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Introduction

Each day, I walk—and work—in the shadow of death. It is a constant presence: lurking in the background of every conversation, darkening the scans where a cancerous mass has settled and spread, following me into the exam rooms where I meet with patients in twenty-minute increments. The rooms are designed to be sterile but serene, brightly lit with cream linoleum floors and a peaceful nature scene—a field of wildflowers, a bubbling brook—hung on the wall where a patient lying on the exam table can turn her head to see it. Even the medical gowns, made of seersucker in shades of pink and white, are designed to soothe, to engender a sense of calm. As if the woman on the table could imagine she’s somewhere else, somewhere nicer, like a spa.

As if she could forget why she’s here.

As if the shadowy presence of death, creeping and terrible, were something that could be ignored.

* * *

On this August morning in 2018, that shadow was darker and closer than ever, the fantasy of spa-like serenity nowhere to be found. The hospital’s breast cancer ward was busy, and noisy, with the whooshing and beeping of machines, the shuffling of doctors and nurses, and the low voices and occasional sobs that the drab brown privacy curtains hung around each patient’s bed did nothing to muffle.

I took a deep breath, bracing myself for the conversation to come. Patients often fear, as death approaches, that their doctor will give up on them—that we’ll have nothing more to offer when we can no longer offer the hope of a cure. But while the time may come when a patient’s targeted therapies stop working, an oncologist never stops caring. And this visit, one of the last I would ever have with my patient, was perhaps the most important. Instead of a hopeful prognosis or a new treatment plan, I was offering something more simple: my presence. Today I would make a series of promises: I will not leave you. I will manage your pain and ease your suffering. I will help you and your family face what’s coming. I will be with you until the end.

Ellen looked at me apologetically as I stepped around the curtain beside her bed. Her breathing was labored, and a series of tubes protruded from her abdomen and chest, a final, fruitless effort to drain the fluid that was filling her body, compressing her organs to the point of failure. Her eyes were tinged yellow with jaundice, and the skin of her sunken cheeks was as colorless as the flat, beige wall behind her bed. Her hair, which she’d always worn in a short, stylish pixie cut even before chemotherapy made her temporarily bald, was damply matted to her forehead.

Ellen’s downturn had come just four weeks earlier, six years after she first walked into my office with a metastatic, incurable breast cancer that had spread to her bones, liver, and lungs. For most of those years, I had prided myself on plotting a course of treatment that allowed her to not just survive but truly live: working for a nonprofit, mothering four teenage girls, and traveling extensively with her husband and family. Every smiling photo from one of Ellen’s adventures—standing with her girls at the top of a mountain or laughing with her husband at the base of a waterfall—was a victory for me, too. Her treatment had worked so well, for so long.

But today, Ellen’s adventures were at an end. The room itself felt like a liminal space, a place where my patient survived from ragged breath to ragged breath, the inevitability of her death weighing heavy in the silences between. I held her hand as she asked questions to which there were no easy answers: What it would feel like as she slipped away? Would she be scared? Would there be pain? When our conversation was finished, she squeezed my hand, and I lingered for a few moments longer, holding space for the unspoken.

Finally, I leaned in to hug her goodbye, one last time. I pressed my cheek to hers. I felt the dampness of her skin, the jangle of her fragile bones. I thought about how brave she had been, how wonderful, how alive, and wished I could have given her more time.

And then she said it. Not her last words, but the ones I’ll never forget.

“I’m so sorry for sweating on you.”

* * *

Ellen was not the first patient to say these words to me. As an oncologist specializing in the care of breast cancer, I have sat with thousands of women at the moment of diagnosis with this life-threatening disease. And in those first moments after I tell a patient she has cancer, no matter who she is, her responses almost invariably follow the same trajectory:

Am I going to die?

Why did this happen to me?

I’m so sorry for sweating.

Sweating is, of course, a normal physical response to stress—and nothing causes stress like a visit to the oncologist. No other illness stokes our fears the way that cancer does, and the women I see in my practice every day are invariably frightened: of suffering, of dying, of living in remission for years only to have their cancer recur. But the emotion I encounter most in the examination room, more potent and insidious than fear, is shame. The list of things for which patients have apologized to me over the years is both endless and obscene: these women are sorry not just for sweating, but for being sick, for having to seek treatment at all. They blame themselves for missed mammogram appointments, for failing to see their own symptoms, for not accurately diagnosing themselves with cancer amid the mad rush of full-time work, motherhood, caring for elderly parents, running a household. They are even ashamed of the side effects of the treatments and surgeries that allow them to survive. One of my most remarkable patients, a tough, no-nonsense woman of seventy-five who had raised thirteen children and worked all her life on a cattle farm, turned up at her postsurgery follow-up with something I’d never seen before: a flesh-colored adhesive nipple pasted over her mastectomy scar. When I asked her about it, she said she’d ordered it on the internet—for me.

“It’s so disgusting,” she said, referring to the scar. “I didn’t want to make you uncomfortable.”

In all my years of both training and practice in internal medicine and oncology, I cannot recall a male patient ever expressing this sort of shame. As a physician aiming to partner with women in their return to good health, I find this difference baffling.

As a student of medical history, I know that the discrepancy is far less mysterious.

The women who apologize to me for being sick are part of a medical legacy, passed down over hundreds of years and still visible today. From that legacy, a story has emerged. It’s a story about what a woman’s body should look like and how it should feel, in work, in play, in learning and thought, in sex, in motherhood, in sickness and in health—and yes, even on her deathbed. It is a story whose authors have long since left us, although their names and likenesses can still be seen in museums, on plaques, in textbooks that guide today’s medical students on their journey to becoming practicing physicians. And while the authors of this story were indeed men, that’s not the problem with it.

The problem is, the story is not true.

* * *

The physicians whose work shaped the world of medicine and women’s experience therein were like any of us: products of their own time and experiences, subject to influence not just by the mores of the moment but by their own emotional and social experiences with women, and the expectations of society vis-à-vis a doctor’s relationship with his female patients. On the former front, one finds a familiar litany of patriarchal concerns about women: their sexuality, their work, their reproductive abilities, the dangerous possibilities were they to ever become fully liberated architects of their own destinies. But on the latter, separate and apart from the physician’s own feelings about these threats, is the fact that any doctor who encouraged a daughter or wife to flout the proscriptions of polite society risked the wrath of the patient’s angry father or husband (who would, of course, refuse to pay the bill). Everyone has a master, after all, and the fault lies less with the individual men than with the system in which they lived and labored. Western medical storytelling has largely eschewed the discussion of women’s bodies, let alone elevated them as powerful, capable, or of equal worth to men’s. In the medical history that defines women’s “normal” bodily functions—as well as their pain, pleasure, strength, and intellectual capacity—the voices of women themselves are notably absent.

This was true two hundred years ago. It is still true today. We may have left behind the politics, economics, and emotions that shaped the lives of women throughout history—and particularly during the nineteenth-century period of medical discovery, which continues to define the practice of medicine two hundred years later—but they have not left us. This past is a presence in every doctor’s office and every research institution; in medical exam rooms, anatomy cadaver labs, hospital hallways, and operating rooms. It haunts our footsteps as we navigate the medical maze of women’s health that was built by men whose ideas about women, while sometimes well-intentioned, were limited at best, paranoid, misogynist, and abusive at worst. It was with me that day in Ellen’s room, as shadowy and omnipresent as death itself, lurking beside her as she lay dying. And sweating. And apologizing.

When women come to me for treatment, one of the most important questions I ask is this: What brings you joy? It’s a question that many patients find surprising; in our collective understanding of medicine, a doctor’s role is to treat disease and prevent death, not to express curiosity about what kind of life you wish to live. But seeing the full humanity of my patients is intrinsic to the practice of medicine. If I prescribe chemotherapy likely to cause nerve damage to a woman whose passion is playing the piano, if I assume that an elderly woman won’t be bothered by a cancer-suppressing medication that causes sexual side effects, if I focus on my patient’s survival at the expense of her living a joyful life thereafter—then I’ve failed.

This book is an extension of that same sacred duty: To lift the veil on hidden information. To shine a light into the shadows of this lurking, insidious legacy. To empower women with the tools they need not just to survive but to thrive.

When a woman thinks alone she thinks evil.

—Malleus Maleficarum, 1487

In the late fifteenth century, Catholic clergymen authored a remarkable document titled Malleus Maleficarum, or The Hammer of the Witches. Over the next several centuries, this document was used to hunt down and systematically murder tens of thousands of women who were accused of practicing witchcraft. These killings were a moral atrocity; they were also the start of a long-term movement to sideline women from medicine by making it dangerous, even deadly, to practice it. At this time, the rising power of the church was transforming all aspects of life, including healthcare, ushering in a vogue for faith-based healing in which the real cure for illness was confession and prayer. Generations of healers, mainly women trained in practical methods like botany, midwifery, and herbal therapies, were subject to torture and death. The Hammer of Witches was particularly explicit as to the threat presented by female healers who attended to reproductive care, pregnancy, and childbirth: “Witches who are Midwives in Various Ways Kill the Child Conceived in the Womb, and Procure an Abortion; or if they do not this, Offer New-born Children to the Devil.” (Perhaps unsurprisingly, the clergymen’s fear of midwives offering herbal abortions was second to another, more pressing concern: that witches had the power to “deprive man of his virile member.”)

While medical and scientific advances progressed for the next several centuries (and both faith-based healing and burning women at the stake fell out of style), the field of medicine would continue to be haunted by the misogyny and superstition that fueled the witch hunts of the 1600s. The scientific revolution buttressed a series of forward leaps in medical knowledge—germ theory, laboratory science, the burgeoning fields of statistics and epidemiology, and the rise of professional medical societies and schools, including the founding of the American Medical Association in 1847—but at the same time, women were increasingly sidelined from not just the practice of medicine but the study of it. American medical schools, modeled after their European counterparts, created a path to a new, prominent societal status for physicians; they also by and large explicitly forbid female applicants. By the turn of the twentieth century, women had been systematically shut out, including from the fields in which they had once been traditional knowledge bearers. It wasn’t just germ theory, laboratory medicine, and science; the field of midwifery, subsumed into the new specialization of gynecology, was now the exclusive purview of men.

From this moment, male doctors became unique, powerful shareholders and experts on women’s bodies—while women’s healing and knowledge were downgraded and dismissed as old wives’ tales. And in the coming years, the professional field of medicine would stratify along gendered lines into doctors on one side, nurses on the other: a world where male superstars performed miracles while female supporting actors mopped up the mess. The role of women was proscribed in medicine as in society, bolstered by the stereotype of the female nurturer: Doctors cured. Nurses cared.

Today’s medical schools do not exclude women—indeed, female medical students now matriculate in greater numbers than men—but the elevation of a masculine ethos in medicine persists even as the gender parity of those practicing it has improved. Academic medicine still celebrates authorship of scientific papers as the pinnacle of achievement; merely caring for patients conveys neither glory nor glamour. Women remain underrepresented and overlooked in medical research, even though many treatments interact differently in a female body than in a male one. And when controversies arise within medicine, they still break down along gendered lines in a way that invariably elevates a rational, traditional, masculine-coded approach over the squishy, feminine woo-woo: “Eastern vs. Western,” “natural vs. science-based,” “alternative vs. conventional.”

In the pages ahead, we will acquaint ourselves with the female body the way that doctors in training do—and the way that they have done since the dawn of medical specialization in the late nineteenth century. Physiology textbooks divide the body into eleven discrete organ systems: Integumentary, Skeletal, Muscular, Circulatory, Respiratory, Digestive, Urinary, Immune, Nervous, Endocrine, and Reproductive. In medical school, I learned that these systems taken together encompass the entirety of the human body—but experience has taught me that when it comes to women, the literature overlooks as much as it reveals. (For instance, an education in the female reproductive system leaves unspoken the matter of sexuality, and the sexual health of women as it exists apart from having a baby, as will become apparent in our chapter devoted to reproduction and sexuality.)

Together, we will shine a light on the female medicalized body—and illuminate the myths and blind spots we’ve unwittingly inherited through generations. We will go back in time to meet the legendary—and sometimes infamous—doctors who shaped the field of medicine, as well as the patients they cared for (or in some cases, didn’t). We will explore the sanitoriums of eighteenth-century Europe, the anatomy labs of Victorian New York City, the makeshift hospitals of the antebellum South. We will witness the dawn of women’s medicine in all its glory, and sometimes brutality, and rediscover the moments at which rapid advancements in medicine left crucial questions unasked, crucial knowledge undiscovered. And as we walk together through the past, I will draw upon my own experience treating thousands of women, as well as the testimony of expert leading physicians and scientists in their respective fields, to connect the dots whereby our medical past commands women’s medical present. Today, we are burdened not only by the legacy of ignorance, indifference, oppression, and subjugation toward women’s medical issues but also an entire system built around it: electronic medical records, insurance bottlenecks, and specialization have fragmented our understanding and treatment of the body, with women impacted most. In too many fields, the pathologies specific to women remain underfunded, under-researched, and frequently misdiagnosed.

* * *

The bias in medicine extends to female physicians as well as patients. Like so many women, my path into the medical profession has been littered with obstacles specific to my sex; I have been undermined, underestimated, and held to standards that my male colleagues are not. Even as medical schools boast graduating classes that are predominantly female, women lag far behind in leadership roles, and are paid millions of dollars less than men over the course of their careers. Female physicians are more likely to take on volunteer “peace-making” roles in academic institutions, and be pushed toward caretaking as opposed to leadership. Yet evidence shows that women also spend more time with patients, embrace more empathic roles, and connect with their patients better (resulting in better outcomes). One recent study revealed that women operated on by men have significantly worse outcomes, including death, than when operated on by women. (As for the men, their outcomes were the same whether a man or woman operated on them.) What such research reveals is not the inherent superiority of female physicians, but the way that gendered cultural norms may allow women to meet the needs of their patients more effectively than their male counterparts. Why is it that male physicians are more likely to interrupt their patients sooner than female physicians? Is it that women are expected to be better listeners, to interrupt less, to demonstrate emotion and empathy? What would happen if we built those expectations into every medical education, for every doctor, from the very beginning? What would medicine look like if all the female energy that was squeezed out and sidelined from it over the course of two millennia was allowed back in?

This is not to imagine a power struggle between healers and scientists, or suggest that modern medicine need incorporate moonlight chanting sessions and herbal therapies to achieve true equality for the sexes. Rather, it is to ask for a medical world that is more human, more holistic, more capable of seeing the patient as a whole person and not just a series of broken parts.

* * *

Thousands of years ago, a Viking warrior was laid to rest in a grave adorned with a sword, an axe, a spear, armor-piercing arrows, a battle knife, two shields, and two horses, all suggestive of a professional, high-ranking commander. When the grave was discovered in the late nineteenth century, experts agreed that this must be the burial site of an esteemed male warrior. It wasn’t until the 1970s that some scientists looked more closely at the remains and asked: Could these small, gracile bones be the remains of a woman?

The greater scientific community balked; the very idea of a female warrior was too ridiculous to entertain. And yet, fifty years later, a DNA analysis of the Viking skeleton by Stockholm University osteologist Anna Kjellström conclusively proved it accurate. It only took so long, and required so much, because the bones told a different story than the medical institutions and experts of the 1800s did. The skeleton was clearly female—but the men only saw what they wished to see, what they’d been taught to see.

History is also watching us. When the remains of today’s medical system are scrutinized by students centuries down the line, what will they understand about how we cared for women? Will we be curled up with our spoils, recognized for our strength, valued warriors in the fight against suffering and illness? Or will we be buried in the ruins of a broken system out of which we never found the strength to dig? I will not be alive to know the answer—but I feel compelled to try.

In Ukraine in 1919, my great-grandmother Pearl watched, clutching her children, as Cossacks murdered her husband in front of her. But when the soldiers turned back and reached for her son, she flung her body in between them, fighting tooth and nail. Her son was saved. Pearl was not so lucky.

The injuries she had sustained at the hands of the soldiers eventually proved fatal—but for the few months she survived after the assault, they were something worse. They were shameful. When my grandmother, her daughter, recounted the story decades later, she would not speak of them except to say that death was a blessing by comparison.

I think often of my great-grandmother, as I think of the patients I’ve known, and lost. I think of Ellen, apologizing on her deathbed. I think of how she wasn’t the first woman to do this, and won’t be the last.

But our last moments on Earth should not be imbued with fear, with stigma and shame—nor should the moments we live before. We need to stop apologizing for our medical needs, and start asking the questions that lead to better knowledge, better health, and better lives. We need to ask how to cultivate a relationship with our bodies that is not just comfortable, but joyful; how to know when something isn’t right and to advocate, not apologize, for our needs; how to navigate a healthcare system that will never be perfect but could be better; how to be as assertive, as informed, and as confident in the care we deserve in a doctor’s office as we are in the rest of our lives.

I have had too many women first ask these questions when they had months to live. I want us all to ask them now, unapologetically—and keep asking until we have the answers. This book is a tribute to women’s lives: the ones they lived, the ones they’ve lost, and the ones they deserve.

Let’s begin.





Chapter 1

Skin

Integumentary

It’s What’s Inside That Counts

The year is 1962. Timmie Jean Lindsey is twenty-nine years old, with bright blue eyes and dark hair styled in a short bouffant. Sophia Loren had the same haircut when she was photographed by Loomis Dean in the late 1950s: cropped close at the nape of her neck, curly and voluminous on top. On Loren, the cut was glamorous, tousled, and sexy. On Timmie, it’s practical: the cut hides her ears, which have always stuck out, and doesn’t get in the way when she’s at work, which is all the time. Her life story is short but already full of dead ends and missed opportunities: an impulsive marriage at fifteen, a divorce at twenty-six. She works at a factory now, on an assembly line. Most of her coworkers are women—the work, assembling circuit boards made of tiny, intricate parts, is easier if you have small hands—and most are like her, struggling to make ends meet. Six children, a factory job, a paycheck that simply can’t be stretched far enough to pay for everything they need.

It’s poverty that brings Timmie to the Jefferson Davis Hospital in Houston—poverty and shame. She’s been dating since her divorce, or trying to, but all she has to show for it are a series of broken hearts and two crummy tattoos, a red rose on each breast. Her last boyfriend, Fred, had encouraged her to get them while the two of them were on vacation, and Timmie impulsively agreed. Now, Fred is in the wind, but the tattoos are still there, reminding her every day of the failed relationship, the mistakes she made. The tattoos can be removed via microdermabrasion, but she can’t afford to pay for that, which is why she’s sitting in an examination room at the city hospital, where she qualifies as a charity patient.

Timmie wants the red roses gone. She wants the skin of her breasts unmarked, unblemished; she wants to scour all evidence—of the tattoo, the vacation, or Fred himself—from her life, and start fresh, as if it never happened.

She does not want breast implants.

She’s going to get them anyway.

* * *

The integumentary system is the body’s largest: its surface. Skin, hair, teeth, fingernails: all form a barrier between your vulnerable organs and the harsh, dangerous world, a system whose sole purpose is to protect what’s inside from the outside. As a result, integumentary medicine has a uniquely superficial component, comprising not only the treatment of rashes, lesions, and other malignancies but also the cosmetic, the aesthetic. Doctors primarily preoccupied with beauty are free, if they wish, to focus more on style than substance, on nipping and tucking and taking apart perfectly healthy bodies in the hopes that nature itself might be improved upon.

Unlike other chapters in this book, this is not a history of women’s health issues going overlooked, ignored, or misdiagnosed for lack of interest. Indeed, it’s a physician’s preoccupation with women’s bodies, women’s beauty, that has driven many of the advancements in the field—and sometimes without much concern for what the women themselves think about it. In the field’s infancy, male doctors found themselves empowered to act as both enablers and enforcers of women’s beauty, putting the stamp of medical legitimacy on the social pressure to be pretty. Today, the practice of cosmetic medicine is one that walks the line between empowering women to control their bodies and trapping them in a gilded cage of punishing beauty standards.

Despite its posh present-day connotations as a leisure activity for upper-class women, plastic surgery has its roots on the battlefield, and among men. The early patients were soldiers, and the field’s first and most dramatic advancements began as a quest to address the facial injuries resulting from trench warfare. The weaponry of the era—grenades, mortars, and machine guns—was unprecedented in its impact on a human body, both capable of inflicting massive injuries and more likely to blow up in a man’s face, literally. Many survivors were brutally disfigured, with missing eyes, shattered jaws, skin and bone sheared away, leaving a gaping black hole where a nose and cheek used to be. The legitimization of plastic surgery as a medical field coincides almost exactly with the return to society of injured veterans from World War I. The American Association of Plastic Surgeons was founded in 1921, the American Society of Plastic and Reconstructive Surgeons in 1931, and the American Board of Plastic Surgery in 1937. That latter institution signified a breakthrough: the following year, in 1938, the American Board of Plastic Surgery was officially recognized as a subsidiary of the American Board of Surgery.

At the same time, the advent of modern anesthesiology completely changed the nature of surgery itself as well as the patients who arrived in search of it. Before general anesthesia, the only way to have surgery was fully conscious (or, at best, in a stupor brought on by the use of alcohol or opium as a painkiller), and patients were strapped or held down so that they couldn’t flinch away when the cutting began. The notion of elective surgery was inconceivable; given the pain and horror involved, few people went under the knife unless absolutely necessary, and doctors confined themselves to operations that aimed at restoring normal function—chewing, swallowing, breathing—rather than physical appearance. But now, doctors could operate on pliant, unconscious patients who neither flinched, wriggled, nor screamed, and the promise of being able to sleep through the worst of the operation enticed an entirely new sort of person to the plastic surgeon’s office. The possibility of surgery as self-improvement emerged.

As the field evolved, surgeons began to divide into two camps: those who did reconstructive surgeries on damaged faces and bodies, and those who performed cosmetic procedures on otherwise healthy people. And here, the line between medical and moral authority began to blur. Doctors, long valued for their expertise in matters of health and healing, were now the arbiters of aesthetics, too. Beauty, as always, was in the eye of the beholder—but now, the beholder was holding a scalpel.

If soldiers whose faces had been torn away by bursting shell on the battlefield could come back into an almost normal life with new faces created by the wizardry of the new science of plastic surgery, why couldn’t women whose faces had been ravaged by nothing more explosive than the hand of the years find again the firm clear contours of youth?

—Max Thorek, MD, plastic surgeon, 1943

The patients for reconstructive versus cosmetic surgeries split noticeably along gender lines. Reconstruction was mainly the purview of men with facial disfigurements, and treated as a medical necessity even when the reason for the surgery was, in fact, social in nature: looking like a monster made a man unemployable, even if he was functionally capable of living and working normally. But the cosmetic surgeons, who mainly treated women, were seen as lacking legitimacy by the larger medical establishment: the reconstructive surgeons were doctors practicing medicine, while the aesthetic ones were quacks hawking shoddy and unnecessary procedures to ugly, gullible ladies.

And yet, an unattractive woman who improved her appearance did experience social and economic benefits, not unlike a man who’d had his broken face put back together again. For men, looking normal (if not explicitly handsome) was the key to remaining visible, employed, productive members of society. But for women, whose access to society was even more closely tied not just to looking normal but to being sexually desirable, cosmetic surgery promised to make the difference between a lonely, unhappy life on the fringes and a full, productive one as a wife and a mother. Men could have surgery and get a job; women could do the same and get a man.

The question was how to pathologize the plight of the unpretty woman, how to make a surgical intervention to improve her appearance seem like a matter of medical necessity, with all the same urgency and legitimacy of restoring the looks of a soldier whose nose had been sheared off by shrapnel.

* * *

It’s the spring of 1932, and a standing-room-only crowd has pushed its way into the Grand Ballroom at New York City’s Pennsylvania Hotel. The room is huge and ornate, lit by a massive crystal chandelier that hangs from a ceiling painted with a decorative art nouveau motif of interlocking circles. The open floor is flanked by thick columns that support a second-floor gallery area; between each column stretches a waist-high marble balcony decorated with intricate relief sculptures and an iron handrail on top. Every seat on the ballroom floor is filled, and so it is in this gallery where the remaining onlookers have clustered, pressing up against the handrails, all hot breath and warm bodies, clamoring for a view of the spectacle below. On a platform at the center of the room, blinking in the glow of two enormous klieg lights, stands J. Howard Crum, bespectacled and clad in a surgical smock with his sleeves rolled up above the elbow—but all eyes are on his patient, who reclines on a chair beside him. We know Crum’s name but not hers, and she is not just anonymous but shapeless: a white sheet drapes her body; a white turban covers her hair. The upper half of her face is hidden behind a paper mask with small, diamond-shaped cutouts that don’t quite line up with her eyes: only one is clearly visible, dark brown and staring out at the crowd that stares raptly back at her.

Crum has performed this operation for an audience before, in this same ballroom, as more than a thousand people looked on in amazement. His patient the first time was a sixty-year-old actress named Martha Petelle, a former beauty whose good looks were restored over the course of two days with a face-lifting procedure Crum calls the “Hollywood.” But this operation is something more, something special. The masked woman on his table today isn’t an actress, but a murderer, recently released from the prison where she served twenty years for killing her husband.

* * *

Years from now, Crum will write about this patient, remembering the day she arrived at his office: “Could anyone mistake the type shown so clearly and definitely in her face? On it the marks of her mental activities are carved as exactly as a sculptor would have chiseled them in stone.” To his mind, the connection between ugliness and criminality is obvious, even organic: when a woman so clearly looked like a bad person, how could she help but become one? And if an ugly face begat ugly character, then surely redemption could be found in beauty—and so, too, could the legitimacy of Crum himself as a practitioner of medicine. Someday, he believes, the gatekeepers of medical society will finally open their doors to doctors like him. They’ll see how wrong they were to shun him, dismiss him, call him a quack and a scoundrel. Someday, Crum is certain, the whole world will come to realize what the awestruck audience in front of him so intuitively understands: that some of the cruelest pathologies are the ones that only go skin-deep.

Crum’s patient sits, awaiting her transformation. Her expression, what little can be seen of it behind the mask, is placid. Her face has been numbed with novocaine. She’s ready: to be made new, made whole, to erase all traces of the person who took a man’s life and spent the past twenty years in a cage. To look like a woman who deserves a better life, and then, perhaps, to have one.

When the scalpel descends, when he begins to cut, she doesn’t make a sound.

Though plastic surgery cannot, of course, eradicate the inward signs and scars from the heart, there is no doubt that such a removal of the outward signs may do much to heal and restore a broken heart.

—J. Howard Crum, MD, 1933

J. Howard Crum became one of the most renowned and sought-after plastic surgeons of his era—and arguably the first celebrity plastic surgeon, decades before the idea became commonplace. He was the first to pioneer plastic surgery as a sort of spectator sport, and his public demonstrations seem an obvious harbinger of the social media accounts or extreme makeover shows where celebrity plastic surgeons advertise their transformative services today.

When the New Yorker wrote about his face-lifting procedure in July 1932, it was with amusement, admiration, and only the tiniest hint of snark: “He won’t do fat women, and does very few men,” the writer observed, going on to add that “a whole lot of lifted women have never admitted the fact even to their closest friends. They tell their snoopy husbands that they got cut in a taxicab.”

Perhaps because he was so far ahead of his time, Crum’s persona, practice, and philosophy proved just a little too wild for the folks at the American Medical Association; he never did gain admittance, or the respect granted to doctors in more “serious” medical disciplines. No doubt, he would have been fascinated to see how his showmanship eventually caught on with contemporary audiences: it’s impossible not to see the parallels between Crum’s belief that he could rehabilitate a murderer by making her beautiful, and the premise of shows like Extreme Makeover or the short-lived, sadistic reality TV freak show called The Swan. In the latter, “ugly” women spent three months in a mirrorless house undergoing not just multiple plastic surgeries but also coaching, dental work, and intensive therapy, until they reemerged transformed. The reveal would inevitably be preceded by the house therapist gushing about the contestant’s new lease on life, how her surgically sculpted face and body allowed her to begin the healing within.

And yet, Crum was also onto something when it came to the pathological nature of ugliness and its impact on women’s lives, a topic he remarked on in the 1930s in language that feels eerily (and maybe depressingly) contemporary: despite the “present world-wide emancipation of woman . . . a beautiful face is still reckoned as one of woman’s most valuable assets.”

The idea of a medical link between health, well-being, and beauty—a broken heart on the inside, a busted face to match—soon became central to the practice of elective cosmetic interventions on otherwise healthy women. Plastic surgeons sought science-based legitimacy for their field, and to distance themselves from squishy, subjective notions of aesthetics, by reimagining their work as something akin to psychiatry—only here, the mental problem had a surgical solution.

Suddenly, ugliness was no longer an aesthetic matter but a pathological one, a disease whose symptoms manifested as the psychological condition known as an inferiority complex. Unattractive features (or the effects of age) were increasingly reimagined as “deformities” that rendered the patient functionally incapable of living a normal life. The effort to lend scientific legitimacy to cosmetic surgeries resulted in some truly remarkable, and often racist, lines of reasoning: at one point, the criteria for diagnosing deformity was rife with racial stereotypes about the undesirability of “ethnic” features, as plastic surgeons claimed that remaking patients to look more generic (read: white) would save them from persecution, discrimination, and other psychological harms. Amusingly, doctors also argued that a patient need not actually be a member of an ethnic minority to derive psychological benefits from these procedures; medically speaking, they said, it was just as bad to look like a Jewish or Asian person as it was to actually be one. One of these physicians, Maxwell Maltz, even went so far as to suggest that a college student who had committed suicide might have been saved—if only he’d done something about his unattractively oversized nose.

In 1943, plastic surgeon Max Thorek waxed poetic on the lifesaving boon to mental health offered by the availability of cosmetic surgery: “the sudden hope, surging through feminine—and sometimes masculine—hearts, that where nature had been niggardly in her gifts of pulchritude, the knife of the surgeon could remedy the lack.”

Of course, it was always women who were seen to be at the greatest disadvantage for having been overlooked when nature was handing out pulchritude. The equation of female ugliness with the type of life-altering disfigurement that left former soldiers requiring surgery just to live normally only works in a world where a woman’s social value is inextricably tied to her physical appearance—and not only that, but to her sex appeal. And so perhaps it was inevitable that the plastic surgeon’s gaze, and scalpel, would eventually be aimed below the neck.

Frank was a very qualified physician, but he liked big breasts.

—Bernard Patten, MD, retired neurologist and friend of Dr. Frank Gerow, 2007

It’s 1962, and Dr. Frank Gerow has successfully installed the first silicone breast implant in an adult female patient named Esmeralda. It’s been three weeks since the surgery, with no complications . . . except, of course, that the bitch keeps trying to remove the implant by chewing through her stitches.

That’s the problem: Esmeralda is a dog. If Gerow is going to advance the practice of breast augmentation—and, perhaps more importantly, show up his colleagues at Jefferson Davis, who are currently at work on creating an artificial heart—he needs a human subject on whom to test his invention.

As luck would have it, Timmie Jean Lindsey and her tattooed breasts are waiting for him in an examination room right down the hall.

Gerow, along with friend and colleague Dr. Thomas Cronin, is working at the cutting edge of a new—and entirely unregulated—area within the field of plastic surgery. Breast enlargement is a procedure still in its infancy, and Gerow is sure he can improve upon the current available options, which look unnatural and feel even less so. It’s a trip to a blood bank that sparks his eureka moment: taking a bag full of blood in his hand, Gerow can’t help noticing that the tactile sensation is not unlike grabbing a woman’s breast.

Struck by the notion of filling actual breasts with bags full of, if not blood, then a bloodlike substance that would increase their size without looking or feeling unnatural, the next breakthrough comes when Gerow and Cronin learn about the existence of silicone. Silicone has the proper density, the right feel. Prior to this, doctors have tried injecting syringes full of silicone directly into a patient’s breast tissue, often using the young wives of medical students as guinea pigs. But the results have not been great; the silicone settles unevenly and then gathers scar tissue, causing painful hardening, even disfigurement. It’s the containment of the silicone within a sleeve that proves to be key. It’s this type of implant that Gerow and Cronin install in Esmeralda the dog—and then, not long after, in twenty-nine-year-old Timmie Jean Lindsey.

Gerow has already met Timmie once, when she came in to get her tattoos removed. Although she has no notions of enhancing her breasts, he can’t help noticing that she’s the perfect candidate: she’s young, she’s healthy, and she has a B-cup bosom that looks . . . well, the way breasts tend to look after a woman has had, and nursed, six children. But when Gerow asks his patient if she’d like a set of breast implants, she’s decidedly reluctant. Her breasts don’t bother her, and anyway, she’s heard the horror stories about women who’ve tried to have their breasts enlarged, through sponge implants or silicone injections. She even knows one of them, a cousin, who underwent the procedure only to report that her new breasts didn’t retain their shape and tended to migrate while she slept.

But it just doesn’t matter, not really, that Timmie Jean Lindsey doesn’t want implants. Her doctors want her to want them. They need her to. And when she demurs again, telling them that she would prefer to have her ears pinned back than her breasts enhanced, Gerow and Cronin counter that they’ll fix those, too—if she agrees to the surgery.

In the end, Timmie leaves the hospital looking quite different from the way she did when she came in: Her ears no longer stick out. Her tattoos are gone. Instead, she has a pair of subtle twin scars where they put the implants in—and a pair of not-so-subtle C-cups.

* * *

To the doctors involved in Timmie Jean Lindsey’s transformation, this was a happy ending: a successful surgery on a willing, though admittedly coerced, patient. When journalists at the Houston Chronicle hunted down Dr. Thomas Biggs, the sole surviving member of the surgical team, decades later, his recollection was rosy: “She trusted us without any hesitation,” he said. And perhaps by the time Lindsey was on the operating table, this was true—but the fact that the procedure was not her idea, that she indeed expressed her preference not to have it, seems to have gone overlooked.

Then again, Timmie Jean Lindsey was an atypical patient. Most plastic surgeons are accustomed to seeing patients who not only want to be there but who have sought their services independently. When the patient walks through the door of a plastic surgery practice, she is there with a purpose, a problem: a hooked nose, a drooping eyelid, a receding chin. There’s no medical mystery, no puzzling symptoms in search of an explanation. The patient brings their own diagnosis; the surgeon steps in with the scalpel.

This doctor-patient dynamic is not just unique but frequently gendered: most plastic surgery patients are women, and the majority of these receive treatment from male doctors. Other areas of medicine have seen great advancements in gender parity; this one, despite some incremental change, remains largely dominated by men. A 2017 study found that male plastic surgeons outnumber female ones at a ratio of five to one; the ASPS did not have its first female president until 2007.

As a result, the history of plastic surgery is primarily a story about male doctors operating on female patients. But perhaps more importantly, it’s a story about men with the power to make women beautiful, and the authority to decide what “beautiful” looked like. The development of new and improved plastic surgical techniques often finds advancements driven by the personal taste of a male doctor, not by what women wanted themselves, and female patients treated more like guinea pigs than consumers driving demand. For a given procedure to be developed, refined, and made ubiquitous has always depended on a man finding it interesting enough to pursue.

This is true of not just cosmetic procedures, but reconstructive ones—where the patient has been ravaged by something much more brutal than the simple passing of time. As late as the mid-1970s, many doctors believed that reconstructing the breasts of post-mastectomy cancer patients was a frivolous, unnecessary endeavor. The notion that women who had undergone radical mastectomy might be traumatized by the permanent disfigurement of their bodies was scoffed at, including by some of the most respected physicians at the time. T.A. Watson, a leading radiation oncologist treating breast cancer patients, wrote in 1966 that suggestible women were only professing to be devastated by the loss of their breasts because doctors insisted on asking about it: “We are frequently amazed at the therapeutic passions aroused by what is . . . an affliction of a superficial easily disposable utilitarian appendage.”

Watson’s attitude toward reconstruction, and to the women who wanted it, speaks not only to a serious dearth of compassion (“easily disposable utilitarian appendage”!!!) but a one-track mindset bent on aggressively eradicating disease, no matter the cost. Doctors were there to keep women from dying, not to ensure their quality of life thereafter—indeed, the reluctance to reconstruct a breast post-mastectomy stemmed in part from a fear among physicians that doing so would cause them to miss the recurrence of more cancer—and so their patients were simply expected to make peace with their breastless bodies; after all, per Watson, they hadn’t lost anything of value.

To be sure, Watson had critics among oncologists and surgeons at the time, and some doctors not only recoiled at his callousness but worked hard to advance less disruptive treatments—lumpectomy and radiation, for instance, rather than the total amputation of the breast. But the major advancement of breast implants as a reconstructive solution for women who’d undergone mastectomy was ultimately developed not by a doctor who treated cancer, but by a plastic surgeon who had a thing for big tits.

I’m so proud that it’s available to so many women. It’s not vanity getting reconstruction. I think it’s necessary. It puts them back whole again. I’m so happy if Dr. Gerow’s silicone implants are what started it all.

—Timmie Jean Lindsey, New York Daily News, 2012

Over the years, Timmie Jean Lindsey has often been sought out by journalists to reminisce about her role as Gerow’s guinea pig. The general wisdom and government regulations surrounding silicone implants have continued to evolve since Lindsey received the surgery; thousands of women ultimately filed lawsuits against Dow Corning, the manufacturer, claiming that their implants had caused connective tissue diseases and cancer, and the FDA hastily banned silicone implants from the market in 1992 (the moratorium would be lifted fourteen years later). But although Lindsey’s implants calcified over the years, she never had them removed. And when asked what she thinks about the surgery now, the thrust of her comments has been ambivalent. In one case, she said she saw it as a privilege to have been offered the surgery, seemingly unaware that she was giving the doctors something, too. And while she testified to the increased attention from men that her new breasts garnered, the interviews she gave as an older woman found her more comforted, and more proud, that her participation in this experimental surgery might have helped normalize the procedure for post-mastectomy patients.

Arguably, Gerow’s silicone implants did play a big role in reconstructive surgeries for women who’d lost their breasts to cancer. But Gerow himself never conceived of implants in such an altruistic capacity; he was just a guy who liked breasts, and especially liked the idea of making breasts bigger. The population he had in mind for his surgery wasn’t cancer patients but rather women whose bosoms sagged after childbirth.

Like so many of the men in this book, Gerow managed to positively impact his field not as a result of good intentions, but despite some deeply questionable ones. After he and Cronin finished patenting their implant technology, the men embarked on a quest to legitimize breast enhancement surgeries using the now-familiar logic that having small breasts was a life-limiting deformity. Gerow’s remarks from the Third International Congress of Plastic Surgery in 1963 leave no doubt as to where his priorities lay:

“For some years now, at least in the United States, women have been bosom conscious. Perhaps this is due in large measure to the tremendous amount of publicity which has been given to some movie actresses blessed with generous sized breasts. Many women with limited development of the breasts are extremely sensitive about it, apparently feeling that they are less womanly and therefore, less attractive. While most such women are satisfied, or at least put up with ‘falsies,’ probably all of them would be happier if, somehow, they could have a pleasing enlargement from within.”

If the notion that small breasts were a deformity in need of surgical correction seems absurd, it did not register as such within the field of plastic surgery. Doctors re-christened the condition of small-breastedness with the scary-sounding medical term “micromastia,” which quickly became ubiquitous in medical reference books and textbooks. Twenty years after Gerow and Cronin persuaded Timmie Jean Lindsey to let them place implants in her chest, the American Society of Plastic and Reconstructive Surgeons petitioned the FDA to deregulate silicone implants as a matter of medical necessity, describing small breasts as not just a deformity but a disease: “There is a substantial and enlarging body of medical information and opinion, however, to the effect that these deformities are really a disease which in most patients result in feelings of inadequacy, lack of self-confidence, distortion of body image and a total lack of wellbeing due to a lack of self-perceived femininity. The enlargement of the female breast, is, therefore, often very necessary to insure an improved quality of life for the patient.”

And so, while doctors like T.A. Watson were still decrying the selfish narcissism of women who grieved the loss of their “superficial, easily disposable utilitarian appendages”—even as he saved their lives—Frank Gerow not only pioneered the practice of breast augmentation but also instilled in the public consciousness the idea that it was a vital, even medically necessary procedure. He didn’t just enhance women’s breasts. He gave them permission to care about how their breasts looked, to believe that they were not easily disposable appendages but a valuable and vital asset to their womanhood, their health, their happiness.

Many people, not unreasonably, thought that the triumph of feminism would relegate beauty to a back seat so far as its importance in a woman’s life was concerned. But the power of beauty is unconquerable as love or death.

—J. Howard Crum, MD, 1929

There’s a Talmudic proverb that was once popularized by Anaïs Nin, the world-famous French diarist and bon vivant: “We do not see things as they are, we see them as we are.” But when Nin looked in the mirror, she saw something else: physical imperfections that were already holding her back, and would only further decrease her value to society as she got older. In fact, Nin underwent cosmetic surgery twice: a rhinoplasty in her thirties, a facelift sometime later. The nose job, which she had in the early to mid-1930s, was still quite uncommon at the time, and Nin was fully aware that she risked permanently marring her face in her quest to make it a little bit prettier; she wrote in her diary that she planned to cut ties with virtually everyone and withdraw from public life if the surgery went awry. And yet, waking up and looking in the mirror, her reaction was pure elation: “Then came the moment when I saw my nose in the mirror, bloodstained and straight—Greek!”

Long before casually nipping and tucking oneself came into vogue, Nin had the same intuitive understanding as Crum did as to the location of her social value: not in her heart or her pen, but on the surface of her skin. Also crucial to Nin’s understanding was that beauty was hers to pursue but not define—because beauty was not only about beauty, but desirability. And who decided what was desirable?

Men, of course.

A hundred years of advancement, both in feminism and medicine alike, has done nothing to resolve the tension surrounding cosmetic surgery. On the one hand, we imagine that women are empowered by the ability to change the way they look—except that this “empowerment” takes the form of complete and utter submission, the woman lying unconscious on a table while a person she barely knows with a blade slices into her pliant flesh. And what are we to make of the competing notions that beauty is the most superficial and shallow of pursuits, while at the same time being the greatest asset a woman can have?

Today, this paradox is best exemplified by the rise of the medical spa, a facility which fully inhabits the tension between medicine and aesthetics, health and beauty. But the medspa is just the latest iteration of a long tradition whereby a physician’s stamp of approval serves to lend a seriousness, a legitimacy, to beauty treatments: Palmolive, for instance, ran ads from 1946 to 1953 promoting it as a doctor-approved product, promising a “lovelier complexion” couched in the idea that clear skin was a sign of good health. It’s a pattern found throughout history. In 1962, a woman is talked by a breast-obsessed doctor into the implants she never knew she wanted; in 1983, the medical establishment evangelizes about the medical necessity of enhanced breasts; and by 2010, breast implants are the single most popular cosmetic surgery in the United States.

Plastic surgery is far more regulated today than it was when Dr. Gerow installed untested implants in Timmie Jean Lindsey’s chest in 1962. But the legacy of those early days is still with us—including in the process whereby a woman’s normal, healthy body is pathologized as a deformity in need of a surgical fix, and where the “ideal” is based as much as on what men desire as what women want.

This curves doll came in for a full tummy tuck and BBL with Liposuction360. She is only One Month post op and she is living for these results [image: image] Dr. Curves understood exactly what she was looking for [image: image]

—Andrew Jimerson II, MD, Instagram, 2022

His name is Andrew Jimerson, but everyone calls him “Dr. Curves”; it’s his handle on Instagram, where he promotes butt lifts, breast implants, and other cosmetic surgeries to more than half a million followers. The posts are playful, cheeky, unabashedly provocative. One video shows a patient sitting in an examination chair, looking ruefully at the camera above overlaid text that reads, I would never dance for a BBL. She shakes her head and slices her hand through the air in the universal gesture for “nope.” But then the video cuts to a photograph of Jimerson, smiling and handsome in his medical scrubs. The text overlay reads, What if I’m the doctor?

The video cuts back to the patient: she’s standing on the chair, her paper gown thrown open to reveal a black surgical thong and bra, gyrating and shaking, laughing and sticking her tongue out. The caption reads: Nowww you see if it’s by Dr. Curves that’s another story.

The post has thousands and thousands of likes, and hundreds of approving comments, most of them from women. A representative reply reads, Shit I’ll do more than dance for a bbl, followed by three laugh-crying emojis.

In any other field, it would be unusual if not obscene for a medical doctor to rely on his own sex appeal to sell his patients on an expensive elective surgery. But in a field where the doctor-patient relationship still so often breaks down across gendered lines, it remains the case that plastic surgery trends are closely tied to male desire, male notions of beauty—and that the women who seek out cosmetic surgery often fully embrace this dynamic. The opinion of a straight male doctor becomes a proxy for the desires of men at large; the plastic surgeon’s expertise is not just in medical technique, but in being able to tell his patients how they should look if they want to be wanted by men.

At the same time, the concept of beauty itself has undergone an extreme makeover, fueled by the rise of social media, the dawn of influencer culture, and the ubiquity of pornography, among other factors. In some cases, the new beauty standards are female-driven and arguably positive, corresponding with an increased diversity in the range of looks and body types that are considered desirable, as well as the increased accessibility and affordability of cosmetic procedures. We’ve come a long way from the days when doctors believed that looking too “ethnic” was a psychologically distressing deformity that required surgical correction.

But in many cases, the desires of men, their particular preferences, are still the elephant in the operating room. What breast implants were to the 1960s, the Brazilian butt lift is today—not only in terms of reshaping women’s bodies into a caricature of sexual desirability but also in the unregulated, Wild West–like atmosphere surrounding the procedure. As the popularity and visibility of BBLs exploded, so did a cottage industry of “discount” surgical facilities offering deals on multiple procedures, and unlicensed recovery centers that sell post-op patients on packages with names like The Dream, The Peach, and The Vixen (the latter includes round-trip airport transfers as well as transportation to and from the surgery, which patients make lying facedown on a mattress in the back of an unmarked van). Eventually, the situation got dire enough that the ASPS put together a task force to address it, standardizing techniques to improve the safety of the BBL—but before that happened, the procedure boasted a horrifying death rate of one in every three thousand patients.

And yet, women continue not only to seek out these procedures but actively participate in marketing them to future patients, showing off their results in videos that are edited, set to music, and blasted across the internet by their plastic surgeon and his social media team. Where Drs. Gerow and Cronin had to sell Timmie Jean Lindsey on implants after encountering her at the hospital, doctors like Jimerson reach women on social media, racking up thousands of views with photos and videos of patient transformations. The shift from breasts to butts in beauty culture has also inverted an existing surgical pipeline: where surgeons once augmented women’s breasts using fat grafts from their buttocks, the Brazilian butt lift reshapes the buttocks using excess fat from the upper body.

* * *

And then there’s labiaplasty, for which one of the most popular search terms is “Barbie vagina.” Like the breast implants of old, labiaplasty is the surgical solution to something that has only lately been deemed a valid problem: women who find their genitals visually displeasing, usually owing to asymmetrical or undesirably long labia minora. Recent years have seen a 40 percent increase in women having labiaplasties; even ten years ago, it was practically unheard-of. And while there are functional reasons to have the procedure (labiaplasty is especially popular among female cyclists, for whom protruding labia can cause discomfort and sometimes injury while riding a bike), the vast majority of women cite aesthetic reasons for wanting the surgery—raising the question of whose aesthetics, exactly, should dictate the appearance of a body part that is rarely in a position to be seen by anyone, including the woman herself.

The social factors that lead women to seek this procedure are myriad, but the willingness of doctors to provide it is another matter, one with uncomfortable callbacks to the early practice of legitimizing surgery by describing healthy, functional body parts as medical deformities. How many of the women who show up at doctors’ offices in search of labiaplasties would still choose to have the procedure if they knew that longer or asymmetrical labia are not outlying conditions, but something a majority of women have? How many doctors, knowing this, would still operate on patients requesting “Barbie vaginas”?

But while a medical education teaches doctors to recognize the diversity of “normal” shape and size when it comes to other body parts—including, notably, men’s penises—there is no analogous recognition of the normal diversity of women’s genitals, nor is that information available to anyone who might try to seek it out. The average medical student doesn’t see many vulvas; his education might include one elderly female cadaver, one mass-produced plastic model of female genitals, one anatomy textbook that serves only to teach how women’s genital structures functionally compare to men’s (the labia are analogous to the scrotum, the clitoris to the glans of the penis, and so on), and one limited gynecology rotation. There is virtually no instruction on anatomical diversity—a dearth of knowledge only exacerbated by the taboo surrounding physicians observing (or making comparisons between) the shape, size, and aesthetic appearance of a patient’s body parts. What may be good advice in some contexts—“don’t gawk”—is nevertheless transformed in this one into a problematic knowledge gap.

All told, the average graduate of a medical school is entering an industry in which female genital cosmetic surgery is on an unprecedented upswing—but with no concept whatsoever of how normal anatomy might vary from woman to woman, no basis for being able to reassure a patient on the fence about having surgery that there’s nothing medically wrong with her. What they have instead, based on some combination of personal experience and pornography consumption, is a highly personalized and probably misinformed notion of what labia are “supposed to” look like.

And indeed, we can’t talk about labiaplasty, or about its predominance in the field of plastic surgery, without talking about porn. Here, once again, we see how surgical standards come to be influenced not by what is healthy but by what is considered attractive: the average labiaplasty has very little to do with medical necessity and a great deal to do with what men like to look at. Doctors have long struggled to comprehend that women’s genitals might come in a normal diversity of shapes and sizes, in a history infused not just with misogyny but also no small amount of racism. Labiaplasty no doubt has its roots in culturally loaded notions of a “civilized” vulva versus a “savage” one, dating back to the eighteenth century, when the enlarged labia of some African women were christened the “Hottentot apron” and presumed to be a sign of race-specific sexual depravity.

One colonial traveler to South Africa in the late 1800s lamented that the women he encountered there were reluctant to indulge him in close examination of their genitals, seemingly surprised that a woman whose traditional garb left her legs and belly exposed would nevertheless not appreciate having her private parts ogled or groped by a stranger. Attempts to pay the women to be examined, he wrote, were “rejected with contempt by Hottentot maidens almost naked.” The women who consented were treated as human novelties, and often cruelly exploited. One woman, Sarah Baartman, was brought to England by surgeon Alexander Dunlop and displayed naked in public—or, for select wealthy families, brought to their homes, where patrons could pay to touch her. The indignity inflicted on Baartman persisted even after her death: instead of being buried, her remains were displayed at the Musée de l’Homme in Paris, along with a wax mold of her labia.

Modern medicine hasn’t done much better: in 1975, Professor Sir Norman Jeffcoate, a physician and former president of the Royal College of Obstetricians and Gynaecologists, compared elongated labia minora to a dog’s ears and concluded, erroneously, that women were causing the condition by masturbating too much. Almost fifty years later, the notion persists that longer labia are a reflection of depravity or sexual promiscuity, particularly among religious conservatives still fighting the purity wars. It’s not uncommon in 2024 to encounter a particular brand of viral post in which a picture of a ham sandwich with its meat spilling out is described as representing the vagina of a sexually experienced woman (usually any woman, although the meme is sometimes, bizarrely, specifically aimed at Taylor Swift).

Oddly enough, the cultural breakout moment for the concept of the “designer vagina”—which arguably heralded the popularity of labiaplasties—came in 2008, amid a sex scandal that resulted in the resignation of New York governor Eliot Spitzer. The escort with whom Spitzer had been involved, Ashley Dupré, was reportedly the possessor of “the most beautiful vagina in New York,” leading to much speculation about just what a beautiful vagina might look like. And even now, in the golden age of labiaplasties, the place where a person is most likely to encounter one of these perfectly symmetrical, understated vulvas is on a porn star (an irony that appears to be lost on the participants in this particular culture war). At the end of the day, medicine still has no standard for delineating what a “normal” vulva looks like—but the culture has entirely changed its mind about which types of labia ought to be put on display.

There is still some paternalism present in plastic surgery. But there are also patients who look for that doctor-patient interaction. They may be having surgery to appear more attractive to men, and they value the perspective of a male surgeon saying, “This is what you’re going to look like,” and “This is going to look great.”

—Aviva Preminger, MD, plastic surgeon, New York City, excerpt from interview 2022

The revision cosmetic breast surgeries Aviva Preminger performs—and she performs a lot of them—often stem from the same problem: they’re too big. Big enough to cause tissue damage, sometimes, or just bigger than the patient wanted. In some cases, the problem is subjective, and aesthetic. The doctor believed bigger was better, more beautiful, and the patient who preferred a smaller implant either acquiesced or just didn’t understand that she’d been overruled.

* * *

Preminger understands better than almost anyone how important it is to strike a balance between what is beautiful and what is possible, and to know when a cosmetic procedure might veer too far into impairing function. The too-large implants are one form of this; overzealous labiaplasties are another.

“The labia minora have a function,” she says—a fact that patients don’t always seem to recognize. If too much tissue is removed, the patient can experience chronic vaginal discharge, irritation, chafing, and debilitating pain. And worst of all, this is a problem with no easy solution; one of plastic surgery’s foundation principles is that it’s relatively easy to remove tissue from a body but extremely hard to add it back in. For this reason, when Preminger performs labiaplasties, she steers patients away from the “Barbie vagina” aesthetic that might create a medical issue where none previously existed.

In cases such as a botched labiaplasty or a too-big breast implant, the question of whose idea it was is ultimately irrelevant. Whether a woman was talked into an ill-advised procedure or requested one, it’s the job of Preminger and doctors like her to advise against it or fix the problem that someone else created.

* * *

On the other hand, there are still disturbing echoes of plastic surgeries past visible in the field today. It’s TikTok influencers posting advertorial videos about how Botox is a form of self-care; it’s a breast implant patient, with a surgical cap on her head and an IV already in her arm, shimmying for her doctor’s Insta followers before the general anesthesia kicks in; it’s the common understanding, little discussed but broadly accepted, that breast implant surgeries trend larger when performed by men.

One thinks again of Timmie Jean Lindsey, saying she would have preferred having her ears pinned to having her breasts augmented.

One thinks of her doctor, waxing nostalgic: “She trusted us without any hesitation.”

How do the doctors of Preminger’s breast implant revision patients remember them? Do they believe they gave the patient what they wanted? Do they think they knew better than she did what that was?

One need only compare numbers—the number of plastic surgeries done per year, versus the number of patients who return dissatisfied—to understand that cosmetic surgery now occupies a permanent place in our social fabric. Many women are choosing to have work done, and few ever come to regret it. The numbers have only increased as the procedures get better, and cheaper; the cosmetic surgeons whose practices once piggybacked off the facial reconstruction of mutilated soldiers have given way to medspas where licensed aestheticians dole out injectables to women on their lunch breaks. A delicate euphemistic vocabulary has sprung up alongside these new procedures: lifting, plumping, smoothing, filling. It all sounds so
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