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Preface

As physicians, regardless of where you practice, you will have
patients with diverse social backgrounds or expectations. This
diversity can add significant challenges to aesthetic rejuvenation
procedures, since patients’ goals can vary significantly depending on
their backgrounds, social requirements, and cultural expectations.
Furthermore, factors related to ethnicity, medical history, and age
can affect how patients will respond to procedures.
In this book, our multiethnic and multinational authors
address how to approach patients with due consideration of these
differences and how to individually design solutions for them, to
optimize the results. There are sections dedicated to procedures
for patients with African, Asian, Hispanic, Indian, Middle Eastern,
and Pakistani heritage.

Furthermore, there are chapters which address how to solve
problems raised by the management of patients who may be
among our most challenging for other reasons. This includes
chapters on dealing with challenging patients who: have limited
time for recovery, require revision procedures, have unrealistis
expectations, or, are dissatisfied.
With increasing globalization and no decline in demand for
rejuvenation, the need for an understanding of how to tailor
personalized aesthetic procedures to a diverse group of patients
will only increase. This first edition of Aesthetic Rejuvenation
Challenges and Solutions will be a valuable addition to the personal
reference library of all physicians who perform these procedures.
Paul J Carniol



Acknowledgments

We would like to thank Robert Peden, Commissioning Editor of Informa Healthcare, for all his efforts on behalf of this book. His
dedication and expertise are unsurpassed for medical publications.



1

Evaluating the aesthetic patient
Paul J Carniol, Daniel Ganc, and Amanda Klinger

initial consultation
The initial consultation is very important in the evaluation of an
aesthetic patient. During this visit, the physician has the opportunity to meet the patient, listen to the patient’s concerns, review
the medical history, examine the patient, and arrive at a treatment plan. As part of this process, it is also important for the
physician to reach a decision as to the likelihood that the patient
will be happy with the probable outcome of the procedures being
considered.
Each physician has a personal preference as to how to start this
process. The first author has each new patient fill out a medical
and psychosocial questionnaire. After this is completed, a member of the office staff reviews it with the patient and asks why the
patient came in for consultation. The staff member then presents
an assessment of the patient to the first author before his entering
the consultation room. In this way the staff member acts as the
initial “eyes and ears” for the physician. Therefore, before actually meeting the patient, the physician has information from two
sources: the patient’s answers to the information sheet and a staff
member.
At the start of the consultation the physician should ask the
patient what concerns prompted the visit. It is important to elicit
the motivations and expectations of the patient.(1) It is also useful to enquire about any prior cosmetic procedures, the patient’s
assessment of both the results, and the physician who performed
the procedure.
It is important to discern the patient’s attitudes toward prior
treating physicians, as if you decide to treat this patient, you yourself may soon become a prior-treating physician. As patients discuss their concerns, the first author either gives them a mirror or
has them stand in front of a mirror so they can point to whatever
concerns them.(2)
The first author finds that the use of a mirror can be indispensable. For example, he had a patient who came in for removal of
a “bump” on his nose. On examination he found two protuberances on the patient’s nose: a larger one over the osseous dorsum
and a smaller one over the cartilaginous dorsum.
Before handing the patient a mirror, the first author assumed
that the patient wanted both of these removed. However, when
the patient looked in a mirror, he pointed to the smaller protrusion over the cartilaginous dorsum. When asked about the larger
dorsal hump, at the rhinion, the patient said that he did not want
that removed as he was proud of it. This dorsal hump was family trait, which had been present for generations. At surgery, only
the cartilaginous hump was removed; the larger hump was left
untouched, and the patient was pleased with the results.
Another important issue is how long the patient has had these
concerns and considered having treatment. This is helpful in
establishing how concerned the patient is about this issue.
Understanding the patient’s goals is an important part of the
process. As part of the consultation, the physician should discuss

with the patient the likelihood of attaining the goal, the variability of potential results, as well as the associated risks.
The patient’s medical history should also be reviewed. This
should include the past medical history, past surgical history,
psychiatric history, social history, medications, and allergies. The
social history should include but not be limited to the patient’s
marital status, employment, work or interpersonal stressors, as
well as habits including smoking, alcohol, and substance abuse.

patient motivation and goals
Understanding the patient’s motivations and goals for a procedure
is important. If these are inappropriate or not attainable, then it is
in the surgeon’s best interest to not perform a procedure. Patients
seeking aesthetic procedures fall into one of two categories generally based on age. Frequently, younger patients are interested
in altering their appearance. These patients may be interested in
procedures such as: rhinoplasty, otoplasty, genioplasty, or body
contouring procedures. Patients aged 30 and above frequently are
looking for procedures to counter age-related changes.
When speaking with the patient, the physician should try to
assess the patient’s true motivations and issues. For example, the
first author had a young patient come in for a revision rhinoplasty
consultation several years ago. On speaking with the patient, it
became apparent that besides wanting to improve her appearance, she was depressed and hoped that the surgery would make
her feel better. As discussed in chapter 25, this patient should be
referred for psychiatric treatment before consideration of aesthetic surgery.
In addition to assessing the internal factors motivating the
patient, there may also be others encouraging the patient to have
a procedure. This could include a significant other, parent, or
employer. It is important to identify these patients as they are
at significant risk for being unhappy after surgery, since the best
surgical result probably will not enhance their personal or work
relationships.

psychological issues and
aesthetic surgery
The psychological issues in relation to aesthetic procedures are
discussed in detail in chapter 25. Currently there is controversy
over whether patients seeking cosmetic procedures have a greater
prevalence of psychopathology.
Some prior studies using standardized measures to assess
psychopathology had inconsistent results. Several investigations
of cosmetic patients using tests such as the MMPI (Minnesota
Multiphasic Personality Inventory), a commonly used and sensitive test for personality disorders, found no significant disorder in patients seeking rhytidectomy or rhinoplasty.(3–6) One
older study found increased neurotic and obsessive traits versus
a control group of hospital nurses.(7) A more recent study found
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cosmetic patients to be no more dissatisfied with their general
appearance than normal. However, these patients were more
dissatisfied than normal with the specific body feature that they
sought to correct with surgery. Patients scored normally on tests
evaluating patients’ preoccupation and satisfaction with their
body image.(8)
During the past decade, aesthetic surgery has gained widespread social acceptance. Furthermore, with medical advances,
many procedures can be performed in an office or outpatient
environment. As such, it is less likely that the average patient
seeking a cosmetic procedure has more psychopathology than
the general population. Older literature addressing this issue in
relation to aesthetic procedures does not take these factors into
consideration.

preoperative facial analysis
The evaluation of a patient for a facial aesthetic procedure
should begin as soon as the patient starts to speak. Notice the
face in repose as well as the changes with facial motion. Next,
systematically examine the patient, taking note of characteristics
such as facial proportions, asymmetries, skin, soft tissue, bone
structure, musculature, and individual facial characteristics.
When considering possible rhytidectomy surgery, assessment
of the overall osseous framework is important.(9) If there is
inadequate osseous support, then the use of alloplastic or other
implants should be considered as part of the facial rejuvenation
procedure.

facial proportions
Concepts of facial beauty can be found in art dating back to antiquity. European scientists and artists, including Leonardo da Vinci
and the German artist Albrecht Dürer, used mathematical models
for evaluating facial characteristics. Some of these concepts are
still used today, such as the concept of facial thirds of the Roman
architect Marcus Vitruvius Pollio. More recently, the phi ratio of
1:1.1618 has also been used to describe facial harmony. This has
been advocated by Dr. Stephen R. Marquardt. This researcher of
human attractiveness has created a two-dimensional “Golden
Decagon Mask” using geometrical lines of the face based on this
ratio.(10)
Models of facial proportions are useful starting points in facial
analysis. However like most guidelines, they have their limitations,
including that most were not designed to be applicable across the
spectrum of racial groups. Recent anthropomorphic studies have
highlighted these differences.(9)
Certain facial characteristics which are considered desirable
are gender specific. It has been shown that males prefer females
with thin jaws, small chins, large widely spaced eyes, small noses,
high cheekbones, and short upper lips. Females have been shown
to prefer males with prominent chins, deep-set eyes, heavy brows,
and abundant hair.(10)
The determination of an individual’s target aesthetic should be
tailored by the patient’s goals, facial structure and racial makeup,
as well as the aesthetic sense of the patient and surgeon. Studies
have shown that when humans look at others’ faces they see the
entire figure, instead of the individual features of the face. This



is important for the aesthetic surgeon. A facial feature should be
evaluated in the context of the entire face and individual, not as
an isolated part, when performing cosmetic procedures.(11)
Facial proportions can be useful in assessing a patient, but it
is important to consider that there can be significant variation
between individuals. From a frontal view, the face can be vertically divided into thirds from the hairline to the menton by two
horizontal lines. One passes through the browline or glabella and
the other through the subnasale.(12, 9) Typically the height of the
lower lip down to the menton is twice the distance of the upper
lip to the subnasale.(9)
In width, the face can be divided into fifths, each fifth being
equal to the horizontal width of the eye as measured from the
medial canthus to the lateral canthus. The width of the nose at the
ala in the Caucasian individual should approximate the distance
between the medial canthi of the eyes.(9)
The shape of the face is another variable that the surgeon
should also consider. A width to height ratio of 3:4 is considered
ideal, but this is highly variable. The most common shapes of
faces are oval, square, triangular, and round. Round and square
faces frequently have shorter and wider noses. When evaluating
patients’ appearance, it is useful to view them in multiple positions, including frontal, oblique, and lateral views.

facial aging
There are multiple factors that contribute to changes that we
traditionally have attributed to facial aging. These changes can
involve the skin, subcutaneous layer, musculature, and underlying facial bones. Among the factors contributing to these visible
changes are photoaging, cellular biochemical changes, volumetric
changes (soft tissue and osseous), tissue changes, and long-term
gravitational effects.
The photoaging effects of exposure to the sun’s ultraviolet
rays are cumulative. The rate of these changes of the skin varies
directly with the amount of sun exposure as well as individual
skin sensitivity to the sun, which varies by skin type. (Table 1.1)
The higher the skin type, the less reactive to sun exposure.
Other classifications have been devised to account for the effects
of sun damage and aging. The Fitzpatrick wrinkle scale classifies
the extent of wrinkles, (Table 1.2) (13) and the Glogau scale uses a
scale that combines photoaging and wrinkling. (Table 1.3)
Table 1.1 Fitzpatrick’s Skin Types.
Skin Type Skin Color

Tanning Response

I

Caucasian; blond or red hair, freckles, Always burns, never tans
fair skin, blue eyes

II

Caucasian; blond or red hair, freckles, Usually burns, tans with
fair skin, blue eyes or green eyes
difficulty

III

Darker Caucasian, light Asian

Sometimes burns, tans average

IV

Mediterranean, Asian, Hispanic

Rarely burns, tans with ease

V

Middle Eastern, Latin, light-skinned
black, Indian

Very rarely burns, tans very
easily

VI

Dark-skinned black

Never burns, always tans

Note: The Fitzpatrick Skin Types separates skin types by reaction to sun
exposure.
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Table 1.2 Fitzpatrick wrinkle assessment scale.
Class Wrinkling

Score Degree of Elastosis

I

Fine wrinkles

1–3

II

Fine to moderate-depth
4–6
wrinkles, moderate number
of lines

Moderate (distinct popular elastosis
[individual papules with yellow
translucency under direct lighting]
and dyschromia)

III

Fine to deep wrinkles,
numerous lines with or
without redundant skin
folds

Severe (multipapular and confluent
elastosis [thickened yellow and
pallid] approaching or consistent
with cutis rhomboidalis)

7–9

Mild (fine textural changes with
subtly accentuated skin lines)

Note: The Fitzpatrick Wrinkle Assessment Scale separates patients by degree of
wrinkling and elastosis in facial skin.

When considering facelift surgery, it can be helpful to separate
the extent of changes as a guide to selection of the optimal facial
rejuvenation procedure. Baker’s classification assesses patients’
likelihood of obtaining a good result. It includes extent of laxity,
skin folds, and platysma banding. (Table 1.4)
Although the effects of age follow a fairly standard pattern,
the rate at which these changes occur varies between individuals.
Multiple factors can contribute to this variation. These include
genetic make-up, body fat content, weight changes, nutrition, and
social habits.

gender
When considering facial rejuvenation procedures, it is important
to consider the anatomical differences between males and females.
Even when injecting botox or fillers it is important to take these
into account. A more masculine profile has greater projection of
the chin and nose, with less rotation of the nasal tip. The brow in
males is straighter and lies over the superior orbital rim, whereas
the female brow is more curved and lies superior to the rim.
A women’s face is rounder with more gentle contours, whereas a
man’s face is more angular.
Hairline differences should be considered in planning incisions in brow and rhytidectomy surgery. The male hairline has
some temporal recession, which frequently increases over time.
In planning incisions for men, progression of temporal recession
should be considered. For women, management of the temporal
hairline tuft is important whereas for men, postoperative sideburn and beard pattern should be considered.

race and ethnicity
there are multiple components to addressing ethnic variations
which are addressed in this book. With increasing greater proportions of non-Caucasians requesting cosmetic surgery (15), these
issues should be considered during the planning process. Patients’
ethnic backgrounds and cultures can play a role in influencing
their perception of beauty and desired surgical goals. An aesthetic
result that may be considered desirable in one culture may be less
attractive in another. Even individuals within an ethnic group can
differ in their goals and expectations.(15) Additionally, with the
increasing prevalence of ethnic mixing, patients may have varied
genetic factors as well as varying concepts of beauty.
Ethnic individuals tend to be more satisfied with cosmetic surgery if postoperatively there is a high degree of facial harmony
as well as a preservation of their ethnic facial characteristics.(16)
Frequently, they want to refine certain areas of their appearance
without sacrificing their ethnic identity.(15) This must be taken
into account by the surgeon when planning surgery.
Differences in the underlying structure of the face, such as will be
discussed with rhinoplasty, should be considered when planning surgery. Furthermore, differences in healing and potential for scarring or
dyschromia across racial groups should be considered preoperatively.
These issues are discussed in detail in the following chapters.

hairline
Considerations of the shape, density, and location of the hairline
are useful in planning incisions for face and brow lifts. For example, patients with a high hairline and large foreheads are better
candidates for pretricheal brow lifts. Coronal brow lifts may be
preferred in patients with low hairlines. Patients with a receding hairlines or androgenic alopecia are better approached with
incisions that avoid the hairline, including direct, mid-forehead,
and endoscopic brow lifts. Gender-related issues pertaining to the
hairline are previously discussed in this chapter.

forehead and periorbital region
The forehead and periorbital region develop rhytids and creases
over time. There are multiple factors contributing to these
changes, the main factor being the action of their musculature.
Patients may express concerns about the appearance of these features. The location and severity of the rhytids and creases should
be identified when planning injectable, radiofrequency, or surgical treatment of the musculature.

Table 1.3 Glogau’s photoaging classification.
Characteristic

Type I

Degree of photoaging Early

Type II

Type III

Type IV

Early to moderate

Advanced

Severe

Pigmentation

Mild pigmentary changes Early senile lentigines

Obvious dyschromia, telangiectasia Yellow-gray color of skin

Keratosis

None

Palpable but not visible

Visible

Prior skin malignancies

Wrinkles

Minimal or none

Parallel smile lines; wrinkles in
motion

Wrinkles present even when not
moving

Wrinkled throughout; no normal
skin

Patient age

20–39

35–49

50+

60–79

Makeup usage

Minimal or none

Usually wears some foundation

Always wears heavy foundation

Makeup cakes and cracks

Note: Glogau’s Photoaging Classification separates patients into four different types based on degree of photoaging and other skin characteristics.
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Table 1.4 Daniel Baker’s classification system for rhytidectomy patients.
Classification

Age

Characteristics

Type I: the ideal
candidate

Early to late 40s

Slight cervical laxity
Good cervical skin elasticity
Early jowls
Submental and submandibular fat
+/-Microgenia +/-

Type II: good
candidate

Late 40s to late 50s

Moderate cervical skin laxity
Moderate jowls
Submental and submandibular fat
Microgenia +/No platysma bands with animation

Type III: fair
candidate

Late 50s, 60s, early 70s

Moderate cervical skin laxity
Significant jowls
Submental and submandibular fat
Microgenia +/+ platysma bands with animation

Type IV: poor
candidate

60s to 70s

Poor cervical skin elasticity
Significant jowls
Submental and submandibular fat
Microgenia +/+ platysma bands with animation
Skin folds below cricoid
Deep cervical creases

Note: Baker’s classification system determines the likelihood of obtaining a
good facial rejuvenation result based on a patient’s age and certain physical
characteristics.(14)

nose
Pitanguy stated that the nose “must be in harmony with the rest
of the face and the race of the individual.”(17) The nose occupies
the center of the face geographically, and it aesthetically functions
to provide balance to the face.
Dissatisfaction with the nose is one of the more frequent complaints of patients presenting to aesthetic surgeons. Achieving
an aesthetically appealing nose while addressing the concerns
of the patient is a demanding challenge. Related to this are two
issues which the surgeon may have to consider: the surgeon’s aesthetic concept and the patient’s. In general the surgeon should
keep in mind that the patient’s goals should take priority over
the personal preferences of the surgeon.(15) However, if the surgeon believes that the patient’s goals and the surgeon’s concept
of the ideal aesthetic result are not congruent, then this should
be resolved before surgery is performed. If the patient and the
surgeon cannot reach goal congruence, then surgery should be
deferred.
Concepts of ideal nose may change over time. For example,
in the 1950s, patients wanted rhinoplasties that produced more
upturned noses with a narrower tip. However by the 1990s,
patients wanted a nose with a wider tip and fuller bridge. Overall,
the current rhinoplasty patients frequently want a change in their
nose that appears more natural and less operated.(15) The surgeon should keep in mind these changes in patient ideals but
should strive to produce a surgical result that outlasts the trends.
Ethnicity has a significant effect on surgical intervention because
it can make rhinoplasties more challenging. One classification
scheme based on anthropomorphic measurements divides nasal
structure into three groups: leptorrhine (thin, more projected
nose), found more typically in Caucasians; mesorrhine (middleprojected nose), characteristic of East Asians; and platyrrhine



(flat nose), more predominantly in patients of African descent.
(18) For patients of African descent, more recently, Ofodile
et al. have devised a more descriptive classification of African
American noses. He divides them into three categories: African,
Afro-Caucasian, and Afro-Indian.(16)
Frequently, non-Caucasian noses have less osseous and cartilaginous support than Caucasian noses. There can be a wider
dorsum, a wider pyriform aperture, thicker skin with a larger tip
fibrofatty pad, and less tip projection.(17)
A survey of African-American patients found that most patients
did not want “Caucasian” noses; they wanted to keep some ethnic
characteristics.(17)
The surgeon’s analysis of the nose should be performed from
multiple angles. The overall shape of the nose can be appreciated
from a frontal view. Major septal deviations can create a curvature of the cartilaginous dorsum.
In the Caucasian patient, the ideal inter-alar width is roughly
equal to or slightly greater than the distance between the medial
canthi. However, an aesthetically appealing nose of a black patient
may extend beyond this distance.
Vertically, the nose is traditionally broken down into the upper
osseous third, the middle supra-tip third, and the lower third
(nasal tip).
The osseous upper third of the nose consists of the nasal bones
and frontal processes of the maxilla. It can be evaluated in terms
of the nasofrontal region, height and width of the dorsum including possible dorsal hump, if present. The upper lateral cartilages
in the middle third of the nose provide the support for the internal nasal valve. Excessive weakness or narrowing of the middle
third, either congenital or from prior rhinoplasty, can cause nasal
valve narrowing and airway obstruction.
Evaluation of the lower third, or nasal tip, includes an analysis of the tip shape, projection, rotation, and definition. From
the frontal view, tip rotation can be initially noted by observing
the nares, which should be barely visible. The convexity of the
dome and lateral crura should also be noted—ideally they should
be convex but not bulbous. The tip-defining points are observed
from the frontal view by the light reflex, which should be symmetric. The edge of the nasal columella should just be visible
below the level of the nares on a lateral view.
The lateral view is also useful for evaluating other characteristics addressed during rhinoplasty. Beginning superiorly, the first
nasal feature noted is the radix, or the root, of the nose. There is
no consensus as to the optimal horizontal height for the radix. The
ideal level of the radix is generally considered to be between the
supratarsal fold and eyelashes of the upper eyelid.(19) Guyuron
advocates a target radix location on straight gaze to be at the
lower aspect of the upper lid margin.(20) Sheen allows the radix
to be placed even lower—to the level of the pupils—when a softer
profile is desired.(21)
The ideal height of the radix has been calculated by various
methods as well. Goldman described the target radix height as
between 15 and 20 mm from the medial canthus. One study
based on the profiles of models calculates the target horizontal
distance from the anterior border of the cornea to the radix to be
28% of the ideal horizontal nasal length, ranging between 9 and
14 mm.(22) Another paper describes the ideal height of the radix
to lie between 4 and 6 mm posterior to the glabella.(20)

evaluating the aesthetic patient
The nasofrontal angle, or the angle between the glabella, radix,
and nasal dorsum, has been described as ideally being between
110 and 130º.
Further details of nasal analysis and surgical technique are
described in chapter 14.

conclusion
To perform aesthetic procedures it is important to first evaluate
the patient. The results of this evaluation will vary depending on
numerous factors. While planning a procedure, it is important to
consider the patient’s goals and ethnicity. Another complex issue
is dealing with the patient with unrealistic goals. Many of these
and other details will be discussed in the following chapters.
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Patients with unrealistic expectations
Eva Ritvo, Christopher La Riche, and Mark A Stillman

“Beyond Appearance: Reflections of a Plastic Surgeon,” Dr. Robert
Goldwyn: Cosmetic surgery is difficult, less because of the technical
demands, than the personalities and expectations of many aesthetic surgery
patients.

Over the years, a clear distinction has been drawn between “medical patients” and “aesthetic patients.” Medical patients come into
a physician’s office or an emergency room with some immediate
or ongoing physiological problem, complaint or illness and are
in need of medical attention and treatment. They often times will
perceive their physician as the expert and place him/her on a pedestal because of their education and expertise. As such, they are
clearly physically vulnerable, and as a result, often bear accompanying feelings of dependency. The sicker the patient, the more
dependent they will be. Physicians, are thus, ethically bound to
treat the patient and the fee is secondary. Medical patients may
change physicians, but cannot avoid treatment.
Conversely, aesthetic patients are seeking self-improvement and
are often times attempting to fight the effects of aging.(1) These
patients come in with an aesthetic concern, and they are less physically vulnerable; however, as discussed later, they are often times
more psychologically vulnerable. They view the physician as an
expert and are typically more aware of their alternative choices.
The doctor-patient relationship is hence less dependent with aesthetic patients. Aesthetic patients do not have an immediate need
for medical treatment, and the practitioner is, therefore, not ethically bound to treat the patient. The fee becomes a larger issue in
this relationship, and the patient can change physicians and/or
avoid treatment all together.
Aesthetic patients commonly expect to enhance their appearance for an appropriate fee with minimal complications, distress,
and discomfort. Realistic expectations would include, for instance,
fuller lips, fewer lines, decreased pigmentation, enhanced symmetry to facial features, improved or more youthful appearance
and, as a result, enhanced self-esteem. Unrealistic or excessive
expectations (discussed later in greater detail) would include
the assumption of significantly enhanced self-esteem, increased
social standing (friends, dates, spouse, etc.), job security, and/or a
reversal of the aging process.
According to one author, cosmetic surgery patients comprise largely of white females: 97% between the ages of 19 and
64; nearly half of them will have more than one procedure.(2)
Others, including the editors, have found an increased interest
in cosmetic surgery among members of all ethnic groups. The
nonsurgical aesthetic demographics are similar but with a pronounced skewing toward younger ages due to the popularity of
laser hair removal and similar non-age-related treatments.(2)
Consistent findings across procedures (i.e., rhinoplasty, rhytidectomy, blepharoplasty, etc.) reveal that, as compared to the general
population, aesthetic patients appear to be more dissatisfied with
the specific body feature for which they are seeking surgery, as



opposed to a more global dissatisfaction with the entire body.(3)
Interestingly, aesthetic patients appear to actually have less overall
body dissatisfaction than the average American.
Grossbart and Sarwer (1999) defined cosmetic surgery as:
“The use of surgical procedures, in absence of disease or physical
trauma, to alter the physical appearance of the body in pursuit of
psychological benefit.” In other words, the pursuit of improved
physical appearance is simply a means to a psychological end.
Therefore, patient satisfaction will depend on whether the surgery has met their expectations of both the costs as well as the
benefits of the procedure.
Sarwer et al. (1998) discussed the interaction between valence
(the degree of importance that body image has on ones self-esteem)
and value, or range of dissatisfaction with a particular body feature
(from “normative discontent” to psychopathological dissatisfaction), as influencing one’s decision to pursue aesthetic treatment.
(4) They noted that the majority of aesthetic patients place a high
degree of importance on their appearance and are dissatisfied with
a specific feature. These patients may experience some postsurgical
psychosocial benefit, and are likely to have realistic expectations. It
is those patients whose valence is extremely high and who express
excessive dissatisfaction, such that thoughts about their appearance
overly distress and preoccupy them, who may not benefit from
cosmetic procedures and may have unrealistic expectations.(5) As
explained later, these patients may be better suited for psychological/psychiatric treatment, not aesthetic.
In some studies it has been reported that aesthetic patients
have a rather high prevalence of psychiatric disorders. Ishigooka
et al. (1998) conducted an investigation of the psychiatric demographics of 415 aesthetic patients.(6) Of the 415 patients, 47.7%
were found to have a mental disorder and 56% had poor social
adjustment. Male patients were characterized to have a greater
number of mental disorders. They noted that 18% were using
psychiatric medication at the time of consultation, as compared
to noncosmetic patients, whose reported usage is about 5%. This
may have changed during the past decade with the advent of new
procedures and technology, which have broadened the scope of
what can be achieved, are frequently performed in a physician’s
office, and have a minimal associated recovery.
Of all the psychiatric disorders affecting individuals presenting
for aesthetic procedures, the most commonly found, and hence
studied, has been Body Dysmorphic Disorder (BDD). The incidence of BDD among this population has been reported to range
from 12 to 20%. Bellino et al. (2005) conducted a clinical investigation of dysmorphic concern symptoms and personality disorders in patients seeking cosmetic surgery. They defined BDD as a
somatoform disorder in which the patient presents with a significant preoccupation with a defect in appearance. Either the defect
is imagined, or, if a slight anomaly is present, the individual’s concern is markedly excessive. The Diagnostic and Statistical Manual

patients with unrealistic expectations
of Mental Disorders, 4th Edition (DSM-IV) diagnostic criteria
specify that the preoccupation must be present for at least 1 hour
each day, and cause significant distress or impairment in their
social or occupational functioning.
BDD patients repeatedly pursue aesthetic treatment for an imagined defect. BDD has proved responsive to SSRI antidepressant
medication and Cognitive-Behavioral Therapy (CBT), but patients
often seek plastic surgery.(7) Patients rarely benefit from the procedures; in fact, often times the severity of the BDD is unchanged
or worsened after surgery.(7) Tignol et al. (2007) found that the
majority of BDD patients receive the cosmetic surgery they seek,
often times as a result of their unrelenting search and “craving” for
correction. Also, diagnosis of BDD is difficult in a cosmetic surgery
setting. Patients with BDD are significantly younger; therefore,
young age combined with a preoccupation over a minimal defect
may serve as a sign toward possible BDD diagnosis.
BDD is frequently associated with other Axis I disorders such as,
major depressive disorder, panic disorder, substance abuse, obsessive-compulsive disorder and social phobia. The majority (53–87%)
of BDD patients have a coexisting personality disorder.(8)
According to Meningaud et al. (2002), cosmetic surgery is statistically ineffective as a treatment for depressive disorders.(9)
Therefore, the question is posed: “How should providers respond
to requests for surgery in reaction to a job loss, an emotional disturbance, or bereavement?” Meningaud et al. (2002) suggest that
the practitioner should, generally, advise the patient to wait for
the event to settle first, even if it means reconsidering the request
later to improve the patient’s self-confidence.
In Napoleon’s 1993 article: “The presentation of personalities
in plastic surgery,” he found the following incidence of personality disorders in a cosmetic surgery practice in Southern California
over a 1.5-year period (n = 133): Narcissistic: 25%, Histrionic:
9.75%, Borderline: 9%, Obsessive-Compulsive: 4%.(10)
Data were gathered on patients’ expectations in this sample,
using the Napoleon Preoperative Test (NPT). He found that
expectation was significantly related to patient satisfaction.
He assessed postoperative patient satisfaction and found that
patients who met criteria for borderline personality disorder
were the least satisfied, followed by obsessive-compulsive personality disorder and Narcissistic. Idealistic expectations were
found to lead to potential postoperative problems. Napoleon
found that 0% of the OCD patients had realistic preoperative
expectations and therefore were very dissatisfied with surgery.
Only 2% of the narcissistic patients and 8% of the borderline
patients were found to have realistic expectations. As patients
age, he noticed that their expectations become more realistic.
(These and other issues are also discussed in more detail in
chapter 25.)

aesthetic practitioners, cosmetic surgeons
The term cosmetic surgeon designates a truly heterogeneous body
of medical professionals comprising a wide variety of specialties.
A lucrative patient market has lured more physicians to enter the
field and added to the growing heterogeneity of physicians who
perform procedures. Practitioners may include plastic surgeons,
facial plastic surgeons, dermatologists, otolaryngologists, oculoplastic surgeons, maxillofacial surgeons, ophthalmologists, and

general surgeons–not all of whom have been trained in performing cosmetic procedures, per se.
The result has been increased competition, turf wars, and a
deeper inquiry into the purpose and definition of aesthetic practice and the rules governing it. Aesthetic practitioners vary greatly
in their training, the fellowships they have earned and membership in professional societies. Aesthetic practitioners do, however,
all perform some elective cosmetic/surgical procedures on their
patients–in the absence of pathology–to aid in the patient’s “pursuit of psychosocial benefit”(3)
The term elective describes a critical aspect of the cosmetic
surgeon’s practice; elective implies a choice on behalf of both
the patient and the physician to proceed with an optional—
nonessential—procedure. The patient has chosen (or is perhaps
offered, then chooses) to undergo an intervention, she deems to
be to her psychosocial benefit, and has sought out a specialist
to perform that intervention. The cosmetic surgeon must make
a dual decision: first, s/he must evaluate the patient’s unstated,
underlying reason for requesting the procedure, and then, considering a number of complex factors comprising a risk/benefit
profile, come to his/her own decision to offer, defer, or refuse the
procedure.
A chapter on unrealistic expectations must necessarily explore
the unique measures of success and failure in aesthetic practice.
Success in cosmetic surgery is fundamentally different from success in, for example, general surgery or psychiatry. Success in a
patient with acute appendicitis means surgical removal of the
appendix without complications and with a return to normal
functioning. A patient with major depressive disorder expects
improved sleep, increased energy, and a full remission of neurovegetative symptoms if the treatment is deemed successful. The
measures of success of a patient status postrhinoplasty are not
a smaller, shorter, or straighter nose—but a subjective feeling of
increased attractiveness. Aesthetic goals are inherently subjective
and it is the subjectivity of success criteria that puts the cosmetic
practitioner on unstable ground.
Grossbart and Sawyer (11) report how little awareness we have,
as human beings, of our own attractiveness; in fact, they say,
through a discussion of Feingold’s earlier work, that self-rating
of our attractiveness is quantifiable. We are only 6% accurate
when rating how attractive we are when we compare it to external (other people’s) measures. Attractiveness, then, is a bifurcating path leading to two, distinct experiences: an inner, subjective
experience and an outer, objective experience.
However, at first blush it would seem that neither cosmetic surgeons nor their patients are shy about voicing the “inner” and
“outer” experiences. The first exchange in the initial consultation
is some version of: “What don’t you like about yourself?” followed
by the patient reporting his/her area(s) of concern, often asking
for the surgeon’s opinion. But this exchange rarely goes to the
heart of the some patients’ real motivation: they want the surgery
to change something—not on their bodies—but in their life.
The desired life changes are the key to managing unrealistic
expectations. Does the patient hope that rhytidoplasty will increase
self-esteem or infuse her marriage with passion? It is the clinician’s job to assess the realistic/unrealistic desires of their patients.
According to Grossbart and Sarwer (3) the cosmetic surgeon has



