visit Additional outcomes
US dollars US dollars
3.000,000 - +22.8% 600 ~
va. bufore changes 29.8% / Highest monthly revenue:
ol way 2023 — $306,151
2.500,000 1 p Y 500 4 - “u
S20MA35  §2,054,010 £ ssLn
2.000.000 - ' ‘m 4 M “.
$1,696,894 $350.81
'! Expenses for goods and
1,500,000 300 4 o consumables: -21%
1,000,000 4 200 4 S
More frequent purchase of
500,000 100 4 o 94  comprehensive treatment
'.. packages, promium
0 0 membership, and
Bafors  YearTaftar  Yoar 2 aftar Bafcrn After additional procedures
changes  implamentation implementation changes Imglementation ‘ pee visit

Note. Expense reducton was associated with automated inventory control,
expiration-date tracking, and linking material use to individual clients.

Figure 2. Changes in financial performance indicators after the implementation of four
management systems in the Miami clinic
Source: Compiled by the author.

6. Discussion

6.1. What Can Be Transferred from Retail, and What Cannot

The CICOA model classifies every candidate practice into one of four transfer modes: (1) direct
transfer - the underlying logic is identical in both environments; (2) metric substitution - the purpose
is retained but the specific indicators are clinically reframed; (3) clinical redesign - no retail equivalent
exists and the practice must be built from scratch; and (4) non-transferable - the practice cannot be
moved without violating clinical ethics or law. This classification is the central decision tool of the
framework.

Some practices can be transferred as-is because they work equally well in both environments.
Revenue per hour worked, average ticket size, percentage of returning customers, inventory audits, the
structure of daily meetings, and mentoring principles - retail and medical clinics handle these the same
way, just using different terminology. Some practices retain their purpose, but specific metrics must be
replaced: the percentage of visitors who made a purchase becomes the proportion of consultations that
resulted in a treatment appointment; sales analysis by product category transforms into analysis of
patient enrollment in treatment courses; and service standard evaluations evolve into audits of
compliance with clinical protocols. There are practices for which there are no retail equivalents and
which had to be developed from scratch: tracking the expiration dates of clinical materials,
photographing patients before and after procedures, documenting complaints in accordance with
medical confidentiality laws, and escalating clinical complications to the medical director. Uncritical
copying is most dangerous in these situations: it can violate legal requirements or compromise patient
safety [14].

At the same time, there are aspects of the retail approach that cannot be transferred to medicine.
In retail, a salesperson strives to close a deal under any circumstances. In medicine, a provider cannot
recommend a procedure that a patient does not clinically need - and no performance metric system can
require this. A clinic director who builds an accountability system without understanding this boundary
risks harming patients. In retail, regular customers are given individual discounts and deals are made
informally; in medicine, such practices violate the law. In a boutique, a customer buys goods
anonymously; in a medical clinic, patient identification, a signed informed consent form, and the
maintenance of medical records are mandatory for every visit.
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6.2. Resistance from Staff and What Helped

Medical staff met individual revenue targets and public provider rankings with resistance. The
most common expression of this resistance was: “I'm a doctor, not a salesperson.” Retail terminology -
such as “upselling,” “funnel,” and “conversion” - exacerbated the situation, even though the very idea of
the system did not generally scare people. Staff perceived the dual inventory control system as an
expression of mistrust rather than a management standard.

The author replaced all retail language with the language of clinical values. “Upselling” became a
“comprehensive treatment plan,” “conversion” became the “transition from consultation to treatment,”
and “production plan” became a “treatment activity plan.” When the team heard those same ideas
phrased in terms closer to clinical work, resistance dropped significantly. Then they launched a monthly
contest: the provider with the highest monthly revenue received a cosmetic product. The reward was
deliberately chosen to be symbolic, not monetary - so that competition would arise in a format that
wasn’t oppressive or threatening. When the team saw their own results, they were more convincing
than any explanation.

One team member resisted more stubbornly than the others. The author assigned this person the
responsibility of developing specific metrics for the system. The person who built the metrics himself
eventually became their active advocate. At the same time, the author personally demonstrated service
standards in real-life situations. When a new patient came for an appointment and found that the
necessary device was temporarily unavailable, he refused to reschedule and headed for the exit. The
clinical staff was unable to stop him. The author intervened: she sincerely acknowledged the patient’s
dissatisfaction, explained that such things happen, and offered a free procedure instead of making him
wait, maintaining a warm, personal connection throughout. The patient stayed, received the scheduled
treatment, and signed up for a premium membership by the end of the visit. The team that witnessed
this received clear confirmation that service standards from the luxury sector actually work in a clinical
setting.

Table 1. Transformation of staff resistance into system adoption
Source of resistance

Initial staff perception Management response and behavioral result

The author replaced sales vocabulary with clinical language:
“upselling” became a comprehensive treatment plan,
“conversion” became transition from consultation to

treatment, and “production plan” became a treatment activity
plan. As a result, the same indicators became easier to accept.

Revenue targets and
provider rankings

Targets and rankings were
first read as pressure to sell,
not as a clinical
management tool. The
strongest reaction was: “I'm
a doctor, not a salesperson.”

Retail and sales
terminology

Dual inventory control

Internal competition

Persistent resistance
from one team member

Doubts about luxury-
sector service standards

Risk of losing
accumulated experience

Terms such as “upselling,”
“funnel,” and “conversion”
made the system feel
commercially aggressive.

Inventory control was
interpreted as mistrust
rather than as an
operational standard.

Direct financial competition

could have created tension
inside the team.

One employee opposed the
system more strongly than
others.

Staff did not immediately
believe that service
standards from the luxury
sector could work in a
clinical setting.

Without documentation, the
system depended too much

on the author’s personal
involvement.

Source: Compiled by the author.

The vocabulary was reframed around patient care, treatment

continuity, and service quality. Resistance decreased because

staff no longer perceived the system as contradicting medical
ethics.

Procedures were linked to material use, expiration-date
tracking, and provider-level accountability. The system
became less personal and more procedural.

A monthly contest was introduced with a symbolic reward, a
cosmetic product. This allowed competition to appear in a
non-threatening format.

The author assigned this person responsibility for developing
the metrics. Participation changed the employee’s position
from critic to advocate.

The author demonstrated the approach in a real patient
conflict: she acknowledged dissatisfaction, offered a free
procedure, and maintained a personal connection. The
patient stayed, received treatment, and joined a premium
membership.

A document library was prepared: role guidelines, service
standards, scripts, medical information system instructions,
inventory procedures, and quarterly evaluation forms. This

made replication possible in Tampa and Ocala.
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To preserve the accumulated experience, a library of documents was prepared: role guidelines for
each staff category, patient service standards, conversation scripts for every touchpoint from the first
call to re-engagement, step-by-step instructions for the medical information system, inventory
procedures, and forms for quarterly evaluations. This documentation is the main reason the system was
successfully replicated in clinics in Tampa and Ocala.

Sources of resistance Transformative mechanisms Adopted clinic outcomes
® Fear of safety and ® Step-by-step, phased rollout ® Higher staff acceptance
a new equipment in small segments
s o ® Proactive threat
® Fear of data exposure ® Make security's value clear oo |
v d -> and relatable -+
@ Conc
'va:m:o?ic?:st 2o ® Translate benefits into ® Better processes
prvacy wors famiiier torms across the clinic
® Skepticism about security ® Involve frontline users ® Sustained, resilient |
protocols and show leadership support environment for the future \
visually

Case logic: resistance is reduced when security is clear, and its value
is shown, not only when it is enforced.

Figure 3. CICOA Resistance Adaptation Model
Source: Compiled by the author.

6.3. Why the results of the third year are more important than those of the first

The fact that revenue remained virtually unchanged in the third year - $2,034,769 compared to
$2,034,435 the previous year - despite a deteriorating external environment is a more significant
indicator of the systems’ effectiveness than the growth recorded in the first year. Any management
decision can yield a short-term effect. The fact that the effect did not disappear once the novelty wore
off and conditions became more challenging indicates that the changes affected not the surface but the
essence of the relationship between the facility and its patients. Reichheld and Markey have shown that
the proportion of returning customers is a predictor of future revenue [13]: maintaining a high repeat
appointment rate and a 4.8 rating in the third year confirms that patients have become attached to the
facility.

The reduction in staff turnover is also significant from a purely clinical perspective: in medical
aesthetics, patients are often loyal to a specific doctor, and a doctor’s departure risks losing their
patients. People stayed because the four-week protocol eliminated the main source of stress for a
newcomer - uncertainty about what was expected of them. Written guidelines, quarterly evaluations
with feedback, and a tiered review committee made the link between effort and outcome tangible and
transparent. All of this aligns with what Heskett, Sasser, and Schlesinger described as the chain linking
employee satisfaction, service quality, and customer loyalty [9].

6.4. Reproducibility and Scalability

The framework'’s value lies not in the single-site result but in its reproducibility. Once codified into
the document library - role guidelines, service standards, scripts, system instructions, inventory
procedures, and quarterly evaluation forms - the system was transferred to the Tampa and Ocala clinics
and is currently being implemented in Coconut Creek and in six external facilities. Critically, the
sustained third-year performance occurred independently of the author's continuous on-site presence:
the daily-task application allowed each clinic to be monitored remotely, and the operational
architecture, rather than individual leadership, drove the outcome. This decoupling of results from the
originator is the defining property of a transferable, scalable management system. Beyond medical
aesthetics, the same architecture applies to dental clinics, multidisciplinary medical centers, and other
service organizations characterized by a high degree of service personalization, where clinical or
professional expertise must coexist with structured operational management.

9
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u Revenue dynamics B Patient loyalty indicators
US dallars
2,500,000 -
| $2,034,435 $2.034,769 Repeat appointment rate Patient rating
2,000,000 1
$1656894 _— NN ........
1,500.000 4 Stibde in 3 * * * * *
+ ° worse satemsd 6 0 %
1,000,000 4 envirooment 4.8 / 5.0
‘ 500,000 4
‘ 0 Sustained loyalty suggests that patients became
Before changes Year 1 Year 3 attached to the facility.

' Why the effect lasted

Clea L Bet |
Staff turnover F“"'”“lk npo:un’nnl uncm:l'my mv:; :‘um ‘ ,ﬂ:?,‘:,
m protoco for newcomers b and stress quadity loyaity ._’
J A o /
Gas O 2] | A |l
[ . - J ' . & - 3 L J K J
-529 % 5 ¥ ¥ 3 N i
() ! b ne v o e A 3 !
\ =

‘ v Written Quarterly evaluations Tiered review g
‘ = quidelines with feedback committee [Tt

@ Interpretation: long-term stability under more difficult conditions suggests that the systems changed
the underlying relationship between the clinic, its staff, and its patients.

Figure 4. Long-term stability of clinic performance after implementation of the management
systems
Source: Compiled by the author.

7. Conclusions

Luxury retail management systems can be successfully adapted to medical aesthetics clinics if
approached thoughtfully, rather than simply copying the outward form. The implementation of four
systems within the Arviv Medical Aesthetics network yielded the following results: revenue increased
by 22.8 percent and remained at this new level during the challenging third year; average revenue per
visit increased by 33.6 percent; material costs decreased by 22 percent; staff turnover decreased by 52
percent; the percentage of patients making repeat appointments rose from 41 to 60 percent.

For a clinic director who wants to borrow management experience from another industry, it is
important to understand that different practices behave differently. Some work without changes
because the principle of solving the problem is the same in both environments. Others retain their logic,
but specific metrics need to be replaced. Still others must be redesigned from scratch, as medical work
imposes requirements that do not exist in retail at all. If the director understands in advance which
group a specific practice belongs to, they do not waste energy trying to transfer what cannot be
transferred.

The main complication turned out to be a cultural barrier: providers view their role fundamentally
differently than salespeople in a boutique. Rewording retail concepts in the language of clinical values,
demonstrating standards through personal example in real-life situations, involving the most critical
team member in developing the systems themselves, and a short one-month pilot as a first safe step -
all of this together helped overcome this barrier.

It remains to be seen how well these same systems will work in institutions of a different profile
or in other countries. It is also worth investigating whether structured management systems influence
clinical treatment outcomes alongside financial ones. A standard tool for assessing the management
maturity of medical aesthetics clinics - similar to those existing in healthcare quality systems - also
needs to be developed.

The principal contribution of this work is not the documented financial result but the Cross-
Industry Clinical Operations Adaptation Model itself: a structured, reproducible, and scalable
methodology for transferring and adapting operational management systems between dissimilar
service industries, with empirically confirmed results.
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The model reframes the intervention from a successful managerial case into a transferable

framework available for systematic application and further validation. In doing so, it establishes a
structured approach to adapting management systems across industries, where no such formalized
procedure previously existed.
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