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Abstract The aim of the present prospective and descriptive
study was to assess the impact of facial aesthetic and recon-
structive surgeries on quality of life. Ninety-one patients, of
whom 43 had aesthetic surgery and 48 had reconstructive
surgery, were analysed. The data were collected using the
patient information form, body cathexis scale, and short form
(SF)-36 quality of life scale. There were significant differ-
ences between before and after the surgery in both groups in
terms of body cathexis scale and quality of life (p<0.05 for
both). It was observed that problems regarding the body image
perception were encountered more, and the quality of life was
poorer in both aesthetic and reconstructive surgery patients
before the surgery. However, the problems were decreased,
and the quality of life was enhanced after the surgery. Among
the parameters of SF-36 quality of life scale, particularly the
mean scores of social functioning, physical role functioning,
emotional role functioning, mental health, and vitality/fatigue
were found low before the surgery, whereas the mean scores
were significantly improved after the surgery. The results
revealed that facial aesthetic and reconstructive surgical inter-
ventions favourably affected the body image perception and
self-esteem and that positive reflections in emotional, social,
and mental aspects were effective in enhancing self-
confidence and quality of life of the individual.

Keywords Aesthetic surgery - Reconstructive surgery - Body
image perception - Quality of life

T. Yildiz (<)

School of Health, Namik Kemal University, Degirmenalti, Tekirdag,
Turkey

e-mail: tyildiz70@hotmail.com

D. Selimen
School of Nursing, Maltepe University, Maltepe, Turkey

Introduction

Beauty and its social reflections have remained on the
agenda of the populations from past to present and
succeeded to stay on the top [1]. Physical appearance
is quite effective on the lives of many people [2]. For
this reason, any change in body image perception may
cause social losses, such as job, status, and role losses,
along with the loss in beauty and attractiveness [1—4].
Body image perception is a picture of the body and all
body-related senses in mind. When an individual has
any deformity in his/her appearance or any dysfunction,
he/she experiences an inner conflict between the per-
ceived body image at that moment and the image
envisioned. Thought processes, performance, and self-
concept response of the individual are changed, and
self-confidence is lost along with the change in the body
image perception. Thus, it is important to improve body image
perception and deformity and dysfunction of the body in
shaping the body image perception and self-esteem. The
surgical treatment enhances self-confidence of the individual
and influences the quality of life [1, 2, 4-6].

The face has a symbolic importance in public and personal
relationships and is a window of an individual to the world. In
this regard, any dysfunction or deformity in the face
unfavourably influences the appearance and psychology of
the individual and leads to aesthetic concern [1, 7-11]. Facial
interventions in plastic, aesthetic, and reconstructive surgery
are the procedures in which aesthetic concern is high, partic-
ularly due to their impact on appearance [1, 12, 13].

The aim of our study was to investigate whether facial
aesthetic and reconstructive surgeries, which are important at
first sight, affect the quality of life and to determine whether
there are differences between patients who underwent aesthet-
ic or reconstructive surgery in terms of gender, socioeconomic
status, and education.
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Materials and Methods

The study population comprised 108 cases admitted to the
Plastic, Reconstructive, and Aesthetic Surgery Clinic of the
Marmara University Hospital between March 2008 and Au-
gust 2008 for facial aesthetic and reconstructive surgical in-
terventions. After 6 months of follow-up period, 84 % (n=91)
of the patients who were able to be reached constituted the
study sample; of the patients, 43 had undergone aesthetic
surgery and 48 had undergone reconstructive surgery.

After obtaining the ethics committee and the hospital ap-
provals, the patients were informed about the objective of the
study. The study was initiated after obtaining the written
informed consents of the patients.

The study was conducted using the patient information
form to assess the demographic characteristics of the cases
as well as the reasons of need for aesthetic and reconstructive
surgical intervention, the body cathexis scale (BCS) to assess
the level of body image satisfaction, and the short form (SF)-
36 quality of life scale for general health inquiry. The ques-
tionnaires were applied both before the surgery (just after the
admission) and 3 months after the surgery.

Data were analysed using the Stata: Data Analysis and
Statistical Software version 9.0 (Stata Corporation LP, TX,
USA). A p value of <0.05 was considered significant.

Results

Logistic regression model, which was performed for multi-
variable analysis of the cases that underwent aesthetic surgical
intervention as compared with the cases that underwent re-
constructive surgical intervention, revealed that the ratio of
female patients was five times higher, the ratio of university
graduates was 4.5 times higher, and the ratio of those with
high economic level was 15.6 times higher in the aesthetic
surgery group as compared with those in the reconstructive
surgery group (Table 1).

When the groups were evaluated in terms of the reasons for
undergoing aesthetic and reconstructive surgeries, 74 % (n=

Table 1 Multivariable analysis of aesthetic surgery cases versus recon-
structive surgery cases

Odds ratio  Confidence interval  p*

Age 0.95 0.89-1.08 0.086
Gender (female) 5.4 1.56-18.86 0.008
Education level (university) 4.5 1.10-18.27 0.030
Economic level (high) 15.6 2.22-111.17 0.006
Marital status (married) 0.47 0.09-2.43 0.360
Living area (metropolis) 1.51 0.30-7.60 0.610

*Data were interpreted at a significance level of p<0.05
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32) of the patients undergoing aesthetic surgery and 84 % (n=
40) of the patients undergoing reconstructive surgery
responded as ‘being uncomfortable with my physical appear-
ance’. Among the patients responding as ‘other’, three pa-
tients responded as ‘my self-confidence is enhanced’, one
patient responded as ‘at the insistence of my relatives’ in the
aesthetic surgery group and two patients undergoing recon-
structive surgery responded as ‘to look more beautiful to my
spouse’ (Table 2).

The mean BCS scores before and after the surgery were
153.44+15.36 and 166.81+16.91, respectively, in the aesthet-
ic surgery group, whereas it was 148.48+18.54 and 168.38+
13.59, respectively, in the reconstructive surgery group. There
was a significant difference between the BCS scores before
and after the surgery both in the aesthetic and reconstructive
surgery patients (p<0.001 for both). However, no significant
difference was obtained between the aesthetic and reconstruc-
tive surgery patients in terms of the mean BCS scores before
and after the surgery before intervention (/=-1.38, p=0.17)
and after intervention (=0.49, p=0.62; Table 3).

With regard to the distribution and comparison of the mean
SF-36 quality of life scale scores among aesthetic and recon-
structive surgery patients before and after the intervention,
‘emotional role functioning’ was found to be affected much
more negatively in the reconstructive surgery patients as com-
pared with that of the aesthetic surgery patients. While the
mean emotional role functioning score of the aesthetic surgery
patients was 44.96+43.57 before the surgery, it was 11.81+
27.06 in the reconstructive surgery patients; the difference was
statistically significant (=—4.41, p<0.001; Table 4).

Discussion

As a result of prolonged lifespan and increased value of
physical appearance, individuals attempt to slow down phys-
ical aging through aesthetic surgery and expect to remove
deformity and dysfunction formed due to congenital diseases,
trauma or tumour through reconstructive surgery [14]. Pre-
serving body integrity and admiration of the body has brought
forward the importance of having a positive body image
perception and the issue of a life of good quality. The facial
region accounts for the majority of aesthetic and reconstruc-
tive surgical interventions, which have been gradually increas-
ing in the recent years. In this sense, the power and multidi-
mensional impact of the facial region on physical appearance
is undeniable [4, 6, 11, 14].

In this study, we aimed to investigate the effect of facial
aesthetic and reconstructive surgeries on the quality of life and
to determine whether there are sociodemographic differences
between the patients who underwent aesthetic or reconstruc-
tive surgery. Logistic regression model performed for multi-
variable analysis demonstrated that the ratio of female patients
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Table 2 Distribution of reasons for undergoing aesthetic or reconstructive surgery

Reasons Aesthetic surgery Reconstructive surgery
group n=43 group n=48

Being uncomfortable with my physical appearance® 32 (74) 40 (84)

My disease/disorder makes me introverted/pessimistic* 3(7) 13 (27)

My family’s solicitousness due to my disease/disorder” 0(0) 4(8)

My family’s insouciance because of my disease/disorder 0 (0) 0(0)

Reaction of the people around me* 12 (28) 25 (52)

My disease/disorder negatively affects my social relations® 19 (44) 19 (40)

Thinking that I would feel myself better after reconstructive surgery® 23 (53) 17 (35)

Other” (self-confidence is enhanced) 4(9) 2 (5)

Data were presented as number (%). Percentages were calculated over 7 of the relevant column

#More than one response was given

was 5.4 times higher, the ratio of university graduates was 4.5
times higher and the ratio of those with high economic level
was 15.6 times higher in the aesthetic surgery patients as
compared with those in the reconstructive surgery patients.
Similarly, it has been reported that women account for the
majority of the cases undergoing aesthetic surgical interven-
tion in the literature. It is a known fact that women pay more
attention to their physical appearance than men. In our study,
the mean age of the aesthetic surgery cases was 32.7+
12.25 years while the mean age of reconstructive surgery
cases was 42.1+£17.00 years. For the patients who were over
60 years, the number of the patients who underwent aesthetic
surgery operation (n=1) was quite less compared with the
ones who were at the same age and had reconstructive surgery
(n=9). In fact, older women usually avoid aesthetic surgery
due to social pressure despite of the fact that the desire for
aesthetic surgery rises with increasing age. Furthermore, edu-
cation and economic levels of the aesthetic surgery cases were
higher than the reconstructive surgery cases. However, there
was no significant difference between the aesthetic surgery
and reconstructive surgery groups in terms of their marital
status and living areas.

It is a well-known fact that women place importance to
physical appearance much more than men [14]. The ratio of
cosmetic surgery has increased among the women in China

during 2000s [15]. Findik¢ioglu et al. [12] reported that 81 %
of the cases undergoing aesthetic surgery were women, and
71 % were university graduates. Jones and Vesely [16] report-
ed that 40 of 54 patients undergoing facial aesthetic surgery
were women. In their study, Bradbury et al. [3] determined
that 70 % of the cases undergoing facial reconstructive surgery
were women and paid more attention to their physical appear-
ance. Fidikcioglu et al. [12] conducted a study on patient
profiles and consisted of subjects of different sociocultural
levels and found that 71 % of the aesthetic surgery patients
had higher education level, whereas reconstructive surgery
patients were distributed in all education groups, being more
common (approximately 50 %) in primary and secondary
school levels [12]. In the present study, higher percentage of
women, as well as higher education and higher economic
levels, in the cases undergoing aesthetic surgery as compared
with those undergoing reconstructive surgery suggests that
aesthetic surgeries are more commonly performed in the pop-
ulations with high sociocultural and high socioeconomic sta-
tuses. Results are consistent with the literature and the results
of previous studies.

Considering the reasons for having aesthetic/reconstructive
surgery, the item ‘being uncomfortable with my physical
appearance’ had almost the same value for both groups. In
addition to this, ‘reaction of the people around me’ was nearly

Table 3 Distribution and comparison of the mean body cathexis scale scores of the aesthetic and reconstructive surgery patients

BCS Scores Before the surgery group After the surgery group t test ¥
Reconstructive surgery 148.48+18.54 168.38+13.59 -9.22 0.00
Aesthetic surgery 153.44+15.36 166.81£16.91 —8.11 0.00
ttest —-1.38 0.49

p* 0.17 0.62

Data were analysed by paired ¢ test and presented as mean=+standard deviation

BCS body cathexis scale

*Data were interpreted at the significance level of p<0.05
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Table4 Distribution and comparison of the mean short form-36 quality of life scale scores of the reconstructive and aesthetic surgery patients before and

after the surgery

Short form-36 quality Before surgery Statistical After surgery Statistical
of life scale significance significance

Aesthetic surgery Reconstructive Aesthetic surgery Reconstructive

n=43 surgery n=48 n=43 surgery n=48

Mean=+SD Mean+SD t p Mean+SD Mean+SD t p
Physical functioning 95.12+11.36 87.60+23.09 —2.00 0.049 97.91+6.75 92.50+17.69 —1.96 0.06
Social functioning 55.04+25.65 36.81+£22.12 —3.64 <0.001 81.40+10.77 82.64+10.48 0.56 0.6
Physical role functioning 77.33+40.76 44.79+46.11 —3.55 <0.001 95.93+12.11 89.58+21.78 —1.74 0.08
Emotional role functioning ~ 44.96+43.57 11.81+27.06 —4.41 <0.001 86.05+24.38 80.56+32.13 -091 04
Mental health 64.56+20.16 48.83+22.22 —3.52 <0.001 77.40+15.39 76.25+14.54 —0.36 0.7
Vitality/fatigue 65.35+£21.34 49.06+25.02 —3.32 <0.001 81.98+13.85 76.77£12.40 —-1.89 0.06
Bodily pain 89.92+18.59 62.96+33.16 —4.71 <0.001 99.48+2.37 98.84+5.25 -0.74 05
General health 78.14+18.97 59.00+21.67 —4.46 <0.001 82.33+13.30 73.02+14.63 -3.16 0.002
Change as compared with the 55.23+11.65 50.52+21.57 -1.31 0.193 63.95+23.97 79.69+16.03 3.72  <0.001

last year

Data were analysed by paired ¢ test
SD standard deviation

*Data were interpreted at the significance level of p<0.05

two times as high in the reconstructive surgery cases than the
aesthetic surgery cases. However, it was unexpectedly inter-
esting that the ratio of ‘my disease/disorder negatively affects
my social relations’ was almost the same in both groups. This
makes us think that aesthetic surgery patients are uncomfort-
able with their body images, and this perception forces them to
social isolation and shows that the cases are needed to be
assessed also in terms of body dysmorphic disorder. Another
interesting finding was that the response ‘thinking that I would
feel myself better after reconstructive surgery’ before opera-
tion was around 53 % in aesthetic surgery cases, but it was
around 35 % in the reconstructive surgery patients, which is
lower than expected. Furthermore, the reconstructive surgery
cases displayed higher level of after-surgery body image
perception than the aesthetic surgery cases, showing that the
expectations before operation were lower in the reconstructive
surgery cases than in the aesthetic surgery cases, but after
operation, the reconstructive surgery patients were more sat-
isfied with the changes in their bodies than the aesthetic
surgery patients. It should be noted that the possibility of
higher satisfaction level with surgery may be due to the fact
that the cases in our study did not include severe deformities.

Physical beauty is a subjective concept and is affected by
some criteria accepted by society. Each individual, female or
male, goes into the effort of beautification in accordance with
the current beauty perception of his’/her own population [1, 14,
15]. Findik¢ioglu et al. [12] reported that the reason for
surgical intervention was dissatisfaction with their own ap-
pearance (56 %) and health issue (38 %) in the cases under-
going aesthetic surgery, whereas it was mostly the health issue
(58 %) or recommendation of the physician (24 %) in the
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cases undergoing reconstructive surgery [12]. In the present
study, the fact that both aesthetic surgery and reconstructive
surgery patients mostly enounced ‘being uncomfortable with
my physical appearance’ as the reason for surgical interven-
tion may suggest that physical appearance is a very important
factor for an individual in terms of physical, social and mental
aspects. The results of the present study are in line with the
literature and previous studies.

Humans, who have used cosmetic products for ages for
beautification and to look more attractive, now adopt surgical
methods [2, 14, 17, 18]. Today, the importance of body image
perception in considering someone attractive or not is con-
spicuous. Castle et al. [10] reported that 56 % of women and
43 % of men were presented for aesthetic surgery in 1997.
They observed that the cases were satisfied with their body
image perceptions after surgery, and their self-esteem and self-
confidence were enhanced. The fact that the cases had realistic
expectations enhanced their satisfaction with surgical inter-
vention [10]. Many studies have revealed that aesthetic sur-
gery leads to favourable outcomes in terms of psychosocial
aspect [19-21].

Since reconstructive surgery is performed for medical re-
quirements, the expectations may be different. Papadopulos
et al. [22] compared levels of body image perception and self-
esteem before and after surgery in the patients and found body
image perception and self-esteem to be higher after the sur-
gery as compared with those before surgery. Bradbury et al.
[3] pointed out that body image perception was very important
for the reconstructive surgery patients, and there was a rela-
tionship between depression and dissatisfaction with their
body images. However, they found a remarkable decrease in
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these feelings after surgery. Findikcioglu et al. [12] suggested
that patients of various countries having different sociocultural
characteristics perceived surgeries and outcomes in different
ways. However, the fact that 38 % of aesthetic surgery patients
have undergone surgery for health issues and 18 % of recon-
structive surgery patients have undergone surgery for aesthetic
issues is an important indicator that the health expectation
from aesthetic surgeries and aesthetic concern in reconstruc-
tive surgery patients should not be ignored [12].

There are sociocultural differences worldwide between the
patients undergoing surgery because of aesthetic problems
and the patients undergoing surgery because of reconstructive
problems. The facial region is considered as an important
aesthetic concern for both aesthetic and reconstructive surgery
cases [1]. In the present study, it was considered that a young
and healthy appearance, as well as an acceptable body image
perception, was important for all patients both in the aesthetic
and reconstructive surgery groups. The results of our study
agree with the findings of previous studies.

When the parameters of SF-36 life quality scale were
evaluated before the intervention, it was found that the recon-
structive surgery cases were more insufficient in all functions
compared with the aesthetic surgery cases (p<0.05). In the
reconstructive surgery cases, emotional role functioning was
particularly lower than in the aesthetic surgery cases before
operation, but it increased to nearly the same level with the
aesthetic surgery cases after operation. This finding shows that
after reconstructive surgery, life quality of the cases, especially
emotional role functioning, increased about eightfold while
this ratio was nearly twofold in aesthetic surgery.

Aesthetic surgery deals with the operations and interven-
tions performed for the body image to be perceived more
beautiful. Realistic expectations of the individuals from sur-
gery will improve their satisfaction level with aesthetic sur-
gery. Presence of personality disorders or dysmorphic disor-
ders in the cases leads to unfavourable outcomes after aesthet-
ic surgery. Mental health, in this context, is of importance.
Satisfaction from surgery is increased after the procedure in
the cases having realistic expectations, and their quality of
lives as well is enhanced more [2, 14]. On the other hand,
reconstructive surgery patients need surgery for congenital
disorders, trauma or disease. In the recent studies on quality
of life, a considerable number of people especially with the
diagnosis of cancer have been reported to have psychological
problems [14, 22]. Any change in the body image perception
resulting from facial deformity and dysfunction also affects
the individuals negatively [23-25]. Cotterill drew attention to
the fact that dissatisfaction with body image was a reason for
misery or death [10]. We think that the significant differences
in the parameters of quality of life between the aesthetic and
reconstructive surgery patients are due to the negative
effect of disease concept on quality of life among re-
constructive surgery patients.

In conclusion, aesthetic and reconstructive surgeries aim to
enhance self-esteem and quality of life of the individuals by
helping body image to be perceived more beautiful. The
results of our study reveal that aesthetic and reconstructive
surgeries influence the body image perception and patients’
quality of life. It is suggested that further studies should be
conducted with larger samples for determining the quality of
life and expectations of the individuals who had aesthetic and
reconstructive surgeries.
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