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I. The objective of the thesis, the definition of the 
topic 
 

The popularity of plastic surgery is constantly 
increasing; besides, the number of patients with external 
and body-related mental disorders is also rising. 5-32% 
of plastic surgery patients have a psychiatric diagnosis 
(Sarwer et al., 2005; 2008; Hayashi et al., 2007; Belli et 
al., 2013), some of whom seek help to reduce 
appearance-related anxiety. The most common mental 
disorders in plastic surgery patients are:  

- body image disorders (body dysmorphic disorder, 
muscle dysmorphia) (Hayashi et al., 2007; Dakanalis 
et al., 2013) 

- eating disorders (AN, BN) (Zimmer et al., 2022) 
- personality disorders (mainly dramatic group) 

(Dakanalis et al., 2013; Loron et al., 2018; 
Bascarane, Kuppili & Menon, 2021)  

- affective disorders (Hayashi et al., 2007; Bascarane 
et al., 2021) 

- anxiety disorders (Gazize & Gharadaghi, 2013; 
Kucur, Kuduban, Ozturk, Gozeler, Ozbay, Deveci et 
al., 2016; Bascarane et al., 2021) 

 
According to Veale (2004), plastic surgery is 

contraindicated in certain mental disorders (psychosis, 
bipolar disorder, major depression, eating disorders, and 
body image disorders). In these cases, the treatment may 
worsen the mental state of the patient (Mulkens et al., 
2012). Other mental disorders (mood disorders and 
anxiety disorders) may reduce the satisfaction associated 
with the operation; that is why the identification and 
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follow-up of these patients are important (von Soest et 
al., 2009). 

The doctoral thesis consisted of two significant studies 
on plastic surgery and psychology. First, the attitudes of 
Hungarian media users to plastic surgery and the body 
were analyzed. Then, the patients for plastic surgery were 
pre-screened and followed up for six months. The 
objectives were:  

1. The assessment of the relationship to plastic 
surgery (acceptance, past experiences, planning of 
the operations), body satisfaction, and the 
prevalence of body dysmorphic disorder (BDD) 
on a non-clinical sample among social media 
users, with special attention to the group of adult 
women.  

2. The assessment of the surgical motivations and 
the mental state of women participating in plastic 
surgical consultation, with a special focus on 
physical and mental health, body dysmorphic 
disorder, eating disorders, the relationship with 
the body (body satisfaction, body attitudes, body 
image), the self-esteem and subjective well-being.  

3. Comparison of psychological parameters of 
surgical and non-operative patients, as well as 
aesthetic surgical and reconstructive surgical 
patients.  

4. Examination of psychological changes following 
plastic surgery based on of a half-year follow-up, 
taking into account the surgical area and type of 
care.  

5. Investigation of factors influencing satisfaction: 
the relationship of satisfaction with age, 
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postoperative pain, BDD-positivity, severity of 
anxiety and depressive symptoms.  

6. Development of a protocol for measuring mental 
suitability for aesthetic care specialists. 

 
II. Applied methods 
 

In the first study, I assessed the prevalence of BDD, 
attitudes, and the experiences related to plastic surgery in 
a non-clinical group based on convenience sampling 
among Hungarian adult social media users.  

 
The questionnaire consisted of 4 parts:  

1. Demographic data: gender, age, education 
2. Body data:  

a. anthropometric data (weight, height) 
b. body satisfaction (5-degree Likert scale) 
c. assessment of health status with the first item of 

Health Survey (Health Survey, hereafter and 
briefly: SF-36, Ware & Sherbourne, 1992; 
Hungarian: Czimbalmos, Nagy, Varga & 
Husztik, 1999) 

3. assessment of BDD using the Body Dysmorphic 
Disorder Questionnaire (hereafter and briefly: 
BDDQ; Phillips, 2005, Hungarian: Szabó, 2010)  

4. Information about plastic surgery:  
a. type and number of interventions 

performed   
b. future planning of the operations 
c. measuring acceptance using Acceptance of 

Cosmetic Surgery Scale (hereafter and 
briefly: ACSS, Henderson-King & 
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Henderson-King, 2005; Hungarian: Szászi 
& Szabó, 2024) 

 
The follow-up study contained a 7-part self-reported 

questionnaire and two structured interviews. Parts of the 
questionnaire:  

1. Demographic data: gender, age, education 
2. Anthropometric data: current and desirable weight 

values, height, breast size, waist size, and hip size.  
3. Assessment of health status:  

a. Health Survey (SF-36) first item 
b. General Health Questionnaire (hereafter 

and briefly GHQ-28, Goldberg, 1978; 
Hungarian: Karczag, 1988), 

c. WHO Well-Being Scale (Bech et al., 1996, 
Hungarian: Susánszky, Konkolÿ-Thege, 
Stauder & Kopp, 2006) 

d. Brief Symptom Inventory (hereafter and 
briefly: BSI, Derogatis & Melisaratos, 
1983) 

4. Body Dysmorphic Disorder Questionnaire 
(BDDQ, Phillips, 2005; Szabó, 2010) 

5. Examination of the relationship with the body: 
a. Body Satisfaction Questionnaire (hereafter 

and briefly: BSQ, Folk, Pedersen & 
Cullary, 1993, Hungarian: Szabó, 2003) 

b. Human Figure Drawing Test (hereafter 
and briefly: HFDT, Fallon & Rozin, 1987, 
Hungarian: Szabó, 1996) 

c. Body Investment Scale, (hereafter and 
briefly: BIS, Orbach & Mikulincer, 1998, 
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Hungarian: Lukács-Márton & Szabó, 
2013) 

6. Eating Attitudes Test (hereafter and briefly: EAT-
12, Garner & Garfinkel, 1979, Hungarian: Túry, 
Szabó & Szendrey, 1990) 

7. Rosenberg Self-Esteem Scale (hereafter and 
briefly: R-SES, Rosenberg, 1965; Hungarian: 
Sallay, Martos, Földvári, Szabó & Ittzés, 2014) 

 
The topics of the preoperative interview:  

a. indication of the surgical area and problem (e.g., 
somatic, behavioral, dressing, psychological) 

b. motivation for surgery 
c. people who play a critical role in motivation 

(Bascarane et al., 2021) 
d. description of the postoperative condition  
e. previous aesthetic surgical procedures and their 

effectiveness (past rejection and inflammation)  
f. further planned interventions in the future 
g. duration of the planning of the operation  
h. surgical expectation  
i. body satisfaction 

j. the use and frequency of beauty and the psychological 
treatments  
 
The topics of postoperative interview: 

a. satisfaction with surgery 
b. satisfaction with the doctor  
c. post-operative psychological symptoms (anxiety, 

lethargy, insomnia, disillusionment) 
d. pain assessment 
e. effect on the surgical area 
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f. effect on the quality of life 
g. new concerns about appearance  
h. repetition of operation 
i. planning of the further operation 

 
III. Thesis-like list of results 
 
III./1. Examination of the relationship of media users to 
the body 
  Nearly half (48.3%) of women who use Facebook (n 

= 567) are interested in plastic surgery: 11.6% have 
already had surgery, and 36.7% plan to have surgery 
in the future.  

 The body satisfaction of the women surveyed is 
unrelated to the number and type of operations 
performed.  

 Women who have lower BMI (p < 0,001) and fewer 
BDD symptoms (p < 0,001) are more satisfied with 
their bodies.  

 The acceptance of cosmetic surgery is associated 
with the planning of surgeries (p < 0,001), the 
number of blepharoplasties (p = 0,005), and the 
BDD-positivity (p = 0,011). 

 The point-prevalence of BDD is 8.1% (male 8.1%, 
female 8.3%). 

 Psychological suffering due to real or perceived 
physical defects (p = 0.041) is more intense in 
women; avoidance behavior (p = 0.033) is more 
common than in men.  

 BDD-positivity is highest (15,2%) in the youngest 
(18-25 year olds). 
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 The appearance of BDD goes hand in hand with 
lower education (p = 0.031), planning of plastic 
surgeries (p = 0.027), body dissatisfaction (p < 
0.001), and higher acceptance of cosmetic surgery (p 
= 0.025).  

 BDD-positivity is higher in operated women than 
non-operated women (15.2% vs.7.2%). 

 
III./2. Preoperative examination 
 Women preparing for surgery vs. control group: 

o The fitness (p = 0.011) and health state (p = 
0.007) including mental state (p = 0.037) of those 
preparing for surgery is better than control 
women. 

o Those preparing for surgery have a more positive 
relationship with the body, with more excellent 
body care (p = 0.010) and body protection (p = 
0.019).  

o Eating disorder symptoms (p = 0.006) are more 
common in those preparing for surgery, especially 
dieting (p < 0,001).  

o The prevalence of BDD in the surgical group was 
9.4% vs. 0.9% (control group). In the aesthetic 
surgery group, the prevalence is 1.9%, in the 
reconstructive surgery group, it is 21.9%.  

o The surgical group is more anxious due to 
external physical defects (p = 0.005), avoidant 
behaviour (p = 0.028) is more pronounced, and 
the daily amount of time devoted to the defect (p 
= 0.005) is greater.  

 Characteristics of women preparing for aesthetic 
surgery: 
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o The body image is more positive (p < 0.001) 
compared to the control and reconstructive 
group.  

o Body care (p = 0.007), and body (p = 0.025), 
waist (p = 0.006), fitness (p < 0.001) satisfaction 
are higher compared to the control group.  

o Women undergoing aesthetic surgery have had 
more plastic surgery procedures (p = 0.003) in 
the past compared to the reconstructive surgery 
and the control group.  

o They are more anxious than the control group 
because their actual or perceived physical 
defects (p = 0.018), which confuses their social 
relations and daily tasks performance (p = 
0.026). It is accompanied by more frequent 
avoidance behavior (p = 0.026).  

 The reconstructive and aesthetic surgical patients 
were compared with the control group before 
surgery:  
o The reconstructive surgical group has the most 

unfavorable anthropometric indicators (body 
weight, p < 0.001; BMI, p < 0.001; planned 
weight, loss p = 0.001; current waist size, p = 
0.001; desirable waist size, p = 0.002) compared 
to the aesthetic surgical and control group. 

o Compared to the aesthetic surgical group, the 
reconstructive surgical group has higher 
dissatisfaction with the body (p = 0.001), their 
skin (p = 0.035), arms (p = 0.017), waist (p = 
0.006), body weight (p = 0.006) and fitness state 
(p = 0.038).  



10 

 

o The reconstructive group has a more negative 
body image (current body figure, p < 0.001; 
ideal body figure, p = 0.012; female ideal body 
figure, p = 0.005; the difference between current 
and ideal body figure, p < 0.001; the difference 
between current and attractive body figure, p < 
0.001) and lower body-related investments 
(feelings and attitudes about the body are more 
negative, p < 0.001) than the aesthetic and 
control group.  

o More frequent eating disorder symptoms (p = 
0.001) in the reconstructive surgery group, 
mainly dieting (p < 0.001). 

 Based on the results of the structured interview:  
o Patients have planned the operation for on 

average of 6.4 years (range: 0-60 years). 
o The reason for choosing surgery is mainly 

somatic (35.5%) secondary psychological 
(18.9%). The decision also involves improving 
health state (15.8%), satisfaction with 
appearance (7.9%), abstract concepts (e.g., 
beauty, femininity enhancement, attractiveness; 
5.3%), dress (7.9%) and interpersonal functions 
(4.2%).  

o The causes of the surgery are predictability 
(31.1%), finding the right specialist (18.9%), 
collecting funds (12.1%), celebrating an 
anniversary (7.9%), and achieving the target 
weight (5.8%). 

o Media impact on motivations (1.1%), and causes 
(0.5%) are also low.  
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o Psychological factors (43.7%) are primary in 
terms of expectations, followed by somatic 
factors (34.7%), health state (11.1%), dressing 
(8.4%), and improving interpersonal factors 
(3.2%). Unrealistic expectations were expressed 
by 5.8% of patients.  

 
III./3. Results of postoperative examination (half a year 
after the operation): 
 Changes in operated women:  

o Symptoms of anxiety and insomnia are reduced 
(GHQ Anxiety/insomnia subscale, p = 0.008; BSI 
Anxiety, subscale p = 0.024), 

o decreased social dysfunction (GHQ Social 
Dysfunction subscale, p = 0.024), 

o improved perception of general health (GHQ 
Total score, p = 0.004), 

o More positive relationship with the body: 
improved perception of body image (HFDT, 
reduced the difference between the current and 
ideal body, p = 0.024; reduced the difference 
between the present and the attractive body, p = 
0.022 ), feelings and attitudes towards the body 
are more positive (BIS Feeling and attitudes 
towards the body scale, p = 0.031) 

 Changes in the subgroup of women operated for 
aesthetic reasons: 
o Symptoms of anxiety and insomnia are reduced 

(GHQ Anxiety/insomnia subscale, p = 0.011; BSI 
anxiety Subscale, p = 0.014), the perception of 
general health is improved (GHQ Total score, p = 
0.011), 
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o social functions were improved (GHQ Social 
dysfunction subscale, p = 0.018), 

o decreased hostility (BSI Hostility subscale, p = 
0.024) 

 Changes in reconstructive surgical groups: 
o improved the perception of body image: 

decreased the difference between the present and 
the ideal body figure (p = 0.046) 

o Decreased frequency of eating disorder symptoms 
(EAT-12 Total score, p = 0.027) 

o The abdominoplasty group increased somatization 
symptoms (BSI Somatization subscale, p = 0.042) 
and decreased body protection (BSI Protection 
subscale, p = 0.027).  

 Changes in the breast surgery group: 
o General health improved (GHQ Total score, p = 

0.039), and anxiety/insomnia symptoms 
decreased (GHQ Anxiety/insomnia subscale, p = 
0.018; BSI Anxiety subscale, p = 0.024) 

o Body satisfaction increased (BSQ Body 
satisfaction, p = 0.044), and body care was more 
pronounced (BIS Body care subscale, p = 0.020).  

o decreased the difference between the present and 
the ideal figure (HFDT, p = 0,012) 

 Changes in the blepharoplasty group: 
o increased general health (GHQ Total score, p = 

0.024), 
o reduced some psychiatric symptoms (BSI, 

Anxiety subscale, p = 0.040; BSI Somatization 
subscale, p = 0.039) 

 Examination variables related to surgical satisfaction 
is impossible in this sample due to high satisfaction. 
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o 95.8% of the patients are satisfied with the 
specialist and surgical team. 

o 84.7% of the patients said the surgery positively 
affected the operated part of the body. 

o According to 64.4% of the patients, the operation 
also positively impacted their quality of life 
(14.1% of them, this effect is minor), 

o 5.6% of the patients want to repeat the operation. 
 Increased frequency of psychiatric symptoms in 

patients with lower psychological status identified in 
the preoperative period increased by half a year after 
surgery (GHQ Anxiety/insomnia subscale, p = 
0.008; GHQ Somatic symptoms subscale, p = 0.044; 
BSI Somatization subscale, p = 0.042; BSI 
Obsession-Compulsion subscale, p = 0.037; BSI 
Hostility subscale, p = 0.003; BSI Phobic anxiety 
subscale, p = 0.002; BSI Paranoid ideation and 
subscale, p = 0.046; BSI Psychoticism subscale, p = 
0.007). 
 

IV. Consequences 
 

Plastic surgery services are popular among Hungarian 
women: 11.6% were operated, and 36.7% plan these 
intervetion. However, the number and type of surgeries 
performed do not affect the physical satisfaction of the 
women surveyed. Women with lower BMI and fewer 
BDD symptoms are more satisfied with their bodies. The 
acceptance of cosmetic surgery has shown a positive 
relationship with operations planning, the number of 
blepharoplasties, and BDD-positivity.  
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The point prevalence of BDD among media users is 
8.1% (women 8.3%, men 8.1%). BDD-positivity is 
highest in the younger group (18-25 years old), and the 
prevalence is also higher in the operated group (16.5%).  

Women are more anxious because of actual or 
perceived physical defects. They have more avoidable 
behaviors than men. It may be the reason for their higher 
interest in plastic surgery. BDD is more likely to appear 
in women with low education, who plan to undergo more 
plastic surgery, who are more dissatisfied with their 
bodies and accept more cosmetic surgery.  

There is a higher frequency of BDD among women 
interested in cosmetic surgery and also among women 
undergoing plastic surgery. BDD has an explanatory role 
in the attitude towards the acceptance of cosmetic 
surgery. The risk of BDD is also higher among those 
planning surgery. The examination of the relationship to 
the body and the presence of mental disorders related to 
the body of candidates for plastic surgery was suggested, 
which was carried out in the following study. 

 
Plastic surgery patients were divided into aesthetic and 

reconstructive surgical subgroups. I examined the 
psychological parameters compared to the control group 
and assessed the surgical motivations.  

The fitness status, the physical and mental health of 
the plastic surgery group are better than of the control 
women. They have higher self-care and more positive 
relationships with the body (more intensive body care 
and protection). The positive pole of all these results is 
the aesthetic surgical group, and the negative pole is the 
reconstructive surgical group. The body image of 
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aesthetic surgical patients is the most positive: body care 
is more intensive, and they are more satisfied with their 
body, waist, and fitness status. The plastic surgical group 
has had the most operations in the past, showing that they 
invest the most in their bodies.  

The reconstructive surgical group has the most 
unfavorable anthropometric indicators (body weight, 
BMI, planned weight loss, current and desirable waist 
size). In the reconstruction group, the frequency of 
dissatisfaction with the whole body is higher, as they are 
more dissatisfied with their skin, arm, waist, body 
weight, and fitness status, compared to the aesthetic 
surgical and the control group. Their body image (present 
body figure, ideal body figure, female ideal body figure, 
difference of the present and ideal body figure) and their 
investments related to the body (feelings and attitudes 
about the body) are also more negative.  

The frequency of eating disorder symptoms in the 
plastic surgery group is highest among the three groups 
due to reconstructive surgery patients. There is more 
intense dieting, probably due to achieving the target 
weight. Based on anthropometric data, the reconstructive 
surgical group is the furthest away from its ideal body 
weight; therefore, due to the intended weight loss, their 
diet is more intense before surgery.  

The prevalence of BDD is 9.4% in the plastic surgery 
group, 1.9% in the aesthetic surgery group, and 0.9% in 
the control group. Compared to control group, aesthetic 
surgical patients have more intense anxiety due to 
perceived or real physical defects, more frequent 
avoidance behaviors and more daily time for physical 
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defects. The external defects inhibit social relations and 
also the performance of daily tasks.  

Somatic and psychological factors are the most 
common surgical motivations, as are improving health 
state, dressing, and interpersonal functions, increasing 
external satisfaction, and achieving certain abstract 
concepts (beauty, femininity, attractiveness).  

The cause of the operation is mainly the ability to 
plan, choose the right doctor, collect the cost of the 
operation, reach the target weight, and celebrate 
significant life events. The effect of media on both issues 
(motivation and cause of operation) was low.  

Expectations related to the operation are primarily 
related to psychological factors. Besides, patients expect 
improved somatic causes, health, and clothing after the 
operation. Unrealistic expectations appeared in 5.8% of 
women preparing for surgery, which can reduce 
satisfaction in the postoperative phase.  
 

Operated patients were examined in a six-month 
follow-up, which covered the remeasurement of 
psychometric factors and satisfaction assessment. The 
plastic surgery group was divided the plastic surgery 
group into subgroups based on a body part (breast, 
abdomen and eyelid) and form of care (aesthetic, 
reconstructive).  

The general health state of the women undergoing 
surgery improved the symptoms of anxiety/insomnia, and 
social dysfunctions were also reduced. The relationship 
with the body (more positive feelings and attitudes 
toward the body) and the perception of the body image 
have also improved: decreased differences between 
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present and ideal body figures and between present and 
attractive body figures.  

Most positive changes occurred in breast plastic 
surgery groups, where health state (decreased anxiety 
and insomnia sypmtoms), body satisfaction improved, 
and the intensity of body care. Further positive changes 
in women undergoing aesthetic surgery are that body-
related investments increase, and in case of psychiatric 
symptoms, hostility decreases.  

After the operation, in the blepharoplasty group, the 
general health state improved, and specific psychiatric 
symptoms reduced (anxiety, somatization) were also 
measured in patients with eyelid surgery after surgery. 

Two significant positive changes were in the 
reconstruction groups: improved assessment of body 
image and decreased frequency of eating disorder 
symptoms. Somatization increased in patients with 
abdominal surgery, but at the same time the protection of 
the body decreased six months after surgery.  

The testing of variables related to surgical satisfaction 
did not yield any results, as largely dissatisfied responses 
did not appear in the sample. Younger women are more 
satisfied with the results of the operation. Most of the 
patients (95.8%) were satisfied: the surgery had a 
positive effect on the operated body part (84.7%), and 
64.4% of patients said it also positively impacted their 
quality of life. 5.6% of the patients wanted to repeat the 
operation.  

Patients with worse psychological status (who had 
more psychological psychiatric symptoms, diagnoses, or 
had worse mental physical health in the preoperative 
phase) had more psychiatric symptoms 
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(anxiety/insomnia, somatic symptoms, somatization, 
compulsive obsession, hostility, phobic anxiety, paranoia, 
psychoticism) after surgery.  

Knowing the psychological status, the plastic surgeon 
can develop a more favourable surgical plan and 
aftercare for the patient. According to the results, mental 
suitability examination and selection are necessary for 
the health care professionals (plastic surgeons, 
dermatologists, dentists, and makeup tattoo specialists) 
before minimally invasive and invasive aesthetic 
procedures. Chapter 5 details data to develop their 
protocol (Figure 1).  
 

 
Figure 1: Summary of mental suitability test 
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