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1. INTRODUCAO

O presente relatorio refere-se as atividades desenvolvidas no pos-doutorado, no
periodo de Outubro de 2016 a Fevereiro de 2018.

O projeto “Correlagdes clinicas e psicopatologicas entre tragos de personalidade
e transtorno dismorfico corporal em populagao candidata 8 mamoplastia de aumento”, foi
desenvolvido no Programa de Po6s-Graduagdo em Cirurgia Translacional da Escola
Paulista de Medicina - Universidade Federal de Sao Paulo, dentro da area de concentracao
“Qualidade como método de avaliagdo” e linha de pesquisa que envolve a imagem
corporal. Dando continuidade aos estudos sobre aspectos da imagem corporal - e sob a
supervisdo da Professora Doutora Lydia Masako Ferreira - foi objetivo deste projeto a
aquisicdo de conhecimento cientifico, o aprimoramento académico e de pesquisa
cientifica, a integracdo das atividades de ensino e pesquisa ¢ formacdo de novos
pesquisadores com alunos de iniciagdo cientifica, aperfeicoamento, mestrado e
doutorado.

Durante o desenvolvimento do projeto de pos-doutorado, houve a participacao das
reunides clinicas do Programa de P6s-Graduacao em Cirurgia Translacional, as segundas-
feiras, das 15:30 as 17:30, bem como do Ambulatério do Setor de Reconstrucdo Mamaria
da Disciplina de Cirurgia Plastica do Hospital Sao Paulo da Universidade Federal de Sao
Paulo — Escola Paulista de Medicina, as segundas-feiras, das 10:00 as 12h:00.

No Ambulatério do Setor de Reconstru¢do Mamaria foi realizada a avaliacao
clinica de pacientes candidatos a mamoplastia de aumento e aplicagdo de questiondrios
de avaliagdo psicologica e psiquiatrica em trés fases (pré-operatorio e apos dois e quatro
meses da operagao).

Um brago do projeto foi direcionado para o doutorado de um aluno “Sintomas de
transtorno dismorfico corporal e tragos de personalidade em mulheres candidatas a
mamoplastia de aumento” (em andamento). No estudo para o doutorado a avaliagdo
clinica e diagndstica da depressdo nao foi incluida.

O pos-doutorado dever ser considerado um estagio académico, mais do que uma

especializacdo, realizado em uma universidade para aprimorar o nivel de exceléncia em



uma determinada area, aperfeicoando ainda mais os estudos do pesquisador em uma area

especifica. Isso significa que, este tempo, ndo se esgota nesta fase.

2. APRESENTACAO CIENTIFICA

A Cirurgia Plastica ¢ a especialidade que se preocupa amplamente, mas nao
exclusivamente, com a reparacao da superficie corporal. A cirurgia estética tem a
finalidade de alterar a forma de estruturas do corpo com o objetivo de melhorar a
aparéncia e a autoestima. E realizada para corrigir alteragdes fisiologicas, como o
envelhecimento, alteracdes pos gravidicas, ou desvios da forma do corpo que ndo
configuram doenca, mas que causam alteracdes psicoldgicas (DE BRITO et al., 2010;

DE BRITO et al., 2012; GUIMARAES et al., 2015).

Dentre os procedimentos em cirurgia plastica, as cirurgias das mamas figuram
entre as mais realizadas, particularmente as cirurgias estéticas das mamas - as
mamoplastias (JAVO & SORLIE, 2010a; VEIGA & FERREIRA, 2018). Segundo a
American Society for Aesthetic Plastic Surgery (ASAPS), foram realizadas, nos
Estados Unidos da América, 627.179 cirurgias estéticas das mamas, correspondendo
a mais de 30% de todas as cirurgias plésticas de carater nao reconstrutivo realizadas
naquele pais em 2016 (AMERICAN SOCIETY FOR AESTHETIC PLASTIC
SURGERY — ASAPS).

Segundo a American Society of Plastic Surgeons (ASPS), a mamoplastia de
aumento com implantes € a cirurgia estética mais realizada nos Estados Unidos da
América, com 290.467 procedimentos realizados em 2016, um aumento de 37% em
relacdo ao ano 2000. O Brasil ficou atras apenas dos Estados Unidos em nimero de
cirurgias plasticas estéticas das mamas realizadas em 2016; foram 434.775
procedimentos, correspondendo a 14,1% do total mundial, segundo dados da
International Society of Aesthetic Plastic Surgery (ISAPS). Dentre os procedimentos
realizados em 2016, também no Brasil, a mamoplastia de aumento foi o mais
realizado, com 217.085 cirurgias. Estes resultados mostram por um lado a aceitacao
social da Cirurgia Plastica e por outro o quanto a cirurgia estética das mamas tem sido
associada a padrdes estéticos e culturais de beleza (GUIMARAES et al, 2015;
VEIGA & FERREIRA, 2018).
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As mamas tém sido reconhecidas através dos tempos e em diferentes culturas
como simbolo de feminilidade, sexualidade e maternidade com grande importancia
para a integridade fisica e psicologica das mulheres. O reconhecimento desta
importancia fez com que as distor¢coes de tamanho e forma fossem consideradas
anomalias mamarias, com amplo efeito deletério, tanto na esfera fisica, quanto

emocional feminina (GUIMARAES et al., 2015).

A sociedade, ao superestimar a mama feminina como simbolo de feminilidade,
sexualidade e erotismo, € a0 mesmo tempo promulgar padrdes irrealistas, encoraja as
mulheres a avaliar seu valor pela aparéncia das mamas (KOFF & BENAVAGE, 1998;
VEIGA & FERREIRA, 2018).

As pacientes com pequeno volume mamario € que procuram a mamoplastia de
aumento apresentam insatisfacdo com a imagem corporal, grande investimento na
aparéncia pela baixa percepcdo da propria atratividade, ansiedade em relagdo a
sexualidade e desejo de se sentirem mais confiantes e femininas nas relagdes sociais
e afetivas (SHIPLEY, O'DONNELL, BADER, 1977; BIRTCHNELL & LACEY,
1988; BIRTCHNELL, WHITFIELD, LACEY, 1990; SARWER et al., 2003;
CRERAND, INFIELD, SARWER, 2009; MCCARTHY et al., 2012; GUIMARAES
et al., 2015). A baixa educacdo, a aceitagdo social da Cirurgia Plastica e a avaliagao
negativa da aparéncia foram referidas por JAVO & SORLIE (2010a), como principais
varidveis para o interesse por procedimentos cirirgicos de uma forma geral.
Apontaram ainda como preditores, sintomas de Transtorno Dismorfico Corporal
(TDC), preocupacao e investimento psicoldogico com a aparéncia, historico de teasing
e gestacdes. Segundo os mesmos autores, mulheres interessadas em mamoplastia de
aumento apresentavam fatores psicoléogicos mais complexos, associados ao seu
interesse na cirurgia plastica, quando comparadas aos grupos que procuravam a
abdominoplastia, lipoaspiragdo e rinoplastia (JAVO & SORLIE, 2010a). Num outro
estudo, a andlise regressiva confirmou que, a busca pela cirurgia plastica mostrou-se
positivamente associada aos sintomas de TDC, preocupagd@o com a imagem corporal,
gestagoes, historico de feasing sobre a aparéncia e aceitagdo social da Cirurgia
Plastica (JAVO & SORLIE, 2010b), resultado que foi semelhante ao referido por
SARWER et al. (2003) e por DE BRITO et al. (2016). Tragos de personalidade,
inseguranga interpessoal, baixa autoestima, insatisfagdo com a imagem corporal e

sexualidade, percepcao da atratividade associada a magreza e estreita associagdo com
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Transtornos Alimentares (TA), pobreza nos vinculos afetivos e sociais e baixo nivel
de atividade fisica foram acrescentados como fatores psicossociais que, motivavam a

busca pela cirurgia plastica (JAVO & SORLIE, 2010b; NIKOLIC et al., 2013).

JACOBSEN et al. (2004) observaram, entre candidatas a cirurgias estéticas, uma
maior prevaléncia de tratamento psiquiatrico prévio entre mulheres candidatas a
mamoplastia de aumento com implantes do que entre as candidatas a reducao
mamaria ou outras cirurgias estéticas. Isso levou a recomendacao de indicar avaliacao
psicolédgica pré-operatoria para pacientes que desejam submeter-se a mamoplastia de
aumento (ROHRICH, ADAMS, POTTER, 2007, MCLAUGHLIN, LIPWORTH,
TARONE, 2003; MCLAUGHLIN, 2003; LIPWORTH et al., 2009; VEIGA &
FERREIRA, 2018).

Além disso, estudos mostraram que a busca pela mamoplastia de aumento podia
ser um potencial marcador para psicopatologia, notadamente o TDC e que, mulheres
com implantes mamarios, fizeram mais psicoterapia, mais tratamentos com
psicofarmacos e tiveram mais internagdes psiquiatricas do que mulheres da populagao
geral, ou candidatas a outras cirurgias estéticas (JACOBSEN et al., 2004;
CRERAND, INFIELD, SARWER, 2007; DIDIE & PHILLIPS, 2007; LIPWORTH
etal.,2007; LIPWORTH & MCLAUGHLIN, 2010; VEIGA & FERREIRA, 2018).

Distarbios da imagem corporal, sendo o mais comum o TDC, sdo caracteristicas
psicopatologicas encontradas em mulheres que buscam a mamoplastia de aumento
(JAVO & SORLIE, 2010a; KALAAIJI et al., 2013), sugerindo a necessidade de uma
estreita colaboracdo interdisciplinar entre cirurgides plasticos, psicologos e
psiquiatras (MCGRATH, 2007; SPYROPOULOU & KONSTANTOPOULOU,
2011). Entre 3 e 15% das pacientes candidatas & mamoplastia de aumento apresentam
algum grau de TDC (SARWER, 2007; CRERAND, INFIELD, SARWER, 2007;
VEIGA & FERREIRA, 2018).

A literatura sobre a efetividade das cirurgias estéticas das mamas ¢ controversa.
Enquanto alguns estudos apontam que os pacientes apresentam grande satisfacdo com
os resultados, melhora da autoestima, sexualidade, qualidade de vida e alivio
psicolégico (SARWER, 2007; SAARINIEMI et al., 2012; KALAAIJI et al., 2013;
PENAUD & DE MORTILLET, 2013; GUIMARAES et al., 2015), outros autores
observaram que os beneficios psicoldgicos sao poucos (CRERAND, INFIELD,
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SARWER, 2009). Uma minoria sofre de excessiva insatisfacdo consistente com o
diagnostico de TDC, que pode estar contraindicada a mamoplastia de aumento
(CRERAND, INFIELD, SARWER, 2009). Nao obstante, limitagdes metodologicas
dos estudos, que investigaram caracteristicas psicossociais em mulheres que buscam
a mamoplastia de aumento, impedem evidéncias e conclusdes sobre aspectos
psicolégicos dessa populagio (CRERAND, INFIELD, SARWER, 2009). Além
disso, os resultados positivos foram mesclados por sete estudos epidemioldgicos que,
identificaram uma relacao entre os implantes mamarios e suicidio, assinalando que,
as taxas de suicidio entre mulheres com implantes mamarios, seria duas a trés vezes
a taxa esperada na populagdo geral (SARWER, 2007; SARWER, BROWN, EVANS,
2007; CRERAND, INFIELD, SARWER, 2009; SPYROPOULOU &
KONSTANTOPOULOU, 2011), mostrando assim a importancia de triagem
psicologica e gestdo de pacientes que buscam esse procedimento cirirgico
(SARWER, 2007, CRERAND, INFIELD, SARWER, 2009; FIGUEROA-HAAS,
2009). Por outro lado, a auséncia de respostas sobre a etiologia para interpretar essa
associacdo, ¢ wuma séria limitagdo na pesquisa (SPYROPOULOU &
KONSTANTOPOULOU, 2011). Entretanto, a psicopatologia pré-operatoria nessa
populacdo, suas motivacdes e expectativas, e caracteristicas psicossociais sao
importantes fatores que, podem contribuir para a relagdo entre mamoplastia de

aumento e risco de suicidio (SPYROPOULOU & KONSTANTOPOULOU, 2011).

Inimeros estudos, em paises como os Estados Unidos, o Canada, a Suécia, a
Finlandia e a Dinamarca, observaram um maior indice de suicidios entre mulheres
que se submeteram a mamoplastia de aumento com implantes, quando comparadas a
mulheres da populagdo geral na mesma faixa etaria (MAZUR, 1986;
MCLAUGHLIN, LIPWORTH, TARONE, 2003; MCLAUGHLIN, 2003;
PUKKALA et al, 2003; KOOT et al., 2003; JACOBSEN et al., 2004;
MCLAUGHLIN, WISE, LIPWORTH, 2004; BRINTON et al., 2006; VILLENEUVE
et al., 2006; CRERAND, INFIELD, SARWER, 2007; LIPWORTH et al., 2007;
LIPWORTH & MCLAUGHLIN, 2010). As razdes para esse aumento no risco de
suicidio ndo sdo claras, mas caracteristicas de personalidade predisponentes poderiam
ser um fator de contribui¢do para esse risco aumentado (BRINTON et al, 2006;

MCLAUGHLIN, WISE, LIPWORTH, 2004).
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E muito importante considerar o TDC como fator de risco para suicidio entre
mulheres que se submetem a mamoplastia de aumento com implantes (VEIGA &
FERREIRA, 2018). Isto ¢ um desafio, uma vez que muitas mulheres com TDC nao
relatam os sintomas ¢ o TDC muitas vezes ndo ¢ diagnosticado e adequadamente
tratado no pré-operatorio (KLESMER, 2003; DE BRITO ef al., 2015; VEIGA &
FERREIRA, 2018).

Por outro lado, modelos cognitivos comportamentais sugerem que certos tragos
de personalidade sdo fatores de risco para o desenvolvimento do TDC, embora a
avaliacdo de tracos de personalidade e TDC seja escassa. Contudo, tragos de
perfeccionismo, sensibilidade estética e inibi¢ao comportamental foram associados
aos sintomas do TDC (SCHIEBER et al., 2010). BARAHMAND, MOZDSETAN,
NARIMANI (2010) relataram que a avaliagdo positiva da aparéncia esta associada a
tragos narcisicos ¢ histridnicos e a insatisfacdo com partes do corpo positivamente
correlacionada com tragos obsessivo-compulsivos. De acordo com os autores, o TDC
parece ser uma manifestacdo morbida de tendéncias perfeccionistas inflexiveis

observadas em transtornos de personalidade obsessivo-compulsivo.

Dificuldades em aceitar os resultados cirtrgicos, disfungdes sexuais e reagoes
negativas foram associadas a caracteristicas especificas de personalidade e por isso
sdo necessarios mais estudos (MEYER & RINGBERG, 1987). Tragos de
personalidade especificos desempenham papel na escolha da cirurgia e satisfagdo no
poOs-operatorio, observados em cirurgias reconstrutivas pos mastectomias, ou seja,
parece haver influéncia do tipo de personalidade tanto na motivacdo quanto no

resultado de uma intervengao cirtrgica (OFFODILE et al., 2015).

Tragos de temperamento e personalidade estdo associados a transtornos mentais e
também ao nivel de percep¢do (PAVAN et al, 2013), sendo importante a
identificacdo e gestdo adequada desses tragos, para que se mantenham os beneficios
cirtrgicos. Tragos de temperamento e personalidade podem ser definidos pela
interacdo entre a predisposi¢cdo genética e as experiéncias da vida. Tragos
temperamentais sdo dependentes de contextos sociais. Adolescentes inibidos sdo mais
propensos a desenvolver sintomas de ansiedade social. Pacientes com TDC e
ansiedade social relataram que o inicio da ansiedade social precedeu o TDC. Além

disso, o transtorno de personalidade esquiva ¢ o mais comum em individuos com
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TDC, levando-os a inibi¢do das relagdes afetivas e sociais. Em suma, temperamentos
de esquiva, expressos em inibigdes, preocupagdo extrema, ou ansiedade,
determinados geneticamente, podem ser um fator de risco para o desenvolvimento do
TDC (VEALE & NEZIROGLU, 2010; DE BRITO et al., 2016). Alguns tragos de
personalidade como astenia e tendéncia a auto-critica, inseguranga e perfeccionismo
podem ser considerados fatores de predisposi¢do para o desenvolvimento do TDC

(PAVAN et al., 2008; VEALE & NEZIROGLU, 2010; DE BRITO et al., 2016).

A prevaléncia de transtornos de personalidade entre pacientes com TDC ¢
relativamente alta (CRERAND, FRANKLIN, SARWER, 2006; DE BRITO et al.,
2014; DE BRITO et al., 2016). Cerca de 50% dos individuos com TDC possuem
transtorno de personalidade concomitante (MALICK, HOWARD, KOO, 2008;
DINGEMANS et al.,2012; DE BRITO et al., 2014; DE BRITO et al., 2016). O TDC
¢ comum em pacientes com transtorno de personalidade borderline, o qual ¢
caracterizado por impulsividade e comportamento agressivo (VINDIGNI et al., 2002;
PHILLIPS et al., 2005; BELLINO et al., 2006; FIORI & GIANNETTI, 2009; DE
BRITO et al., 2014; DE BRITO et al., 2016). A presenca de transtornos de
personalidade, geralmente, reflete a gravidade dos sintomas do TDC, podendo estar

associada ao desenvolvimento de seus sintomas (BELLINO et al., 2006).

Transtornos de personalidade afetam o grau de expectativas e o comportamento
dos pacientes que procuram procedimentos em cirurgia pléstica, tanto em termos do
vinculo terapéutico estabelecido com a equipe médica, como da percep¢dao do
resultado de satisfacdo (DE BRITO et al., 2014; DE BRITO et al., 2016), por isso a

importancia de avaliar tragos de personalidade nessa populagao.

Fatores de risco para insatisfagdo com os resultados de cirurgias estéticas incluem
transtornos com um componente psicologico, como a depressio e o TDC, mas
também incluem transtornos ndo diagnosticados clinicamente e que podem contribuir
negativamente no estado emocional da paciente, como baixa autoestima e ansiedade,
além de fatores sociais como idade e estado conjugal (BRUNTON et al., 2014;
VEIGA & FERREIRA, 2018), ou tragos de personalidade (DE BRITO et al., 2014;
DE BRITO et al., 2016). Na pratica clinica, ¢ importante distinguir o TDC e suas

manifestagdes de uma imagem corporal negativa ou alterada. Embora o TDC seja um



transtorno psiquiatrico relativamente frequente, ¢ muitas vezes sub-diagnosticado

(DE BRITO et al., 2015).

Dessa forma, torna-se relevante identificar o perfil de mulheres que buscam a
mamoplastia de aumento, através de aspectos sociodemograficos, tracos de
personalidade e sintomas de TDC, bem como o impacto terapéutico da cirurgia em

termos de beneficios psicologicos.

Descricao das atividades realizadas: aulas ministradas

I.1. Tema: Validade e confiabilidade dos questionarios - Metodologias de
traducdo, adaptacdo cultural e validagdo de um questionario. [Curso de
Aperfeicoamento em Pesquisa Cientifica em Cirurgia, Disciplina de Cirurgia

Plastica, EPM-Unifesp] Carga horéria: 1 hora (2016).

[.2. Tema: Validade e confiabilidade (Propriedades Psicométricas) dos
questionarios / Metodologias de traducdo, adaptagdo cultural e validagdo de um
questionario. [Curso de Aperfeicoamento em Pesquisa Cientifica em Cirurgia,

Disciplina de Cirurgia Plastica, EPM-Unifesp] Carga horéaria: 1 hora (2017).

[.3. Tema: Avaliagdo da Autoestima em Cirurgia Plastica [Programa de Pos-
Graduacdo em Cirurgia Translacional, Disciplina de Cirurgia Plastica, EPM-

Unifesp] Carga horaria: 1 hora (2016).

[.4. Tema: Identificando o transtorno dismorfico corporal. Da pesquisa a pratica
clinica. [Programa de Pos-Graduacdo em Cirurgia Translacional, Disciplina de

Cirurgia Plastica, EPM-Unifesp] Carga horaria: 1 hora (2017).

I.5. Tema: Transtorno Dismoérfico Corporal em Cirurgia Plastica e Dermatologia
- Como identificar. [Programa de Pos-Graduagdao em Cosmiatria, Laser e
Procedimentos, Hospital Israelita Albert Einstein, Sao Paulo]

Carga hordria: 2 horas (2017).
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Congressos nacionais e internacionais: organizacao e apresentacoes

II.1. Organizagao do curso “A Psicopatologia ¢ a Clinica dos Conflitos entre Mente e
Corpo” no IV Congresso Internacional Clinica Psiquiatrica 2016, Hospital das Clinicas,

Centro de Convengodes Reboucas, Sao Paulo.

I1.2. Apresentacao oral no IV Congresso Internacional Clinica Psiquiatrica 2016 com o
tema “Transtorno Dismorfico Corporal”, Hospital das Clinicas, Centro de Convengdes

Rebougas, Sao Paulo.

I1.3. Apresentacao oral no IV Congresso Internacional Clinica Psiquidtrica 2016 com o
tema “Sintomas para transtorno dismorfico corporal e preocupagdes com o peso corporal
em pacientes que procuram abdominoplastia” Hospital das Clinicas, Centro de

Convengoes Reboucas, Sao Paulo.

I1.4. Apresentacdo oral no Simpdsio Comemorativo de 25 anos do Programa de
transtornos alimentares (AMBULIM): Dedicacdo e trabalho em equipe — Novos rumos e
desafios (2017) com o tema “Transtorno dismorfico corporal”, Instituto de Psiquiatria do
Hospital das Clinicas da Universidade de Sdo Paulo, Anfiteatro Principal do Instituto de

Psiquiatria da Faculdade de Medicina da USP, Sdo Paulo.

IL.5. Apresentacdo oral no XXIX Encontro Cientifico dos Académicos de Medicina e VIII
Congresso Goiano de Etica Médica (2017) com o tema “Identificacio e conduta frente ao
paciente com transtorno dismorfico corporal”, Universidade Federal de Goias, Conselho

Regional de Medicina do Estado de Goias (CREMEGO), Goiania.

I1.6. Apresentagdo oral no IV World Congress of Plastic Surgeons of Lebanese Descent
(2017) com o tema “Body dysmorphic disorder in plastic surgery”, Association of Plastic

Surgeons of Lebanese Descent, Hotel Maksoud Plaza, Sao Paulo.

I1.7. Apresentacao oral no IV World Congress of Plastic Surgeons of Lebanese Descent
(2017) com o tema “The Female Genital Self-Image Scale (FGSIS): Cross-cultural
validation of the brazilian version in patients seeking plastic surgery”, Association of

Plastic Surgeons of Lebanese Descent, Hotel Maksoud Plaza, Sao Paulo.
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Coorientacoes em andamento de alunos — UNIFESP

III.1. Barbara Caon. Titulo: Insatisfagdo corporal - um estudo em bailarinas. Nivel:

Iniciacio cientifica.

II1.2. Leandro do Couto Aguiar. Titulo: O efeito psicolégico da cinta compressiva apds

abdominoplastia. Nivel: Curso de Aperfeicoamento em Pesquisa Cientifica em Cirurgia.

II1.3. Ana Claudia Neves Gongalves. Titulo: Female Sexual Function Index Adaptation
For Breast Cancer Patients (FSFI-BC): Tradugdo para a lingua portuguesa do Brasil,

adaptacgao cultural e validacao. Nivel: Curso de Aperfeicoamento em Pesquisa Cientifica

em Cirurgia.

II1.4. Jos¢é Batista da Cunha. Titulo: Caregiver Work Limitations Questionnaire (WLQ):
Tradugao para a lingua portuguesa do Brasil, adaptagdo cultural e validag¢ao. Nivel: Curso

de Aperfeicoamento em Pesquisa Cientifica em Cirurgia.

II1.5. Tatiane de Sousa. Titulo: Tradugdo para a lingua portuguesa do Brasil, adaptagao
cultural e valida¢ao do BREAST-QO® - Breast Conserving Therapy Module. Orientadora:

Profa. Dra. Daniela Francescato Veiga. Nivel: Mestrado.

III.6. Edson Luiz de Lima. Titulo: Sindrome de Burnout em residentes de cirurgia

plastica. Orientadora: Profa. Dra. Lydia Masako Ferreira. Nivel: Doutorado.

I11.7. Eduardo Rodrigues Sucupira Pinto. Titulo: Transtorno dismorfico corporal e tragos
de personalidade em mulheres submetidas 8 mamoplastia de aumento. Orientadora: Profa.

Dra. Lydia Masako Ferreira. Nivel: Doutorado.
IT1.8. Elisa Mayumi Kokuba Aihara. Titulo: Avaliacio das mamas, fungdo sexual e

atividade fisica ap6s mamoplastia de aumento. Orientador: Prof. Dr. Miguel Sabino Neto.

Nivel: Doutorado.

Coorientacoes concluidas de alunos

IV.1. Jara Gama Esteves de Oliveira. Titulo: Traducdo, adaptagdo cultural e
confiabilidade do instrumento Breast — Q Expectations Module (pre operative).

Orientadora: Profa. Dra. Daniela Francescato Veiga. Nivel: Mestrado.
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IV.2. Tatiana Dalpasquale Ramos. Titulo: The Body Dysmorphic Symptoms Scale:
traducdo, adaptacdo cultural e validagdo. Orientador: Prof. Dr. Miguel Sabino Neto.

Nivel: Mestrado.

IV.3. Betina Zimmermann Fontes de Moraes. Titulo: O efeito da cinta compressiva no
edema subcutaneo no abdome de pacientes submetidas a abdominoplastia. Orientador:

Prof. Dr. Fabio Xerfan Nahas. Nivel: Mestrado.

IV.4. Dione Batista Vila- Nova da Silva. Titulo: Caracteristicas e nimero de demandas
médico/paciente em Cirurgia Plastica em Sao Paulo, Rio de Janeiro e Rio Grande do Sul.

Orientador: Prof. Dr. Fabio Xerfan Nahas. Nivel: Doutorado.
IV.5. Cristiane Costa Fonseca. Titulo: Imagem corporal ap6s mamoplastia redutora.

Orientadora: Profa. Dra. Daniela Francescato Veiga. Nivel: Doutorado.

IV.6. Elaine Cristina Faria. Titulo: Capacidade para o trabalho e produtividade de
individuos com tlcera venosa. Orientadora: Profa. Dra. Daniela Francescato Veiga.

Nivel: Doutorado.

Participacoes em bancas (Unifesp e Univas)

V.1. Mestrado Académico — 5 bancas
V.2. Mestrado Profissional — 14 bancas
V.3. Doutorado — 2 bancas

V.4. Qualificagdo de Mestrado Profissional — 2 bancas

Capitulos de livro

VL.1. De Brito MJ, Gama MG, Ferreira LM. A dor psiquica: influéncias da ansiedade na
cicatrizagdo de lesdes teciduais. In: Gongalves ACN, De Brito MJA (org). Plantando o

alivio da dor — fitoterapia, ansiedade e cicatrizagdo. Machado: Rezende Office, 2017.

VI. 2. De Brito MJ, Cordas TA, Ramos TD, Ferreira LM. Historia do cabelo de Alan

Pauls — O livro comega descrevendo os principais sintomas de um individuo que apresenta
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uma grande insatisfacdo com uma regido da aparéncia — o cabelo - revelando a extrema
preocupacao que se traduz em pensamentos obsessivos: “Nao passa um dia sem que pense
no cabelo. Esta condenado a lidar, volta ¢ meia, com o assunto. (...) escravo do cabelo
(...)”, mesmo ap6s a morte, ou seja, nem a morte livra-lo-ia da vida do cabelo. O cabelo,
o sofrimento subjetivo, era maior que a propria vida. O personagem carrega em si 0
sofrimento do sintoma da dismorfia corporal. In: Cordas TA, De Oliveira Gonzalez M
(org). Personagens ou Pacientes II: classicos da literatura mundial para refletir sobre a

natureza humana. Porto Alegre: Artmed, 2018 (em andamento).

Livros

VIL.1. Titulo: Plantando o alivio da dor — Fitoterapia, ansiedade e cicatrizagao.
Organizadoras: Ana Claudia Neves Gongalves e Maria José Azevedo de Brito.

Machado: Rezende Office, 2017

VIL 2. Titulo: Transtorno Dismoérfico Corporal — a mente que mente. Organizadoras:
Maria José Azevedo de Brito, Taki Athanassios Cordas e Lydia Masako Ferreira. Sao

Paulo: Editora Hogrefe, 2018.

Artigos publicados relacionados

VIII.1. De Brito, Maria José Azevedo; Nahas FX; Cordas TA; Tavares H; Ferreira LM.
Body dysmorphic disorder in patients seeking abdominoplasty, rhinoplasty and
rhytidectomy. Plast Reconstr Surg. 2016 Feb;137(2):462-71.

VIIL.2. De Brito, Maria José Azevedo; Nahas FX; Cordas TA, Gama MG, Sucupira ER,
Ramos TD, Felix GA, Ferreira LM. Prevalence of Body Dysmorphic Disorder Symptoms

and Body Weight Concerns in Patients Seeking Abdominoplasty. Aesthet Surg J. 2016
Mar;36(3):324-32.

VIIIL.3. De Brito, Maria José Azevedo; Nahas FX; Cordas TA; Tavares H; Ferreira LM.
The continuous nature of body dysmorphic symptoms and plastic surgery. Plast Reconstr

Surg. 2016 Sep;138(3):554¢-5e.


http://www.ncbi.nlm.nih.gov/pubmed/?term=de+brito+mj%2C+nahas+fx+et+al.+plast+reconstr+Surg.+2016
http://www.ncbi.nlm.nih.gov/pubmed/?term=de%20Brito%20MJ%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Nahas%20FX%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cord%C3%A1s%20TA%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gama%20MG%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Sucupira%20ER%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ramos%20TD%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Felix%20GA%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ferreira%20LM%5BAuthor%5D&cauthor=true&cauthor_uid=26851144
http://www.ncbi.nlm.nih.gov/pubmed/26851144
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VIIL.4. Sucupira E, Sabino Neto M, Dini GM, De Brito MJ, Ferreira LM. Brazilian
Portuguese version of the Short Mood and Feelings Questionnaire (SMFQ) for screening
children and adolescents seeking plastic surgery. J Plast Reconstr Aesthet Surg. 2016
Mar;69(3):e69-70.

VIIL.5. Ramos TD, De Brito MJ, Piccolo MS, Rosella MF, Sabino M Neto, Ferreira
LM. Body Dysmorphic Symptoms Scale for patients seeking aesthetic surgery: A cross-
cultural validation study. Sao Paulo Med J. 2016 Nov-Dec;134(6):480-490.

VIIL6. Sucupira E, Sabino Neto M, Dini GM, De Brito MJ, Ferreira LM. Short Mood
and Feelings Questionnaire for screening children and adolescents in plastic surgery. Sao

Paulo Med J. 2017 Nov-Dec;135(6):518-528.

VIIL7. Felix GAA, Nahas FX, Marcondes GB, Dos Santos AG, De Brito MJA, Ferreira
LM. Brazilian Portuguese version of the Female Genital Self Image Scale (FGSIS) for
women seeking abdominoplasty. J Plast Reconstr Aesthet Surg. 2017 Dec;70(12):1786-
1787.

VIILS. Fonseca CC, Veiga DF, Garcia EDS, Cabral 1V, de Carvalho MM, De Brito
MJA, Ferreira LM. Breast Hypertrophy, Reduction Mammaplasty, and Body Image.
Aesthet Surg J. 2018 Feb 7. doi: 10.1093/asj/sjx271. [Epub ahead of print].

Parecerista das revistas:

IX. 1. Psychiatric Research
IX. 2. Saudi Medical Journal
IX. 4. Scientia Medica

IX.5. Psicologia: Teoria e Pesquisa

Revisora do periodico:

X. 1. Aesthetic Surgery Journal

X.2. International Wound Journal



15

Software

XI.1. Sistema de suporte a decisao na identificagdo de risco do transtorno dismorfico

corporal. Registro de software n° BR 51 2017 001434-5.
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As mamas tém sido reconhecidas através dos tempos e em diferentes culturas como simbolo

de feminilidade, sexualidade e maternidade com grande importancia para a integridade fisica e psicologica
das mulheres. O reconhecimento desta importancia fez com que as distor¢cdes de tamanho e forma fossem
consideradas anomalias mamarias, com amplo efeito deletério, tanto na esfera fisica, quanto emocional
feminina. A sociedade, ao

superestimar a mama feminina como simbolo de feminilidade, sexualidade e erotismo, e a0 mesmo tempo
promulgar padrdes irrealistas, encoraja as mulheres a avaliar seu valor pela aparéncia das mamas.As
pacientes com pequeno volume mamario e que procuram a mamoplastia de aumento apresentam
insatisfacdo com a imagem corporal, grande investimento na aparéncia pela baixa percep¢ao da propria
atratividade, ansiedade em relacéo a sexualidade e desejo de se sentirem mais confiantes e femininas nas
relagdes sociais e afetivas.Estudos mostram que a busca
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pela mamoplastia de aumento pode ser um potencial marcador para psicopatologia, notadamente o TDC.
InUmeros estudos, em paises como o0s

Estados Unidos, o Canada, a Suécia, a Finlandia e a Dinamarca, observaram um maior indice de suicidios
entre mulheres que se submetiam a mamoplastia de aumento com implantes, quando comparadas a
mulheres da populagé@o geral na mesma faixa etaria.Desta forma, torna-se relevante identificar o perfil de
mulheres que buscam a mamoplastia de

aumento em seus aspectos sociodemograficos, tracos de personalidade e sintomas para TDC e depressao,
bem como o impacto terapéutico da cirurgia em termos de beneficios psicolégicos.

Objetivo da Pesquisa:
Identificar correlagbes clinicas e psicopatologicas entre tracos de personalidade e sintomas para Transtorno
Dismoérfico Corporal (TDC) em populacao candidata a mamoplastia de aumento.

Avaliacao dos Riscos e Beneficios:
Trata-se de respostas de pendencias.

Comentarios e Consideragdes sobre a Pesquisa:

Projeto de Pesquisa apresentado ao Programa de P6s Graduacado em Cirurgia Translacional - pelo
Departamento de Cirurgia/Cirurgia Plastica da Unifesp, campus Sao Paulo.

COORDENADOR: PROF. DR. MIGUEL SABINO NETO

Consideracdes sobre os Termos de apresentacao obrigatéria:
Trata-se de respostas de pendencias.

Conclusdes ou Pendéncias e Lista de Inadequacoes:
Pendencias apontadas no parecer inicial:

1) Como este projeto esta inserido dentro de um projeto anterior aprovado, favor apresentar carta de
ciéncia/aprovacéo do pesquisador responsavel do estudo anterior e esclarecer o que sera utilizado do
estudo anterior

2) Quanto ao TCLE:

2.1. Rever a informacgéo dada, no campo "Riscos" no formulério da plataforma brasil € no

TCLE, que indica que a pesquisa nao pode causar riscos. Conforme orientacao da CONEP, lembramos que
qualquer pesquisa com seres humanos pode causar algum risco, por minimo que seja. No que diz respeito a
esta pesquisa, por exemplo, a entrevista/ questionario, embora ndo implique em riscos do ponto de vista
clinico, pode causar constrangimento ou desconforto
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emocional.

mo

2.2. O TCLE deve ser adequado: apresentar em forma de convite; informar que o termo esta sendo

disponibilizado em 2 vias originais (ndo usar a palavra "cépias"), uma para ficar com a participante e outra

para ficar com o pesquisador; todas as folhas devem ser numeradas (ex: 1/4, 2/4, etc.); deixar claro que, no

momento da aplicagdo do TCLE, todas as paginas deverédo ser rubricadas pelo pesquisador e pelo

participante da pesquisa; o termo "paciente" deve substituido pelo termo "participante da

pesquisa",conforme definicdo disposta no item [1.10 da Resolugdo CNS n° 466 de 2012.

3) Rever o delineamento do estudo, ndo € observacional e sim de intervencédo diagnéstica uma vez que

poderdo ser realizados os diagnésticos de transtornos dismorfico corporal e/ou depresséo. Se isso ocorrer

havera alguma conduta / encaminhamento para tratamento?(neste caso, a cirurgia sera suspensa ou

adiada?)

r: pendencias esclarecidas.

Consideracodes Finais a critério do CEP:

O CEP informa que a partir desta data de aprovacgédo, é necessario o envio de relatorios parciais

(anualmente), e o relatério final, quando do término do estudo.

Este parecer foi elaborado baseado nos documentos abaixo relacionados:

Tipo Documento Arquivo Postagem Autor Situacao
Informagdes Basicas| PB_INFORMAGCOES_BASICAS_DO_P | 03/06/2016 Aceito
do Projeto ROJETO_661969.pdf 22:12:57
Projeto Detalhado / | ProjetoPesquisa_CEP.pdf 03/06/2016 |Maria José Azevedo | Aceito
Brochura 22:11:27 | de Brito Rocha
Investigador
TCLE / Termos de | TCLE.pdf 03/06/2016 |[Maria José Azevedo | Aceito
Assentimento / 22:09:01 |de Brito Rocha
Justificativa de
Auséncia
QOutros Pendencias_CEP.pdf 03/06/2016 |Maria José Azevedo | Aceito
22:07:28 | de Brito Rocha

Folha de Rosto FolhadeRosto.pdf 05/05/2016 |Maria José Azevedo | Aceito
22:47:34 | de Brito Rocha

Outros CadastroCEP_HSP.pdf 05/05/2016 |Maria José Azevedo | Aceito
22:46:23 | de Brito Rocha
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Outros CoordenadoriaEnsinoPesquisa_HSP_U | 05/05/2016 |Maria José Azevedo | Aceito
NIFESP.pdf 22:44:33 | de Brito Rocha

Outros Instrumentos.pdf 24/02/2016 |Maria José Azevedo | Aceito
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Outros Protocolo.pdf 24/02/2016 |Maria José Azevedo | Aceito
06:28:26 | de Brito Rocha
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Universidade do Vale do Sapucai (Univas).
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Coordenador da Assisténcia Clinica e do Programa de
Transtornos Alimentares (Ambulim), do Instituto de
Psiquiatria do Hospital das Clinicas da Faculdade de
Medicina da Universidade de Sao Paulo (HCFMUSP), e
professor dos programas de pos-graduagdo da FMUSP.

Lydia Masako Ferreira

Professora livre-docente e titular da disciplina de Cirurgia
Plastica da Unifesp desde 1996, pesquisadora do CNPq 1A,
membro do Comité de Assessoramento de Medicina do
CNPq e coordenadora de Medicina IIT da CAPES.

Capa_Transtorno_Dismorfico_Corporal16x23_.indd 1,3-5

O transtorno dismorfico corporal (TDC) guarda em si um
estigma quando comparado a outros transtornos mentais, sendo
facilmente banalizado por confundir-se com vaidade e aparente
futilidade. Por isso, nao falar sobre ele nem identificar seus
sintomas, acaba por adiar o tratamento dessa condi¢ao que
provoca extremo sofrimento subjetivo.

A insatisfa¢do corporal é produto de um processo mental que é
deslocado para o corpo e o defeito passa a ser percebido como
um problema fisico. O TDC ¢é um disturbio complexo da imagem
corporal que afeta de forma dramatica a qualidade de vida de
seus portadores. Procedimentos estéticos e cirurgicos podem ser
uma boa op¢do de tratamento para alguns individuos, desde que
associados ao tratamento mental.

Nesta obra, direcionada a pacientes e seus familiares,
educadores e estudantes das areas de saude que queiram
aprender o que € e como lidar com o TDC, esse transtorno é
descrito sob um novo olhar de diferentes especialistas em
disturbios da imagem corporal. Aspectos importantes sao
discutidos, como a preocupagio e a insatisfacdo com a aparéncia
fisica em seu extremo - quando um defeito percebido no corpo
pode levar ao suicidio - que tém inicio na infincia e na
adolescéncia.
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Dados da International Society of Aesthetic Plastic
Surgery (ISAPS) e da Sociedade Brasileira de Cirurgia
Plastica (SBCP) revelam o crescimento do numero de
procedimentos cirurgicos. O Brasil € o pais que mais
realiza cirurgias da face e de contorno corporal e
extremidades, e o segundo em cirurgias da mama.
Considerando o total de procedimentos, tanto cirurgicos
quanto minimamente invasivos mais realizados no
mundo, o Brasil esta em segundo lugar, logo atras dos
Estados Unidos.

O transtorno dismorfico corporal (TDC) é a condigdo
psiquidtrica mais relevante para o aumento de tratamentos
médicos com a aparéncia fisica em um contexto
sociocultural que valoriza a atratividade. Paralelamente a
essa observagao, crescem os estudos e a impressio de que
o diagndstico de TDC em pacientes psiquiatricos é
subestimado, sendo muito mais comum do que se
imaginava. Sabemos que a insatisfa¢do corporal é
corriqueira e assume condigao normativa na populagio de
uma forma geral, instalando o culto aos corpos cuidados e
uniformizados em um mesmo padrio de beleza, que pode
levar a disturbios da imagem corporal ao revelar a relagao
com a natureza dos ideais inatingiveis.

Mas até onde essa busca € indicada e necessaria? Até onde
¢é potencializada pelo desejo de perfei¢ao?

Esse desencontro entre a mente € o corpo, razio do
avassalador sofrimento subjetivo em que vive um
individuo com TDC, traduz-se no desencontro do olhar. O
outro ndo o vé&, a familia ndo o reconhece naqueles tracos e
detalhes. E ele olha para fora e nido vé o que os outros
veem. Nem os mais intimos o reconhecem naquele corpo
que o mutila. Sem feridas, sem tragos, sem referéncias da
propria imagem, o seu olhar separa-se da sua vista, e a
ciéncia busca no conhecimento a captura de uma foto
invisivel. O TDC comega dentro e s6 se vé com a lente
focada no que nio se vé!

Reconhecer-se no TDC, ou conhecer o TDC, enderega o
livro para aqueles que sofrem e para o publico em geral.

02/04/2018 14:07
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Body Dysmorphic Symptoms Scale for patients

seeking esthetic surgery: cross-cultural validation study

Escala de Sintomas da Dismorfia Corporal para pacientes
que buscam a cirurgia plastica: estudo de validacao cultural
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ABSTRACT
CONTEXT AND OBJECTIVE: Rhinoplasty is one of the most sought-after esthetic operations among indi-
viduals with body dysmorphic disorder. The aim of this study was to cross-culturally adapt and validate the
Body Dysmorphic Symptoms Scale.
DESIGN AND SETTING: Cross-cultural validation study conducted in a plastic surgery outpatient clinic of
a public university hospital.
METHODS: Between February 2014 and March 2015, 80 consecutive patients of both sexes seeking rhi-
noplasty were selected. Thirty of them participated in the phase of cultural adaptation of the instrument.
Reproducibility was tested on 20 patients and construct validity was assessed on 50 patients, with correla-
tion against the Yale-Brown Obsessive Compulsive Scale for Body Dysmorphic Disorder.
RESULTS: The Brazilian version of the instrument showed Cronbach’s alpha of 0.805 and excellent inter-
rater reproducibility (intraclass correlation coefficient, ICC = 0.873; P < 0.001) and intra-rater reproducibility
(ICC = 0.939; P < 0.001). Significant differences in total scores were found between patients with and
without symptoms (P < 0.001). A strong correlation (r = 0.841; P < 0.001) was observed between the Yale-
Brown Obsessive Compulsive Scale for Body Dysmorphic Disorder and the Body Dysmorphic Symptoms
Scale. The area under the receiver operating characteristic curve was 0.981, thus showing good accuracy
for discriminating between presence and absence of symptoms of body dysmorphic disorder. Forty-six
percent of the patients had body dysmorphic symptoms and 54% had moderate to severe appearance-
related obsessive-compulsive symptoms.
CONCLUSIONS: The Brazilian version of the Body Dysmorphic Symptoms Scale is a reproducible instru-
ment that presents face, content and construct validity.

RESUMO
CONTEXTO E OBJETIVO: Rinoplastia é uma das opera¢des mais procuradas por individuos com o trans-
torno dismorfico corporal. O objetivo deste estudo foi adaptar culturalmente e validar a Body Dysmorphic
Symptoms Scale.
DESENHO E LOCAL: Estudo de validacédo cultural desenvolvido no ambulatério de cirurgia plastica de um
hospital universitario publico.
METODOS: Oitenta pacientes consecutivos de ambos os géneros que desejavam submeter-se a rino-
plastia foram selecionados entre fevereiro de 2014 e marco de 2015. Trinta pacientes participaram da fase
de adaptagao cultural do instrumento. A reprodutibilidade foi testada em 20 pacientes e a validade de
construto em 50 pacientes, correlacionando-se a escala com a Yale-Brown Obsessive Compulsive Scale
para transtorno dismorfico corporal.
RESULTADOS: A versdo brasileira do instrumento mostrou alfa de Cronbach de 0,805 e excelente reprodu-
tibilidade interobservador (coeficiente de correlacdo intraclasse, CCl = 0,873; P < 0,001) e intraobservador
(CCI'=0,939; P < 0,001). Houve diferenca significante entre os escores totais de pacientes com e sem
sintomas (P < 0,001). Observou-se forte correlacao (r = 0,841; P < 0,001) entre a Yale-Brown Obsessive
Compulsive Scale para transtorno dismérfico corporal e a Body Dysmorphic Symptoms Scale. A area sob
a curva caracteristica de operagao do receptor (ROC) foi de 0,981, revelando boa acuracia para discriminar
a presenca de sintomas para transtorno dismorfico corporal; 46% dos pacientes apresentaram sintomas
do transtorno dismorfico corporal e 54% dos pacientes apresentaram sintomas obsessivo-compulsivos
moderados a graves relacionados com a aparéncia.
CONCLUSAO: A versao brasileira da Body Dysmorphic Symptoms Scale é um instrumento reprodutivel
que apresenta validade de face, contelido e construto.



INTRODUCTION

More than 221,000 rhinoplasty procedures (or nose operations)
were performed worldwide in 2013, mainly among Caucasians;
about 163,600 of these procedures were performed on women.!
Rhinoplasty is often sought by young people between 13 and
34 years of age.'” Patients between 13 and 19 years account for
5% of all surgical cosmetic procedures performed."? This shows
the high level of social acceptance of esthetic surgery in general
and of rhinoplasty in particular, as a means of physical enhance-
ment in a culture in which physical attractiveness is highly val-
ued, thus leading to greater concern regarding appearance based
on an ideal standard body.* However, the social importance of
physical appearance also makes it difficult to diagnose body dys-
morphic disorder.

According to the Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-V), body dysmorphic disorder
can be described as preoccupation with one or more perceived
defects or flaws in physical appearance that are not observable
or appear slight to other people, and compulsive or repetitive
behavior (e.g. checking one’s appearance in a mirror, excessive
grooming, skin picking and seeking reassurance) or mental acts
(e.g. comparing one’s appearance with that of others) in response
to concerns regarding appearance. It causes clinically significant
distress or impairment in important areas of functioning, with
symptoms that are poorly explained by normal concerns regard-
ing physical appearance or by concerns regarding body fat or
weight, among individuals meeting diagnostic criteria for eat-
ing disorders. Body dysmorphic symptoms may be associated
with muscle dysmorphia. Patients with body dysmorphic disor-
der may show different degrees of insight regarding their body.**

Rhinoplasty is one of the most sought-after esthetic surgi-
cal procedures. Typical candidates include people with ethni-
cally characteristic noses, teenagers and individuals with body
dysmorphic disorder,>*”'' which thus shows the social aspect of
rhinoplasty. Rhinoplasty improves appearance through enhanc-
ing facial harmony. The inherent risks associated with the sur-
gical process include respiratory problems, visible or palpa-
ble irregularities and dissatisfaction with the final outcome.
Individuals with psychological or neurobiological vulnerability
are more likely to show dissatisfaction with the surgical results,
because their perception of the physical defect may be a symptom
or contributory factor for development of a mental disorder.>*
Rhinoplasty is also one of the cosmetic surgical procedures most
frequently involved in lawsuits.>”*1012:14

Despite indications of improvement in psychosocial wellbe-
ing following rhinoplasty, the prevalence of body dysmorphic
disorder in patients seeking this surgical procedure ranges from
12% to 33%'*'*1>8 and 52%.* Although the prevalence of psychi-

atric disorders among rhinoplasty patients seems inconsistent in

the literature and requests for rhinoplasty should not be consid-
ered to be a symptom of a psychiatric disorder, screening for psy-
chological conditions in selecting candidates for surgery is essen-
tial for a successful surgical cosmetic outcome.*'*-?

Excessive concern for appearance may conceal psychopatho-
logical states that are not always easily identified and which may
lead to iatrogenic and medico-legal problems if neglected.?*
The Body Dysmorphic Symptoms Scale is a specific instrument
that measures psychopathological symptoms of body dysmor-
phic disorder.? It is a short and easy-to-administer scale that cap-
tures specific information about body dysmorphic symptoms.
Thus, cross-cultural validation of this patient-reported outcome
measurement may help in relation to rapid screening for and iden-
tification of body dysmorphic disorder. Psychological disorders
may not only affect the emotional and social life of patients, but

also influence their satisfaction with the results from surgery.***

OBJECTIVE

To translate into Brazilian Portuguese, culturally adapt and vali-
date the Body Dysmorphic Symptoms Scale, by testing the psycho-
metric properties, reproducibility and validity of the instrument,
and to assess body dysmorphic disorder and levels of obsessive-

compulsive symptoms among patients seeking esthetic surgery.

METHODS
This cross-cultural validation study was approved by our institu-
tion’s Research Ethics Committee (approval no. 428.965/13) and
was conducted in accordance with the Brazilian Ethical Review
System for research involving human beings. It also conformed
to the World Medical Association’s Declaration of Helsinki (June
1964) and subsequent amendments. Written informed consent
was obtained from all patients or their parents or legal represen-
tatives after the procedures had been fully explained to them and
prior to their inclusion in the study; anonymity was assured.

Patients of both sexes at any age, seeking rhinoplasty and
showing physical appearance associated with clinically signifi-
cant subjective distress, were recruited at the plastic surgery out-
patient clinic of a public university hospital in Brazil between
February 2014 and March 2015. A psychologist with expertise
in body dysmorphic disorder, who was also one of the authors of
this study, performed the clinical assessment on all patients, in
accordance with the descriptions in the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition (DSM-V).®

Patients who were unable to understand the interview ques-
tions, those with severe physical deformities as a result of obe-
sity, bariatric surgery, tumors or other conditions, those with
psychotic disorders or previous history of body dysmorphic dis-
order, and those who had undergone psychiatric or psychological

treatment were not included in the study.



The traditional protocol for determining an adequate sam-
ple size based on power analysis is not useful when the primary
hypothesis focuses on psychometric measurement properties.®
A sample size of at least 50 and not more than 100 subjects is ade-
quate for representing and evaluating the psychometric properties
of social construct measurements.?® Thus, a total of 80 consecutive
patients who met the study criteria were selected, of whom 30 par-
ticipated in the cultural adaptation of the scale; 20 were included
in the reliability analysis on the final version of the instrument;
and these 20, together with 30 different patients, participated in
the construct validity assessment against the Brazilian-Portuguese
version of the Yale-Brown Obsessive Compulsive Scale for Body
Dysmorphic Disorder. No patient declined to participate.

The cultural adaptation, reliability and validity phases of
the study followed the methodology of Guillemin et al””* and
Gandek and Ware.*

The psychologist with expertise in body dysmorphic disorder
also applied the cross-culturally validated Brazilian-Portuguese
version of the Yale-Brown Obsessive Compulsive Scale for Body
Dysmorphic Disorder to patients participating in the construct
validity study.”

The Yale-Brown Obsessive Compulsive Scale for Body
Dysmorphic Disorder is a 12-item semi-structured clinician-
rated instrument that is designed to measure severity of body
dysmorphic disorder symptoms among individuals showing
excessive preoccupation and subjective distress with physical
appearance.’ It is an outcome measurement for clinical studies
and for treating body dysmorphic disorder.> The 12 items are
rated on a 0-4 scale, where 0 indicates no symptom and 4 indi-
cates extreme body dysmorphic symptoms. The first 10 items
assess excessive preoccupation, obsessions and compulsive
behavior associated with dissatisfaction with physical appear-
ance. The first three items are based on the body dysmorphic dis-
order diagnostic criteria and assess preoccupation, impairment
of overall functioning, and subjective distress, which is related
both to excessive preoccupation and to compulsive behavior. Items
11 and 12 assess insight and avoidance, respectively. The total score
is calculated as the sum of ratings for the 12 items, thus yielding a
maximum score of 48.* The cutoff score of 19 for the Yale-Brown
Obsessive Compulsive Scale for Body Dysmorphic Disorder has
been correlated with sensitivity of 0.865 and specificity of 0.731.%!

The Body Dysmorphic Symptoms Scale

The Body Dysmorphic Symptoms Scale is a 10-item self-report
measurement of psychopathological symptoms of body dysmorphic
disorder among people with excessive concern and anxiety about
their physical appearance who seek cosmetic surgery.”* The follow-
ing are examples of the items: “Are you seriously concerned that one

part of your body is defective?”, “Do you avoid looking at yourself in

the mirror to be less worried?” and “Do you try to hide or camou-
flage your defect with your hands, hair, makeup, or clothing?” Each
item is answered “yes” or “no”. The overall score is the sum of posi-
tive responses. High scores indicate the presence of psychopatho-
logical factors associated with dissatisfaction with body image and
symptoms of body dysmorphic disorder.??

The present study was conducted after Dr. Perugi, the main
author of the original version of the Body Dysmorphic Symptoms
Scale,” granted us permission to translate, culturally adapt and

validate the instrument for Brazilian Portuguese.

Translation

The Body Dysmorphic Symptoms Scale was translated from
English into Brazilian Portuguese by two independent transla-
tors. Only one of the translators was informed about the study
objectives, so as to achieve a conceptual rather than a literal trans-
lation of the scale. Both translations were evaluated by a multi-
disciplinary committee formed by two plastic surgeons, a psychi-
atrist and two psychologists with extensive experience of body
image disorder and selection of candidates for cosmetic surgery.
All items were checked by the multidisciplinary committee for
possible mistakes made during the translation and were evalu-
ated for content validity. A consensus Brazilian-Portuguese ver-
sion of the instrument was then obtained by combining elements
from both translations.?’

Idiomatic, semantic, conceptual and cultural equivalences
were considered during the translation phase. The consensus
version in Brazilian Portuguese was then back-translated into
English by two independent translators who were unaware
of the original tool or purpose of the study. Both back-trans-
lated versions were evaluated and compared with the original
one by the same multidisciplinary committee, in order to cor-
rect possible errors or discrepancies made during back-transla-
tion.”® This analysis resulted in development of the consensus
version of the Body Dysmorphic Symptoms Scale in Brazilian
Portuguese, which was appropriately adapted to the linguistic
and cultural context of the target population, while maintain-
ing all the essential characteristics of the original instrument

in English.?®

Cross-cultural adaptation or pretesting

During the cultural adaptation phase, a psychologist with a doc-
toral degree and expertise in body dysmorphic disorder adminis-
tered the consensus version of the Body Dysmorphic Symptoms
Scale to the first 10 candidates for rhinoplasty and supervised
a second psychologist during application of the instrument to
the next 20 candidates. Interviews were conducted face to face.
The cultural adaptation phase served to train the second psychol-

ogist for the inter-rater reliability phase.



The Body Dysmorphic Symptoms Scale was administered to
30 patients to test possible failures of the respondents to compre-
hend the items. After providing informed consent, the partici-
pants each had the opportunity to express their comprehension
of the scale and suggest any changes that they considered nec-
essary. All of the patients understood that the scale items were
related to concerns and dissatisfaction with physical appearance.

In this phase, the face and content validity of the instrument
were determined through a consensus reached by the multidis-
ciplinary committee. Face validity evaluates whether the instru-
ment measures what it was designed to measure and content
validity relates to the degree to which each item is relevant in
measuring the target content.’*>* The final version (Appendix 1)
was obtained when the patients, translators and healthcare pro-

fessionals reached a consensus.?**

Psychometric evaluation

After translation and cultural adaptation, the final version of the
instrument was tested for reliability among 20 patients and for
construct validity among the 20 patients together with 30 differ-

ent patients, for a total of 50 patients.

Reliability
Test-retest reliability (reproducibility) is the ability of an instru-
ment to produce stable or similar results from repeated adminis-
tration when no change to the patient characteristics has occurred.
It evaluates the extent to which variation in scores between assess-
ments reflects real differences rather than random fluctuation.’**
The instrument was assessed by means of test-retest proce-
dures in three interviews conducted by two independent inter-
viewers (two experienced psychologists). Twenty patients were
interviewed by psychologist #1 and the interview was repeated
three hours later on the same day by psychologist #2. Two weeks
later, the instrument was administered to the same patients by
psychologist #1 only. Inter and intra-rater reliability analyses
were performed. This phase of testing was used to verify the pre-
cision of the instrument for measuring the properties for which

it was designed.?*

Validity

Construct validity is the process in which the correlation of a
measurement with other variables is tested for theoretical con-
sistency. In determining the construct validity, hypothesis test-
ing indicates the direction and strength of the expected relation-
ship.**** Our hypothesis was that preoccupation with physical
appearance and excessive levels of body investment, together
with clinically significant distress, among patients seeking cos-
metic surgery, may be associated with symptoms of body dys-

morphic disorder, which may be present at different levels of

severity. Construct validity was assessed among 50 patients
(20 patients who participated in the reliability analysis together
with 30 different patients) using convergent and discriminant
validity analyses. Convergent validity was tested by correlat-
ing the Body Dysmorphic Symptoms Scale with the Yale-Brown
Obsessive Compulsive Scale for Body Dysmorphic Disorder
scores. Discriminant validity was determined by comparing the
mean Body Dysmorphic Symptoms Scale scores of patients with
and without body dysmorphic disorder symptoms.

A cutoff point for symptom severity and the correspond-
ing sensitivity and specificity values were estimated through the
receiver operating characteristic curve, which was constructed
based on the clinical evaluation of body dysmorphic disorder, in
accordance with the descriptions in the Diagnostic and Statistical
Manual of Mental Disorders, Fifth Edition.

Statistical analysis
Cronbach’s alpha was used to evaluate the internal consistency of
the reliability of the instrument.

Test-retest reliability and convergent validity were estimated
using Pearson’s correlation coefficient (1) and the intraclass cor-
relation coefficient (ICC).

Discriminant validity was determined using Student’s t-test
for independent samples.

A cutoff point for symptom severity and the correspond-
ing sensitivity and specificity values were estimated through the
receiver operating characteristic curve. The kappa coefficient was
also calculated.

The Statistical Package for the Social Sciences version 20.0
(SPSS Inc., Chicago, IL, USA) and Stata 12 software (StatCorp,
College Station, Texas, USA) were used for data analysis. All statis-
tical tests were performed at a significance level of 5% (P < 0.05).

Data were expressed as mean + standard deviation (SD).

RESULTS

The Brazilian-Portuguese version of the Body Dysmorphic
Symptoms Scale (Appendix 1) was administered to 80 patients.
The flow diagram showing the initial recruitment and the final
sample of patients is shown in Figure 1. The patients did not
have any doubts about the items, which were considered easy
to understand and clearly formulated. The mean time taken to
respond to the questionnaire was five minutes.

Thirty-seven patients (37/80; 46%) met the diagnostic cri-
teria for body dysmorphic disorder, according to the Body
Dysmorphic Symptoms Scale, and 27 patients (27/50; 54%)
showed moderate to severe appearance-related obsessive-com-
pulsive symptoms.

The mean Body Dysmorphic Symptoms Scale score was
7.5 % 1.0 (range, 6-9; t = 12.3; P < 0.001).



Overall, most patients were women (80%), Caucasians
(75%) and single (58.8%). The mean age was 33.4 + 11.8 years
(range, 14-65); 55.1% reported spending three or more hours
a day concerned about their physical appearance and 79% of
patients reported that they began to experience body dissatis-
faction during childhood and adolescence. Thus, the time that
elapsed from the onset of body dissatisfaction to the patient’s
decision to seek cosmetic treatment was about 15 years. Also,
52.5% had completed high school education and 21% were
semi-skilled workers.

The instrument internal
(Cronbach’s alpha = 0.805). All items contributed favorably

showed good consistency
towards the internal consistency of the scale (Table 1).

The corrected item-total correlation was greater than 0.4,
except for items 2, 9 and 10, thus indicating that the consistency
between item scores and the overall score of the instrument was
acceptable (Table 1).

According to the Body Dysmorphic Symptoms Scale, 56
patients (70%) reported that they compulsively checked their
appearance in a mirror; 54 (67.5%) often tried to camouflage
the perceived defect with their hands, hair or excessive makeup;

65 (81.3%) had previously sought esthetic surgical procedures;

30 (37.5%) were dissatisfied with the results from the previous
esthetic surgery; 56 (70%) showed self-referential perceptions
due to exaggeration of the perceived defect; and 54 (67.5%) had
poor insight regarding their perceived defects, believing that
they had real physical deformities for which esthetic surgery was
needed. Psychosocial impairment was identified in 25 patients
(31.3%), who avoided affective and social relationships; while
33 patients (41.3%) avoided looking in the mirror, thus showing
aversion to their own image. Six patients (7.5%) showed aggres-
sive and violent behavior towards their relatives and friends, and
12 (15%) were so distressed that they were at the point of having
suicidal thoughts.

The Body Dysmorphic Symptoms Scale demonstrated excel-
lent inter-rater reliability (r = 0.909; ICC = 0.873; P < 0.001) and
intra-rater reliability (r = 0.956; ICC = 0.939; P < 0.001), as seen
in Table 2.

There were significant differences in Body Dysmorphic
Symptoms Scale scores between patients with and without body
dysmorphic symptoms (P < 0.001). Patients without body dys-
morphic symptoms had significantly lower Body Dysmorphic
Symptoms Scale scores than those with body dysmorphic symp-
toms (Figure 2).

Eligible participants
n =80

> Excluded

v

Included in the study
n =80

n=0

v v

Cultural adaptation Reliability analysis

n =30 n=20
) Dropout >
n=0
v v
Final sample Final sample
n=30 n=20

v

Construct validity assessment
n=20+30= 50

Dropout | Dropout
n=0 n=0
v
Final sample

n =50

Figure 1. Flow diagram showing the initial recruitment and final sample of patients.



A strong positive correlation (r = 0.841; P < 0.001) was A cutoft score of 6 was determined for the Body Dysmorphic
found between the Body Dysmorphic Symptoms Scale and the ~ Symptoms Scale using the receiver operating characteristic curve
Yale-Brown Obsessive Compulsive Scale for Body Dysmorphic  (Figure 4); this was associated with sensitivity of 1.0 and spec-
Disorder (Figure 3). ificity of 0.86. Scores of 6 and above indicate the presence of

Table 1. Internal consistency analysis for the Body Dysmorphic Symptoms Scale (n = 80)

Items Corrected item-total Cronbach’s alpha if
Cronbach’s alpha = 0.805 correlation item deleted
1 Are you seriously concerned that part of your body is not esthetically pleasing? 0.631 0.770

Do you perform long, detailed checking of yourself, carefully evaluating the part of your body
that you do not like?

3 Do you completely avoid looking at yourself in the mirror and seeing this part that displeases you? 0.408 0.798
Do you believe that people are looking at you, especially at the part of your body that

2 0.354 0.803

4 . 0.591 0.775
displeases you?
Do try to hide th t of body that by usi keup, clothi

s you try to hide the part of your body that concerns you by using makeup, clothing or 0592 0.774
other resources?
D believe that estheti d tically ch life, ting the defect

6 o you believe that esthetic surgery can dramatically change your life, correcting the defec 0450 0.792
that concerns you?
Have you neglected or felt discouraged about performing your usual activities because of the

7 0.523 0.783
defect that concerns you?
H i I ived treat t d t t this defect

8 ave you previously received any treatments or undergone any surgery to correct this defec 0587 0.775

without obtaining satisfactory results?

Does this defect make you angry, impatient or aggressive, especially towards your relatives,
9 i you angry, impati ggressivi pecially tow you iv 0.283 0.806

friends or coworkers?
Are there are times when you feel so distressed with the defect that you see no meaning in life

10 and wish to die? 0.370 0.799

Table 2. Inter and intra-rater reliability for the Body Dysmorphic Symptoms Scale

Reliability Intraclass correlation 95% confidence interval P-value
Intra-rater 0.939 [0.855; 0.975] <0.001
Inter-rater 0.873 [0.712; 0.947] <0.001
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Figure 2. Distribution of patients with and without body Figure 3. Correlation between the Body Dysmorphic
dysmorphic symptoms, according to the Body Dysmorphic Symptoms Scale (BDSS) and the Yale-Brown Obsessive

Symptoms Scale (BDSS). Compulsive Scale for Body Dysmorphic Disorder (BDD-YBOCS).



psychopathological characteristics that were associated with dis-
satisfaction with body image and symptoms of body dysmorphic
disorder. The area under the receiver operating characteristic curve
(ROC) was 0.981, thus suggesting that the Body Dysmorphic
Symptoms Scale presented very good accuracy for discriminating
between presence and absence of body dysmorphic symptoms.

The kappa coefficient between the Yale-Brown Obsessive
Compulsive Scale for Body Dysmorphic Disorder (for a cutoft point of
19) and the Body Dysmorphic Symptoms Scale (for a cutoff point of 6)
was 0.721, thus showing that there was strong agreement between the
cutoff points for severe body dysmorphic symptoms.

The final Brazilian version of the instrument was named Body
Dysmorphic Symptoms Scale-Unifesp-EPM or BDSS-Unifesp-
EPM (Escala de Sintomas da Dismorfia Corporal - Unifesp-EPM,

in Brazilian Portuguese).

DISCUSSION

The Body Dysmorphic Symptoms Scale was translated into
Brazilian Portuguese, culturally adapted and tested for reliabil-
ity and construct validity. The general guidelines for cross-cul-
tural adaptation of instruments were followed in order to ensure
the quality of the cross-culturally adapted Brazilian version of the
Body Dysmorphic Symptoms Scale (Appendix 1). Healthcare
professionals who were experienced in managing patients with
body dysmorphic disorder and rhinoplasty patients participated
in the evaluation on this instrument.?’

The Brazilian-Portuguese version of the Body Dysmorphic
Symptoms Scale was validated in a population sample of 80 cos-
metic surgery patients and showed excellent internal consistency,
test-retest reliability and intra-rater reliability. However, it was not
possible to compare these results with those of the original scale or
with the scientific literature because the psychometric properties
of the scale were not assessed by the authors of the instrument,”
or by Miihlbauer et al.,*® who proposed a modification of item 6
regarding unrealistic expectations and called the instrument the
Modified Pisa Body Dysmorphic Symptoms Scale.

The psychometric properties of the Body Dysmorphic
Symptoms Scale were evaluated for the first time in the present
study. A cutoft score of 6, which was determined using the receiver
operating characteristic curve, was able to discriminate between
patients with body dissatisfaction and those with body dysmor-
phic disorder. The cutoff score of 6 was associated with sensitivity
of 1.0 and specificity of 0.86, thus indicating that the Brazilian ver-
sion of the Body Dysmorphic Symptoms Scale is a specific instru-
ment for identifying body dysmorphic symptoms. This tool may
be used preoperatively, in screening the candidates for esthetic sur-
gery procedures.

In order to assess construct validity, it is recommended in

the literature that the instrument should be compared against

1.0
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n 0.4
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Area under the curve =0.981 (SE=0.011)
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Figure 4. Receiver operating characteristic curve for the
Brazilian version of the Body Dysmorphic Symptoms Scale.

a similar tool, so as to evaluate the relationships of compara-
ble constructs with similar operational concepts.*® Thus, the
Body Dysmorphic Symptoms Scale was compared against the
cross-culturally validated Brazilian-Portuguese version of the
Yale-Brown Obsessive Compulsive Scale for Body Dysmorphic
Disorder, which measures the degree of dissatisfaction with
a given physical feature and the severity of body dysmorphic
symptoms.*’ The strong correlation between the two instru-
ments indicates that the Body Dysmorphic Symptoms Scale was
able to measure the severity of body dysmorphic symptoms,
and that both instruments are able to detect patterns of neuro-
cognitive deficits (obsessive thoughts and compulsive behavior)
that are present in body dysmorphic symptoms. However, the
Yale-Brown Obsessive Compulsive Scale for Body Dysmorphic
Disorder is a semi-structured, longer and more complex tool
that is designed to be applied by professionals who do not have
much background within mental health, with regard to select-
ing patients who are seeking esthetic and surgical procedures,
whereas the Body Dysmorphic Symptoms Scale is a short and
easy-to-administer scale that also captures specific information
about body dysmorphic symptoms.

The assessment of discriminant validity showed that there
was a significant difference in mean Body Dysmorphic Symptoms
Scale scores between patients with and without body dysmorphic
symptoms. A larger number of patients reported high scores for
items 1, 2, 4, 5 and 6, thus showing dissatisfaction with their body
image with regard to compulsive behavior (e.g. checking their
appearance in a mirror and excessive grooming) and mental acts
(e.g. comparing their appearance with that of others) in combi-

nation with subjective distress, which are the factors that most



interfere with the overall functioning of patients with body dys-
morphic disorder. The levels of subjective distress and psychoso-
cial impairment that are associated with physical appearance may
be the most important parameters to be assessed among cosmetic
surgery patients.”> About 81% of the patients believed that cos-
metic surgery would solve all their problems relating to the dis-
tress caused by their physical appearance (item 6), and 67% of the
patients were convinced that a perceived defect was really present
and had fixed ideas about their perception (item 1). This belief
appeared to be related to exaggeration of the defect rather than
to a delusional perception, but in 70% of the patients it enhanced
self-referential ideas (item 4).*"

Items 2, 9 and 10 of the Body Dysmorphic Symptoms Scale
presented corrected item-total correlation values of less than 0.4,
which suggested that these items had a weak correlation with the
other items of the scale. This may have related to the presence
of body dysmorphic symptoms (as described in the Diagnostic
and Statistical Manual of Mental Disorders, Fifth Edition, in the
diagnostic criteria for body dysmorphic disorder A and B) in this
population (item 2), and may have indicated that the patients in
this study did not have any auto or hetero-aggressive behavior
(items 9 and 10). In fact, 70% of the patients responded positively
to item 2 and only 7.5% and 15% responded positively to items 9
and 10, respectively, which were the items with the lowest scores
in the instrument.

The prevalence of body dysmorphic symptoms was 46% in
the study sample (according to the Body Dysmorphic Symptoms
Scale), and 54% of the patients had moderate to severe appear-
ance-related obsessive-compulsive symptoms, according to the
Yale-Brown Obsessive Compulsive Scale for Body Dysmorphic
Disorder. Most of the patients began to experience body dissatisfac-
tion during childhood and adolescence, and were spending three
or more hours a day on appearance-related concerns and behavior,
and showed higher levels of subjective distress. The fact that 58.8%
of the patients were single, 52.5% had only completed secondary
education and 21% were semi-skilled workers may suggest that
the disorder caused psychosocial impairment over time among
these patients. Picavet et al."® identified moderate to severe appear-
ance-related obsessive-compulsive symptoms in 33% of their
patients seeking rhinoplasty, also using the Yale-Brown Obsessive
Compulsive Scale Modified for Body Dysmorphic Disorder. The
high prevalence of body dysmorphic symptoms found in the pres-
ent study is similar to those found in previous studies.>*

The participants’ mean age was 33 years at the time of the
interview, which was not associated with the onset of body
dysmorphic symptoms and thus was consistent with the litera-
ture.!>'32* The time that elapsed from the onset of body dissat-
isfaction to the patient’s decision to seek cosmetic treatment

(about 15 years) was very similar to that of patients seeking

mental health treatment, thus showing the different behaviors
and profiles of this population.® In other words, patients with
body dysmorphic disorder may take different paths; those
who seek cosmetic surgery will not necessarily seek psychi-
atric treatment later.** Most of the patients were women and
Caucasians, which is in agreement with previous studies."*
The limitations of this study include its small sample size and
the fact that most of the patients were women. In addition, the
study was conducted on a clinical population that usually has
greater disease severity, given that higher rates of disease sever-
ity have been observed in clinical samples than in the general
population.”’-** This may have affected the cutoff score on the
Body Dysmorphic Symptom Scale, which may be different in
other situations. Further studies with a larger number of patients
and involving multiple centers are necessary in order to evalu-
ate and compare the prevalence of body dysmorphic symptoms
among patients seeking plastic surgery, so as to enable develop-

ment of care and treatment strategies for this population.

CONCLUSION

The cross-culturally validated Brazilian-Portuguese version of
the Body Dysmorphic Symptoms Scale is a reliable instrument
that shows face, content and construct validity. It is a useful tool
that can contribute towards screening candidates with body dys-
morphic disorder for cosmetic surgery. The prevalence of moder-
ate to severe body dysmorphic and appearance-related obsessive-
compulsive symptoms is high among patients seeking esthetic

rhinoplasty.
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Appendix 1. Translated version of the Body Dysmorphic Symptoms Scale

1. Vocé esta seriamente preocupado(a) de que uma parte do seu corpo é defeituosa?

() sim () ndo

2.Vocé se observa no espelho de forma atenta e repetida?

()sim () ndo

3. Vocé evita olhar-se no espelho para nao ficar tdo preocupado(a)?

() sim () ndo

4.\Vocé se preocupa que outras pessoas possam estar observando, falando ou zombando de seu defeito?

()sim () nao

5.Vocé tenta esconder ou camuflar seu defeito com as méaos, maquilagem ou roupas?

() sim () ndo

6.Vocé acredita que uma cirurgia plastica podera mudar radicalmente a sua vida, corrigindo o defeito que lhe incomoda?
() sim () ndo

7.Vocé negligenciou suas atividades normais por causa do defeito?

() sim () nao

8. Este defeito Ihe causa raiva, impaciéncia, agressividade, principalmente no relacionamento com parentes, amigos ou colegas de trabalho?
()sim () nao

9. Nesses momentos, vocé quebra algum objeto, da murros ou chuta paredes e portas?

() sim () ndo

10. Seu desespero é tamanho a ponto de desejar morrer, ferir-se ou prejudicar-se em fungao desse desespero?
()sim () ndo
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Reply: The Continuous Nature of Body
Dysmorphic Symptoms and Plastic Surgery

Sir:

We would like to thank Dr. van der Lei and Dr. Bou-
man for their interest in our study. With regard to our
article on the prevalence of body dysmorphic disorder
symptoms in patients seeking abdominoplasty, rhino-
plasty, and rhytidectomy," we would like to point out
that most patients with body dysmorphic disorder first
seek treatment from plastic surgeons instead of psychi-
atrists or psychologists because they are distressed by
their perceived physical defect and do not believe that
they have a mental disorder. Unfortunately, few psy-
chiatrists or experts who make first contact with these
undiagnosed patients recognize the condition, and
therefore the prevalence of body dysmorphic disorder
is probably underestimated.'?

Body dysmorphic disorder is not equivalent to dys-
morphic concern, which refers to a broader construct.
Body dysmorphic disorder involves symptoms that
reflect an excessive concern with slight defects or flaws
in appearance or perceived defects not observable by
others.” The distinction among body dissatisfaction,
subclinical body dysmorphic disorder symptoms, and
body dysmorphic disorder requires the evaluation of
various factors, including level of subjective distress
and impairment of global functioning.!** For this rea-
son, the clinical assessment of body dysmorphic disor-
der, according to the Diagnostic and Statistical Manual
of Mental Disorders, Fifth Edition, a classification of the
degree of severity of the defect from the point of view
of both plastic and non—plastic surgeons, and the Body
Dysmorphic Disorder Examination were used to clas-
sify the participants into those with and without body
dysmorphic disorder symptoms.' Thus, the terms body
dysmorphic disorder, body dysmorphic disorder symp-
toms, and body dissatisfaction were not used inter-
changeably, but placed contextually in a continuum,
because body image-related psychopathology has no
obvious discontinuity between normal and pathologic,
thus revealing the dimensionality of symptoms.

In this study, complaints about the shape of the abdo-
men were associated with body weight and shape. Body
mass index was one of the variables related to the sever-
ity of body dysmorphic disorder symptoms; the more
severe the symptoms of body dysmorphic disorder, the
higher the level of concern with body weight and shape.
Note that patients seeking abdominoplasty were preop-
eratively included in the study, not only those who in fact
underwent surgery. In addition, candidates with severe
physical deformities as a result of obesity and bariatric
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surgery were excluded from the sample. Approximately
28 percent of patients with body dysmorphic disorder
symptoms who had excessive concerns about nonobserv-
able or slight defects associated with severely negative
body image and extreme distress and were dissatisfied
with their body weight actually had a normal weight.

Body dysmorphic disorder symptoms were identi-
fied in candidates for different plastic surgery proce-
dures of different ages.! To state that “patients with a
diagnosis of body dysmorphic disorder are hardly pres-
ent among the group of, for example, abdominoplasty
patients™ is to ignore the reality of cosmetic surgery
patients and that the expression of body dissatisfaction
in the contemporary world has changed and therefore
may affect the expression of dissatisfaction with specific
body areas in patients with body dysmorphic disorder.
Clinical observations of patients with this profile and
the dimensional identification and classification of
body dysmorphic disorder symptoms have opened new
perspectives and possibilities for research and treat-
ment on body dysmorphic disorder in cosmetic surgery.
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The Effect of Normovolemic and Hypervolemic
Hemodilution on a Perforator Flap with Twisted
Pedicle Model: Experimental Study in Rats

Sir:
We meticulously read the recent article entitled
“The Effect of Normovolemic and Hypervolemic
Hemodilution on a Perforator Flap with Twisted Pedi-
cle Model: Experimental Study in Rats” by Amoroso et
al."in the Journal. In this article, the authors did a great
job investigating the effect of hemodilution on the sur-
vival rate of perforater flaps with twisted pedicle in rats.

The defects needing flap transplantation have usu-
ally undergone severe damage, and have abysmal blood
supply and nutrient metabolism. For better survival of
the transplanted flap, both sufficient blood supply and
abundant nutrients carried by the blood circulation
are required. The authors proved that hemodilution
improved the peripheral vascular pattern of the ped-
icle-twisted flap; however, improved blood perfusion
does not necessarily represent better nourishment.
Because the blood supplied to the flap and its recipient
site was diluted, and because the oxygen and nutrients
were diminished, the clinical outcome may not be as
good as was expected.

Meanwhile, the authors designed a normovolemic
hemodilution group and a hypervolemic hemodilution
group, but did not describe the difference between the
experimental results of these two groups throughout
the whole article. Also, their choice of the degree of
hemodilution (the mean hematocrit value after hemo-
dilution) was not explained. How should hemodilu-
tion be established in human patients, especially those
with underlying cardiovascular and cerebrovascular
diseases? How should the extent of hemodilution be
determined? How should its short-term and long-term
complications be prevented? These questions must be
answered before advancing the protocol or even put-
ting it into clinical practice in the future.

In addition, we are still curious regarding several
aspects. First, the authors mentioned that twisting ped-
icles at 90, 180, and 270 degrees had no effect on flap
survival. How were their histologic and microangio-
graphic results? Was there any difference? Second, the

authors mentioned that a 30% solution of lead oxide
was injected through the cannulation of the carotid
artery, but their description that “with each flap usually
requiring 20 to 25 ml of solution” is confusing, and we
would like to know more details about the consistency
of injection velocity and volume among experimen-
tal rats, which could significantly influence the vascu-
lar pattern of flaps manifested by microangiography.
Third, the viability of the flap correlates with both its
arterial inflow and its venous outflow. The authors also
emphasized in the article that venous outflow is more
affected by pedicle twisting than is arterial inflow. How-
ever, according to the result, hemodilution improved
arterial inflow (microangiographic result and partial
necrosis rate) in subgroup IV but had no significant
effect on venous congestion. Is it saying that hemodi-
lution might improve arterial insufficiency other than
venous congestion? What has to be mentioned particu-
larly is that, through the whole article, “hypervolemic”
might be mistakenly substituted by “hypovolemic”
several times as we noticed, and the typos could be
misleading.
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Sir:

We read with respect the recent article entitled
“The Effect of Normovolemic and Hypervol-

emic Hemodilution on a Perforator Flap with Twisted
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Body Dysmorphic Disorder in Patients Seeking
Abdominoplasty, Rhinoplasty, and Rhytidectomy

Maria José Azevedo de
Brito, Ph.D.

Fabio Xerfan Nahas, M.D.,
Ph.D.

Taki Athanassios Cordas,
M.D., Ph.D.

Hermano Tavares, M.D.,
Ph.D.

Lydia Masako Ferreira,
M.D., Ph.D.

Sao Paulo and Pouso Alegre, Brazil

Hot Topic

Video

Background: Body dysmorphic disorder may negatively affect self-perception
of body shape and lead patients to seek cosmetic surgery. This study estimates
the level of body dissatisfaction and prevalence of body dysmorphic disorder
symptoms in candidates for three plastic surgical procedures.

Methods: Three hundred patients of both sexes divided into three groups
(abdominoplasty, n = 90; rhinoplasty, » = 151; and rhytidectomy, n = 59) were
classified as having (n =51, n = 79, and n = 25, respectively) or not having
(n =39, n =72, and n = 34, respectively) body dysmorphic disorder symptoms,
based on the Body Dysmorphic Disorder Examination, which was administered
preoperatively.

Results: Prevalence rates of body dysmorphic disorder symptoms in the
abdominoplasty, rhinoplasty, and rhytidectomy groups were 57, 52, and
42 percent, respectively. Significant between-group differences were observed
regarding age (p < 0.001), body mass index (p = 0.001), and onset of body
dysmorphic disorder symptoms (p < 0.001). Within-group differences in body
dysmorphic disorder severity were observed in the abdominoplasty (< 0.001),
rhinoplasty (< 0.001), and rhytidectomy (p = 0.005) groups. Body dysmorphic
disorder severity was significantly associated with degree of body dissatisfac-
tion (mean Body Dysmorphic Disorder Examination total scores; p < 0.001),
avoidance behaviors (p < 0.001), sexual abuse (p = 0.026), suicidal ideation
(p < 0.001), and suicide attempt (p = 0.012).

Conclusions: Abdominoplasty candidates showed the highest prevalence; rhyt-
idectomy candidates exhibited the highest percentage of severe cases, and rhi-
noplasty candidates had the lowest percentage of severe cases. (Plast. Reconstr.
Surg. 137: 462, 2016.)

mon and often severe psychiatric disorder

that is possibly underdiagnosed and under-
reported."? According to the Diagnostic and Statisti-
cal Manual of Mental Disorders (Fifth Edition), body
dysmorphic disorder is characterized by a preoccu-
pation with one or more perceived defects or flaws
in physical appearance that are not observable
or appear slight to others, and repetitive behav-
iors (e.g., mirror checking, excessive grooming,
skin picking, reassurance seeking) or mental acts
(e.g., comparing his or her appearance with that

B ody dysmorphic disorder is a relatively com-
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of others) in response to appearance concerns. It
causes clinically significant distress or impairment
in important areas of functioning, and its symp-
toms are not better explained by normal concerns
with physical appearance or by concerns with
body fat or weight in individuals meeting diagnos-
tic criteria for eating disorders. Body dysmorphic
disorder symptoms may be associated with mus-
cle dysmorphia, and body dysmorphic disorder

Disclosure: The authors have no financial interest
to declare in relation to the content of this article.

A “Hot Topic Video” by Editor-in-Chief Rod
J- Rohrich, M.D., accompanies this article. Go
to PRSJournal.com and click on “Plastic Sur-
gery Hot Topics” in the “Videos” tab to watch.”
On the iPad, tap on the Hot Topics icon.
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patients may show different degrees of insight
regarding body dysmorphic disorder beliefs.?

Individuals with body dysmorphic disorder
are unable to see the “bigger picture,” as they
are overfocused on small details.*” This neural
dynamic seems to have an impact on thinking and
overall perception, which in individuals with body
dysmorphic disorder appears fragmented, affect-
ing their level of insight.” The level of concern
can be estimated by evaluating the time patients
spend on their appearance; it affects the percep-
tion of the physical defect, which is overestimated
in body dysmorphic disorder patients. Thus, a
focused attention and negative self-evaluation,
always associated with physical appearance, and
impaired recognition of facial and emotional
expressions further enhance their self-referenced
ideas.”® The early onset of symptoms is associ-
ated with increased severity of psychological
abnormality.?>”

High suicidal ideation (80 percent) and sui-
cide attempt (24 percent) rates are found among
patients with body dysmorphic disorder.*' In
addition, impulsive traits in body dysmorphic
disorder patients may lead to increased levels of
health-risk behaviors, including aggressiveness,
self-destructiveness associated with substance
abuse, indebtedness, eating disorders, repeated
hospitalizations, obsessive desire to undergo cos-
metic procedures, and extreme behaviors such as
“do-it-yourself” cosmetic surgery, which consists of
severe self-inflicted procedures performed in an
attempt to correct a perceived defect.™!

Individuals with body dysmorphic disorder
frequently seek cosmetic surgery to correct per-
ceived defects and reduce the extreme dissatis-
faction with their physical appearance.'*"® Body
dysmorphic disorder is one of the most common
psychiatric conditions found in patients seeking
cosmetic surgery,'* with prevalence rates varying
from 7 to 53 percent,”'*'” and rhinoplasty being
one of the most sought-after cosmetic proce-
dures.'>'® Rhinoplasty accounts for approximately
22 percent of all complaints against plastic sur-
geons, appearing along with abdominoplasty and
liposuction as the procedures most frequently
involved in lawsuits.'**

Abdominoplasty, rhinoplasty, and rhytidec-
tomy are often sought at different times of life and
stages of body image development.*** Previous
studies have found that body dysmorphic disor-
der may manifest initially during adolescence and
early adulthood, and after menopause.**** Phillips
etal.? stated that body dysmorphic disorder occurs
in adulthood and that, although older persons

show body dysmorphic disorder symptoms, there
are no studies in this age group.

Levels of subjective distress and psychosocial
impairment associated with physical appearance
may be the most important factors to be evalu-
ated in cosmetic surgery patients' and have been
used to classify body dysmorphic disorder symp-
toms into two categories: “mild to moderate”
and “severe.”"™ The presence of body dysmor-
phic disorder is not an exclusion criterion for
cosmetic surgery; therefore, some patients with
mild to moderate symptoms of body dysmorphic
disorder may benefit from cosmetic procedures."
Clinical observations of patients with this profile
have opened new perspectives and possibilities
for research on body dysmorphic disorder in cos-
metic surgery."'3%

In fact, it is difficult to draw firm conclu-
sions regarding the psychological characteristics
of cosmetic surgery patients and, perhaps most
importantly, how these characteristics relate to
postoperative outcome. Thus, the careful screen-
ing of candidates for cosmetic procedures is very
important to identify those with body dysmorphic
disorder. The purpose of this study was to evaluate
the prevalence and severity of body dysmorphic
disorder symptoms in patients seeking abdomino-
plasty, rhinoplasty, and rhytidectomy.

PATIENTS AND METHODS

This study was approved by the institu-
tional research ethics committee and conducted
between February of 2009 and August of 2011.
Written informed consent was obtained from all
patients before their inclusion in the study, and
anonymity was ensured.

Three hundred patients of both sexes seeking
abdominoplasty (n =90), rhinoplasty (n=151), or
rhytidectomy (7 = 59) were consecutively selected
at the plastic surgery outpatient clinic of a univer-
sity hospital in Brazil. Patients unable to under-
stand the interview questions and those with severe
physical deformities as a result of obesity, bariatric
surgery, tumors and other conditions, psychotic
disorders, or previous history of body dysmorphic
disorder, or patients who had undergone psychi-
atric or psychological treatment, were excluded
from the study. The patients were evaluated by
the authors, including a psychologist, two psychia-
trists, and two plastic surgeons. All data evaluated
here were retrieved by administering the Brazil-
ian version of the Body Dysmorphic Disorder
Examination.** The Body Dysmorphic Disorder
Examination and the clinical assessment for body
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dysmorphic disorder® were used to classify the
participants into those with and without body dys-
morphic disorder symptoms. Sociodemographic
(e.g., name, sex, age, and ethnicity) and clinical
characteristics (e.g., history of previous cosmetic
procedures, psychological/psychiatric treatment,
and sexual abuse) of the study population were
also obtained through a clinical interview. A psy-
chologist with expertise in body dysmorphic dis-
order and screening of plastic surgery candidates
(M.J.A.B.) performed the clinical assessment of
all patients and applied the Body Dysmorphic Dis-
order Examination.

The 34-item Body Dysmorphic Disorder Exam-
ination is a specific questionnaire that measures
symptoms of severely negative body image.?*?’
The items are grouped into six domains assess-
ing preoccupation and negative self-evaluation
of appearance, self-consciousness and embarrass-
ment, excessive importance given to appearance
in self-evaluation, avoidance of activities (e.g.,
avoidance of public and social situations or physi-
cal contact with other persons), body camouflag-
ing (e.g., use of camouflage strategies involving
style of clothing, the wearing of accessories, use
of makeup, and changes in body posture in an
attempt to hide the perceived defect), and body
checking (e.g., self-inspection, reassurance seek-
ing, and comparing self to others)."* The items
are rated on a scale ranging from 0 to 6, with 0
indicating the absence of negative body image
symptoms in the previous 4 weeks. Scores of 1 to
6 represent the frequency (number of days) or
intensity (mild to severe) of symptoms. The Body
Dysmorphic Disorder Examination total score
ranges from 0 to 168; a cutoff score greater than
or equal to 66 indicates a high degree of dissatis-
faction with appearance and is usually associated
with a diagnosis of body dysmorphic disorder.?’
Besides measuring body dissatisfaction, the Body
Dysmorphic Disorder Examination includes spe-
cific items for the diagnosis of body dysmorphic
disorder, and to meet diagnostic criteria, patients
must respond with a score of 4 or greater on these
items. Patients with body dysmorphic disorder
symptoms were classified as having mild to moder-
ate or severe symptoms,"!" based on their level of
subjective distress and avoidance behavior (Body
Dysmorphic Disorder Examination).!

The classification of the physical deformity
perceived by the patient was performed indepen-
dently and in person by two experienced plastic
surgeons, who are not authors of this article, and
two observers, who were not plastic surgeons. Plas-
tic surgeons are specialists able to observe even
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small aesthetic defects or variations from the ideal
standard of beauty valued by a given culture. Thus,
the intention was to classify the degree of severity
of the defect from the point of view of both plastic
surgeons and lay persons (non-plastic surgeons).
Consensus between non-plastic surgeons was
achieved through a review of the photographs of
patients. There was no disagreement between the
classifications of both plastic surgeons.

Statistical Analysis

Between-group comparisons of patients with
and without body dysmorphic disorder symptoms
were made using the parametric ¢ test and non-
parametric tests, including the Mann-Whitney
test, chi-square test, and Fisher’s exact test. Com-
parisons related to the presence of body dysmor-
phic disorder symptoms and of sociodemographic
characteristics among the three groups were per-
formed with a chi-square test and the Kruskal-Wal-
lis test. Severity of symptoms (moderate or severe)
was analyzed using the ¢ test, the chi-square test,
and Fisher’s exact test.

SPSS Version 17.0 (SPSS, Inc., Chicago, Ill.),
Minitab 16 (Minitab, Inc., State College, Pa.),
and Microsoft Office Excel (Microsoft Corp.,
Redmond, Wash.) software were used for data
analysis. All statistical tests were performed at a
significance level of 5 percent (p < 0.05). Data are
expressed as mean * SD.

RESULTS

Opverall, most patients were women, Cauca-
sian, single, or divorced, with secondary educa-
tion. The distribution of some characteristics of
the participants according to the type of proce-
dure requested is shown in Table 1.

For patients in the three groups, the most
common previous plastic surgery procedures,
in descending order, were blepharoplasty, mam-
maplasty (including breast reduction, augmenta-
tion, and mastopexy), rhinoplasty, mini-facelift,
abdominoplasty, liposuction, face lift, and oto-
plasty. Patients in the rhytidectomy group had
undergone more plastic surgery procedures of
the face, such as blepharoplasty, and fewer other
plastic surgery procedures than those in the rhi-
noplasty and abdominoplasty groups.

Prevalence rates of body dysmorphic disor-
der symptoms in the abdominoplasty, rhinoplasty,
and rhytidectomy groups were 57, 52, and 42 per-
cent, respectively, without significant differences
between groups (chisquare = 2.967; p = 0.227).
The abdominoplasty group showed the highest
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Table 1. Age, Sex, and Body Mass Index Distribution According to the Type of Procedure Requested (n = 300)

Groups

Characteristics Abdominoplasty (%) Rhinoplasty (%) Rhytidectomy (%)
No. 90 151 59
Mean age + SD, yr 38«11 34+12 51 +10
Sex

Women 84 (93) 116 (77) 56 (95)

Men 6 (7) 35 (23) 3 (5)
Mean BMI + SD, kg/m?* 26 + 4 24+ 4 25+ 3

BMI, body mass index.

degree of body dissatisfaction and number of
body dysmorphic disorder symptoms of the three
groups. Significant differences (p < 0.001) in pres-
ence or absence of body dysmorphic disorder
symptoms (based on total Body Dysmorphic Dis-
order Examination scores) were observed within
all groups (Fig. 1).

Patients with body dysmorphic disorder symp-
toms in all three groups reported high Body
Dysmorphic Disorder Examination total scores,
corresponding to a high degree of body dissatis-
faction, without significant differences between
groups (p = 0.488), as shown in Table 2.

However, between-group differences were
found in the following variables: comparing self
to appearance of other persons (p = 0.038), reas-
surance seeking regarding preoccupation with
physical appearance (p = 0.038), self-inspection of
body areas (p=0.022), and inhibition of sexuality
(p = 0.018) (Table 2). Significant between-group

differences were observed in age (< 0.001), body
mass index (p=0.001), and onset of body dysmor-
phic disorder symptoms (x* = 66.588; p < 0.001)
among patients with body dysmorphic disorder
symptoms (Tables 2 and 3).

It was found that preoccupation and dissat-
isfaction with physical appearance began at age
40 years or earlier in 90 percent of abdomino-
plasty patients, at childhood or adolescence in
90 percent of rhinoplasty patients, and at age
older than 40 years in 52 percent of rhytidectomy
patients (Table 2). There were significant dif-
ferences in body dysmorphic disorder symptom
severity between groups (p=0.018). The rhytidec-
tomy group had the highest percentage (64 per-
cent) and the rhinoplasty group had the lowest
percentage (38 percent) of patients with severe
symptoms (Table 2).

Body dysmorphic disorder severity was
significantly associated with degree of body
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Fig. 1. Frequency distribution of mean body dysmorphic disorder total scores

among groups.
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Table 2. Comparison of Clinical Characteristics of Patients with Body Dysmorphic Disorder Symptoms among Groups

Groups*
Variables Abdominoplasty (%) Rhinoplasty (%) Rhytidectomy (%) Statistics
No. of patients 51 79 25
Body dissatisfactiont
BDDE total score 120 + 26 118 + 20 123 + 21 H=1.44; p=0.488
Level of concern
(obsessive characteristics)
Time spent with appearance
<1 hr/day 4 (8) 6 (8) — x?=2.620; p=0.623
1-3 hr/day 8 (16) 9 (11) 4 (16)
>3 hr/day 39 (76) 64 (81) 21 (84)
Defect severityt]
Real — — — ¥ =5.454; p=0.065
Exaggerated 42 (82) 73 (92) 19 (76)
Nonobservable 9 (18) 6 (8) 6 (24)
Perception of self-reference 49 (96) 76 (96) 25 (100) —8
Types of behaviors
(compulsive characteristicst
Checking
Comparing self to others 43 (84) 68 (86) 16 (64) ¥?=6.543; p=10.038
Reassurance seeking 23 (45) 37 (47) 14 (56) ¥ = 6.543, p=0.038
Mirror checking 49 (96) 75 (95) 24 (96) x?=0.112; p=0.945
Self-inspection 50 (98) 69 (87) 25 (100) ¥2=17.656; p=10.022
Avoidance and inhibition
Mirror avoidance 30 (59) 39 (49) 11 (44) x°=1.801; p=0.406
Body camouflaging 49 (96) 73 (92) 24 (96) x°=0.942; p=0.624
Avoid public situations 27 (53) 46 (58) 14 (56) x> =0.352; p=10.839
Avoid social situations 29 (57) 51 (65) 16 (64) ¥ =0.832; p=0.660
Avoid physical activities 27 (53) 36 (46) 16 (64) =2.700; p=0.259
Avoid physical contact 48 (94) 74 (94) 24 (96) ¥?=0.189; p=0.910
Inhibition of sexuality 42 (82) 5 (82) 17 (68) ¥?=2.683; p=0.018
Self-inflicted proceduresl
Skin picking and trichotillomania 4 (8) 7 (9) 2 (8) x?=0.048; p=0.976
Severity of symptomst
Moderate 21 (41) 9 (62) 9 (36) ¥ =8.063; p=0.018
Severe 30 (59) 30 (38) 16 (64)
Concerns and dissatisfaction with
physical appearancel
Onset of symptoms
Childhood/adolescence 25 (49) 71 (90) 7 (28) x? =66.588; p < 0.001
18-40 yr 21 (41) 5 (6) 5 (20)
>40 yr 5 (10) 3 (4) 13 (52)
History of abusell
Teasing and bullying 35 (69) 73 (92) 7 (28) ¥ =42.371; p< 0.001
Sexual abuse — 5 (6) 1 (4) —
Substance abuse (alcohol and drugs) 10 (20) 31 (39) 2 (8) x?=11.755; p=0.003

H, Kruskal-Wallis test; %%, chi-square test; BDDE, Body Dysmorphic Disorder Examination.

*Mean + SD or no. (%).
fData obtained using the Body Dysmorphic Disorder Examination.

tAccording to the psychologist’s assessment based on the Body Dysmorphic Disorder Examination.
§The difference in the values of n for each group does not allow between-group comparisons.
IData obtained during clinical interviews conducted by mental health professionals.

dissatisfaction (mean Body Dysmorphic Disorder
Examination total scores, p < 0.001), avoidance
behaviors (p < 0.001), sexual abuse (p = 0.026),
suicidal ideation (p < 0.001), and suicide attempt
(p=0.012) (Table 4).

DISCUSSION

The prevalence of body dysmorphic disorder
symptoms found in the study population was dif-
ferent and greater than in previous studies on
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cosmetic surgery,”'>%* but similar to that reported
by Vindigni et al.,'” suggesting that body dysmor-
phic disorder is a common mental disorder that
is difficult to diagnose in medical practice."* Rhi-
noplasty was the most sought-after cosmetic proce-
dure, which is consistent with other studies.!®!82%-32
However, this result was not related to the severity
of symptoms, as also observed by some authors.”!%%

Significant differences in mean age and body
mass index were found between the three groups,
indicating that different influencing factors may
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Table 3. Characteristics of Patients with Body Dysmorphic Disorder Symptoms for the Three Groups

Groups*
Characteristics Abdominoplasty (%) Rhinoplasty (%) Rhytidectomy (%) Statistics
No. of patients 51 79 25
Age, yr 37+10 33+ 11 52+ 10 H=39.25; p<0.001
BMI , kg/m? 25 + 04 23 + 04 26 + 04 H=14.14; p=0.001
H, Kruskal-Wallis test; BMI, body mass index.
*No. or mean + SD.
Table 4. Variables versus Severity of Body Dysmorphic Disorder Symptoms
Symptoms Severity™
Variable Moderate (%) Severe (%) Statistics p
No. of patients 79 76
Patient characteristicst
BMI (kg/m?2) 24 + 04 25 + 04 t=2.15 0.033
Body dissatisfactionf
Mean BDDE total score 109 + 16 131 + 22 t=6.95 <0.001
Behaviors}
Avoidance and inhibition
In public situations 22 (28) 65 (86) ¥? =52.332 <0.001
In social situations 30 (38) 66 (87) %2 = 39.236 <0.001
During physical activities 25 (32) 54 (71) ¥ =24.070 <0.001
Of physical contact 70 (89) 76 (100) ¥?=9.192 <0.001
History of abuset
Sexual 1 (1) 5 (7) Fisher’s 0.026
History of suicidal ideation or suicide attemptf
Suicidal ideation 1 (1) 13 (17) Fisher’s <0.001
Suicide attempt — 6 (9) Fisher’s 0.012

BMI, body mass index; BDDE, Body Dysmorphic Disorder Examination; Fisher’s, Fisher’s exact test.

*Mean + SD or no. (%).

fData obtained during clinical interviews conducted by mental health professionals.

iData obtained using the BDDE.

be involved in the expression of body dysmorphic
disorder symptoms. Factors such as pregnancy
(abdominoplasty); history of abuse, including
teasing/bullying and sexual abuse (rhinoplasty);
and preoccupation about aging (rhytidectomy)
contributed to the expression and maintenance
of the disorder. Constantian and Lin* reported
the impact of history of abuse or neglect on the
development of dysfunctional behaviors, mask-
ing the type and intensity of body dissatisfaction
in patients seeking rhinoplasty. The same authors
also highlighted the role of trauma history in the
patient’s perception of and satisfaction with the
results of surgery.*

The percentage of patients who reported a
history of teasing/bulling and substance abuse
(alcohol and other drugs) was higher in the rhi-
noplasty group than in the other groups. In the
abdominoplasty group, there was an association
between history of teasing/bullying and body
dysmorphic disorder symptoms; a significantly
higher percentage of patients with body dys-
morphic disorder symptoms reported substance
abuse (alcohol and other drugs) compared with

those without symptoms. This may be related to
the onset of body dissatisfaction in childhood/
adolescence, reported by 49 percent of abdomi-
noplasty patients with body dysmorphic disorder
symptoms.

Although the mean age of patients in the
abdominoplasty and rhinoplasty groups was simi-
lar to that found in patients with body dysmorphic
disorder symptoms who sought cosmetic surgical
procedures,””% those in the rhytidectomy group
had an older mean age. This may be related to
the fact that there are no studies evaluating symp-
toms of body dysmorphic disorder in this specific
population.” These data suggest a bimodal distri-
bution of the disorder, in that it tends to manifest
itself in childhood/adolescence and early adult-
hood, with the second manifestation occurring in
patients older than 40, in contrast to most studies
reporting disease onset in adolescence.

Body dysmorphic disorder may be initially
manifested in adolescence and early adulthood,
and after menopause,®?! as seen in the three
study groups. The late onset of body dysmor-
phic disorder symptoms has been considered
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uncommon, except when associated with life
events, such as weight loss or aging,” as identified
in patients in the rhytidectomy group. As in pre-
vious studies,”* both body dissatisfaction and
body dysmorphic disorder symptoms were more
prevalent in women, showing increased body
image investment in this gender and the possible
influence of sociocultural factors in preoccupa-
tion with appearance.”*"4

In the study population, the body area of
greatest dissatisfaction was the breast, followed
by the abdomen, nose, and wrinkles. Thus, breast
size, changes in body contour, the non-Caucasian
nose, and aging were the most common com-
plaints in patients with body dysmorphic disorder
symptoms. The eyes, face, and skin were areas of
body dissatisfaction reported, especially by rhytid-
ectomy patients, indicating a possible association
with aging. However, all patients showed a high
degree of preoccupation with the abdomen. This
may indicate the influence of sociocultural factors
on the beauty standards and general body dissatis-
faction in this population.

Sociocultural factors may affect the onset,
progression, and prevalence of this disorder;
thus, dissatisfaction with different parts of the
body in body dysmorphic disorder patients may
be specific but also show diversity,* as in the pres-
ent study. Further investigations are necessary to
determine the impact of sociocultural factors on
body image concerns in Brazil,* such as estimates
of prevalence of body dysmorphic disorder symp-
toms obtained. In contrast, the high prevalence of
body dysmorphic disorder found in this study may
be associated with the dimensional classification
of body dysmorphic disorder symptoms (i.e., level
of subjective distress and avoidance behavior asso-
ciated with dissatisfaction with physical appear-
ance) used to assess symptom severity."!?

Patients with body dysmorphic disorder
responded to the extreme preoccupation and
distress in relation to their physical appearance
with checking behaviors, such as comparing self
to appearance of other persons, reassurance-
seeking regarding the perceived defect, and
self-inspection of body areas, with significant dif-
ferences between groups. The degree of preoc-
cupation with appearance was also expressed as
inhibition and avoidance behavior, especially in
sexuality. These behaviors characterize defense
mechanisms which, in a dysfunctional phobic
manner, are expected to provide and ensure safety
to the patients.

The degree of preoccupation affected the
perception of the physical defect, which was
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overestimated in all cases. The negative self-per-
ception of body shape and distorted interpreta-
tion of facial and emotional expressions enhanced
perception of self-reference in most patients.**
In addition, withdrawal from affective and social
life, observed in more severe cases, suggested that
these patients had psychological vulnerability and
low self-esteem, as seen in previous studies.***
Severe body dysmorphic disorder may present
with delusional beliefs about appearance-associ-
ated avoidance behavior, time-consuming camou-
flaging behavior, and social withdrawal.

According to Koran et al.* and Phillips et al.,?
anxiety and impaired affective and social func-
tioning are factors that differentiate body dysmor-
phic disorder patients from those with normal
appearance concerns. These factors were used
in this study to classify body dysmorphic disorder
symptoms as moderate or severe, revealing differ-
ent functioning levels among the study popula-
tion. In fact, although there were no significant
differences in the prevalence of body dysmorphic
disorder symptoms between surgical groups, sig-
nificant between-group differences were found
in symptom severity regarding the following vari-
ables: weight, avoidance behavior in public and
social situations and during physical activities and
physical contact, history of sexual abuse, suicidal
ideation, and suicide attempt. Similarly, Altamura
et al.*® identified a high prevalence of suicidal ide-
ation in patients with severe body dysmorphic dis-
order symptoms. Constantian and Lin* found a
relationship between history of sexual abuse and
the possible presence of body dysmorphic disor-
der in patients who had undergone secondary rhi-
noplasty, indicating aspects of psychopathology in
cosmetic surgery patients.*

The relationship between history of emotional
abuse (teasing/bullying, sexual abuse), substance
abuse (alcohol and other drugs), and severity of
symptoms in patients with body dysmorphic disor-
der has been described in the literature.**** This
may explain the relationship between history of
abuse and suicide attempt found in this study. All
patients who experienced sexual abuse in child-
hood and adolescence had severe body image
disturbance, consistent with previous studies.**
A correlation of suicidal ideation and suicide
attempt with degree of psychosocial impairment
caused by body dysmorphic disorder was observed
in the study population and reported by other
authors.”

Inhibition of sexuality in rhytidectomy
patients with body dysmorphic disorder symptoms
appeared to be related more to loneliness than to
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inhibition resulting from shame and embarrass-
ment with physical appearance, as identified in
the other groups. All patients in the rhytidectomy
group had self-reference perceptions and checking
behaviors (body inspection and search for reassur-
ance), which may reveal the importance of others’
opinions. None of the rhytidectomy patients spent
less than 1 hour per day with appearance, indicat-
ing the degree of concern in this age group. Our
results suggest an overall dissatisfaction among
these patients, higher than that identified in the
other groups. Patients in the rhytidectomy group
had more previous plastic surgery operations of
the face and fewer other plastic surgery operations
than those in the rhinoplasty and abdominoplasty
groups. Also, most rhytidectomy patients reported
the onset of body dissatisfaction after age 40 years,
and age and aging-related factors, such as wrinkles
and sagging skin, as their main concerns. This
reflects the severity of body dysmorphic disorder
symptoms in rhytidectomy patients and may indi-
cate that age was a factor related to the onset of
body dissatisfaction and possible development and
late expression of body dysmorphic disorder symp-
toms, suggesting a late onset of the disorder.

All patients with body dysmorphic disor-
der symptoms reported inhibition of sexuality,
as described by other authors.””" These patients
avoided close contact because of shame and
embarrassment regarding perceived flaws, inhibit-
ing the possibility of social and emotional relation-
ships, which is consistent with other studies.*-*%
Such behaviors may also be associated with history
of sexual abuse or neglect, according to Constan-
tian and Lin.*

The classification of body dysmorphic dis-
order severity may provide information to assist
surgeons when deciding whether or not to oper-
ate. Patients with subclinical body dysmorphic
disorder symptoms who do not meet all Diagnos-
tic and Statistical Manual of Mental Disorders (Fifth
Edition) criteria for body dysmorphic disorder or
those who present “core” body dysmorphic disor-
der symptoms but no significant impairment in
overall functioning (e.g., absence of avoidance
behaviors) may undergo cosmetic and surgi-
cal treatments.'>* However, patients with severe
body dysmorphic disorder symptoms, who meet
all Diagnostic and Statistical Manual of Mental Dis-
orders (Fifth Edition) criteria for body dysmorphic
disorder, should not undergo cosmetic surgi-
cal procedures, but instead should be referred
to psychological and pharmacologic treatment.
After a period of treatment, patients may be reas-
sessed for body dysmorphic disorder severity and
referred to a plastic surgeon if their condition has
improved.>**

Signs and symptoms that indicate the pres-
ence or risk of body dysmorphic disorder and that
may help surgeons in the decision-making process
during the selection of patients for cosmetic sur-
gery are listed in Table 5.° Patients who can articu-
late their problems realistically and describe their
motivations and expectations likely do not have
body dysmorphic disorder.”

The results highlighted the importance of
preventing risk factors that may trigger body
dysmorphic disorder in vulnerable and young
individuals,*** showing the relationship between
body image development and body dysmorphic

Table 5. Signs and Symptoms of the Presence or Risk of Body Dysmorphic Disorder in Plastic Surgery Patients
Based on the Diagnostic and Statistical Manual of Mental Disorders (Fifth Edition) Diagnostic Criteria for Body

Dysmorphic Disorder*

Symptom

Meaning of Symptom

Unusual demanding behavior
Excessive requests for cosmetic procedures
Dissatisfaction with previous cosmetic procedures
Expectation that cosmetic surgery will solve
all problems
Excessive preoccupation with minor or nonexistent
appearance features
Impairment in affective and social relationships
Belief that all people’s comments and behavior are
related to their appearance
Persistent reassurance of perceived defect

Perfectionism

Body dissatisfaction, lack of awareness of their morbid state of mind
Level of body image concerns and body dissatisfaction

Unrealistic expectations

Selective perception

Impairment in overall functioning
Perception of self-reference

Discrepancy between self-perception of attractiveness and their ideal

appearance standard

Strategies or behaviors attempting to hide or divert
attention from the perceived defect

Poor insight, conviction of the existence of the
perceived defect

Camouflaging

Lack of awareness of their morbid state of mind

*American Psychiatric Association. Obsessive-compulsive and related disorders. In: Diagnostic and Statistical Manual of Mental Disorders. 5th ed.

Arlington, Va: American Psychiatric Association; 2013.
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disorder symptoms.*® Body dysmorphic disorder
occurred in candidates for different plastic sur-
gery procedures of different age groups. The
results may also suggest that the expression of
body dissatisfaction in the contemporary world
has changed and therefore may affect the expres-
sion of dissatisfaction with specific body areas in
patients with body dysmorphic disorder.

Further studies on the diagnosis of psycho-
pathological symptoms in all specialties of cosmetic
surgery are important and necessary. A careful
screening of cosmetic surgery candidates may con-
tribute to patient satisfaction after surgery'?*3+%
and improvement in their quality of life.

CONCLUSIONS

A high prevalence of body dysmorphic dis-
order symptoms was found among candidates
for the three plastic surgical procedures. The
abdominoplasty group showed the highest degree
of body dissatisfaction and greatest number of
body dysmorphic disorder symptoms; the rhino-
plasty group had the lowest percentage and the
rhytidectomy group had the highest percentage
of severe cases. The diagnosis of body dysmorphic
disorder is not a contraindication to aesthetic
plastic surgery. The dimensional identification
and classification of body dysmorphic disorder
symptoms provides a new perspective for deci-
sion support, revealing that aesthetic plastic sur-
gery can be considered as a treatment for patients
with mild to moderate body dysmorphic disorder
symptoms with no significant impairment in over-
all functioning.
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Abstract

Background: Body dysmorphic disorder (BDD) is one of the most common psychiatric conditions found in patients seeking cosmetic surgery, and
body contouring surgery is most frequently sought by patients with BDD.

Objectives: To estimate the prevalence and severity of BDD symptoms in patients seeking abdominoplasty.

Methods: Ninety patients of both sexes were preoperatively divided into two groups: patients with BDD symptoms (1 = 51) and those without BDD symp-
toms (n = 39) based both on the Body Dysmorphic Disorder Examination (BDDE) and clinical assessment. Patients in the BDD group were dassified as having
mild to moderate or severe symptoms, according to the BDDE. Body weight and shape concerns were assessed using the Body Shape Questionnaire (BSQ).
Results: The prevalence of BDD symptoms was 57%. There were significant associations between BDD symptoms and degree of body dissatisfaction, level of
preoccupation with physical appearance, and avoidance behaviors. Mild to moderate and severe symptoms of BDD were present in 41% and 59% of patients, re-
spectively, in the BDD group. It was found that the more severe the symptoms of BDD, the higher the level of concern with body weight and shape (P <.001).
Patients having distorted self-perception of body shape, or distorted comparative perception of body image were respectively 3.67 or 5.93 times more likely to
show more severe symptoms of BDD than those with a more accurate perception.

Conclusions: Candidates for abdominoplasty had a high prevalence of BDD symptoms, and body weight and shape concerns were associated with increased
symptom severity.
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Body dysmorphic disorder (BDD) is one of the most
common psychiatric conditions found in patients seeking
cosmetic surgery,'” and body contouring surgery is most
frequently sought by patients with BDD” and those with
eating disorders.”'? Sarwer and Crerand,” and Grossbart
and Sarwer'' found that eating disorders and BDD were
prevalent in plastic surgery patients and may be considered
contraindications to surgery.

Recent studies have suggested a change in the expres-
sion of body dissatisfaction’'*!® and, therefore, concerns
about weight and body contour, and disordered eating be-
haviors can make the diagnosis of BDD difficult.'*'* This
aspect has been identified and highlighted by the American
Psychiatric Association (APA) in the diagnostic criteria for
BDD described in the Diagnostic and Statistical Manual of
Mental Disorders, fifth edition (DSM-5).'°

According to the DSM-5, BDD is characterized by a pre-
occupation with one or more perceived defects or flaws in
physical appearance that are not observable or appear
slight to others, and repetitive behaviors (eg, mirror check-
ing, excessive grooming, skin picking, and reassurance
seeking) or mental acts (eg, comparing his or her appear-
ance with that of others) in response to concerns about
physical appearance. BDD causes clinically significant dis-
tress or impairment in important areas of functioning, and
its symptoms are not better explained by normal concerns
with physical appearance or by concerns with body fat or
weight in individuals meeting diagnostic criteria for eating
disorders. BDD symptoms may be associated with muscle
dysmorphia and patients with BDD may show different
degrees of insight regarding BDD beliefs."”

Abdominoplasty is frequently performed to improve
body contour after pregnancy or major weight loss.'®!”
This surgery treats the aesthetic units of the abdomen,
namely, the epigastrium, lower abdomen, flanks, and mons
pubis.}”1?

Physiological changes, such as aging and pregnancy, or
alterations in body contour caused mainly by increases in
body mass index (BMI) may lead to functional and psycho-
logical changes expressed as high levels of embarrassment
in social and personal relationships.'®!”*° However, an ex-
cessive preoccupation with appearance can conceal psy-
chopathological traits that are not always easy to recognize
and may result in iatrogenic and medico-legal problems if
neglected.?'** Therefore, it is very important to carefully
assess candidates for cosmetic procedures to identify those
with this condition.>*

For patients with a slight perceived defect who seek cos-
metic surgery, degrees of behavior impairment and emo-
tional distress seem to be more accurate indicators of
BDD.>**?” Avoidance behaviors and social withdrawal
have been appointed as contributors to BDD severity®’ and
chronicity.?®*° Therefore, the classification of BDD severity
in the present study was based on this concept.

The purpose of the study was to evaluate the prevalence
and severity of BDD symptoms in patients seeking abdomi-
noplasty.

METHODS

This study was approved by the Research Ethics Committee
of the Universidade Federal de Sao Paulo (UNIFESP), Brazil,
and performed in accordance with the ethical standards of
the 1964 Declaration of Helsinki and its subsequent amend-
ments. Written informed consent was obtained from all pa-
tients prior to their inclusion in the study. Patient anonymity
was assured. The study was conducted between February
2009 and August 2010.

Patients of both sexes, who expressed a desire to
undergo abdominoplasty, were recruited at the outpatient
facility of the Abdominal Plastic Surgery Unit of the Sao
Paulo Hospital, UNIFESP.

Patients unable to understand the interview questions
and those with severe physical deformities as a result of
obesity, bariatric surgery, tumors and other conditions,
psychotic disorders, previous history of BDD, or who had
undergone psychiatric or psychological treatment were ex-
cluded from the study.

Ninety patients who met participation criteria and agreed
to participate were included in the study. The participants
were divided into two groups: patients with BDD symptoms
(BDD group; n = 51) and those without BDD symptoms
(non-BDD group; n = 39), according to the Brazilian version
of the Body Dysmorphic Disorder Examination (BDDE)*'
and clinical assessment of BDD.'® All patients were clinically
assessed by the same psychologist (first author) with exper-
tise in BDD and screening of plastic surgery candidates, who
administered the BDDE. Body weight and shape concerns
were assessed using the Body Shape Questionnaire (BSQ) 32
Sociodemographic (eg, name, sex, age, and ethnicity) and
clinical characteristics (eg, history of previous cosmetic pro-
cedures, psychological/psychiatric treatment, and abuse) of
the study participants were obtained through a clinical in-
terview. All participants were evaluated by the authors,
including two psychologists, one psychiatrist, and three
plastic surgeons. The questionnaires were administered
preoperatively.

The 34-item BDDE is a specific questionnaire that
measures symptoms of severely negative body image.*?
The items are grouped into 6 domains assessing preoccu-
pation and negative self-evaluation of appearance, self-
consciousness and embarrassment, excessive importance
given to appearance in self-evaluation, avoidance of activi-
ties (eg, avoidance of public and social situations or physi-
cal contact with other persons), body camouflaging (eg,
use of camouflage strategies involving style of clothing, the
wearing of accessories, use of makeup, and changes in
body posture in an attempt to hide the perceived defect),
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and body checking (eg, self-inspection, reassurance seeking,
and comparing self to others).?® The items are rated on a 0 to
6 scale, with 0 indicating the absence of negative body
image symptoms in the previous 4 weeks. Scores of 1 to 6
represent the frequency (number of days) or intensity (mild
to severe) of symptoms. The BDDE total score ranges from 0
to 168; a cutoff score of >66 indicates a higher degree of dis-
satisfaction with appearance and is usually associated with
diagnosis of BDD.**

Besides measuring body image dissatisfaction, the BDDE
includes specific items for the diagnosis of BDD and patients
are required to have a score of 4 or greater on these items to
meet diagnostic criteria.’’** Patients without BDD symp-
toms were defined as those who had a score of 3 or less on
the specific items and those who did not meet criteria for
BDD according to the DSM-5 during the clinical interview.

Patients with BDD symptoms were classified as having
mild to moderate or severe symptoms,®”**® based on their
level of subjective distress and avoidance behavior.*®

The classification of the physical deformity perceived by
the patient was performed independently and in person by
two experienced plastic surgeons, who are not authors of
this paper, and two observers, who were not plastic sur-
geons. The intention was to classify the degree of severity
of the defect from both the point of view of plastic surgeons
and that of lay persons (non-plastic surgeons). Plastic sur-
geons are specialists able to observe even small aesthetic
defects or variations from the ideal standard of beauty
valued by a given culture. Consensus between non-plastic
surgeons was achieved through a review of the photo-
graphs of patients. There was no disagreement between the
classifications of both plastic surgeons.

The BSQ assesses concerns of body weight and shape in
the past 4 weeks. Items are rated on a 6-point Likert-type
scale ranging from “never’” to “always’” and grouped into
4 domains, including self-perception of body shape, com-
parative perception of body image, attitude concerning
body image alterations, and severe alterations in body per-
ception.??

ERS)

Statistical Analysis

Comparisons between groups were made using ¢ test, the
Mann-Whitney test, chi-square test, and Fisher’s exact test.
The t-test for independent samples was used to compare
the means between groups, and analysis of variance
(ANOVA) was applied to compare data from more than two
variables. The Brown-Forsythe test was used when varianc-
es were heterogeneous.

The Cramer’s V coefficient was calculated to measure
the strength of associations between categorical variables.
The Kolmogorov-Smirnov test and Shapiro-Wilk W-test
were used to test for normality. Levene’s test was per-
formed to test homoscedasticity of variances. Dunnett’s

multiple comparison test was applied to identify differences
in mean values if significant differences were detected by
ANOVA.

Ordered logistic regression was used to analyze the rela-
tionship between the four BSQ domains and BDD symp-
toms. The level of significance was set at a P-value of < .05,
and BSQ domains showing statistical significance were in-
cluded into the final logistic regression model. The Mantel-
Haenszel method was used to test for trends between BDD
symptoms and the BSQ total score.

The Statistical Package for the Social Sciences (SPSS)
20.0 (SPSS Inc., Chicago, IL) and Stata 12 (StatCorp, College
Station, TX) were used for data analysis. All statistical tests
were performed at a significance level of 5% (P < .05). Data
are expressed as mean + SD.

RESULTS

Most patients were women (women, nn = 84, 93.3%; men,
n =6,7%), had a mean age of 38 + 11 years (range, 20-66
years), a mean BMI of 26 + 4 kg/m2 (range, 18.3-41.3 kg/
m?), and secondary or higher education (n = 72, 80%). No
significant differences in sociodemographic characteristics
were found between groups (Table 1).

There were significant differences in mean BDDE total
score and number of patients scoring > 66 between groups,
showing a significant association between BDD symptoms
and body dissatisfaction (Table 2).

Mild to moderate (without avoidance behavior) and
severe (with avoidance behavior) symptoms of BDD were
present in 41% and 59% of patients, respectively, in the
BDD group.

Significant differences in patient perception of the
defect severity (P = .024) and perception of self-reference
(P < .001) were found between groups, revealing an asso-
ciation between level of preoccupation with physical ap-
pearance and BDD symptoms (Table 2).

There were also significant associations of BDD symp-
toms with some avoidance behaviors, including avoidance
of mirrors (P = .005), social situations (P = .008) and physi-
cal contact (P < .001), and inhibition of sexuality (P < .001)
(Table 2).

The majority of participants (90%) expressed the desire
to undergo not only abdominoplasty, but also other cos-
metic surgeries.

All patients with BDD symptoms (n = 51) reported
extreme dissatisfaction with their abdominal region and
desired to undergo additional cosmetic surgery in other
parts of the body. The most common complaints were body
weight and deformities of the nose, breast, and face.

Complaints of dissatisfaction with different parts of the
body were not normally distributed in both the BDD group
(S-W = 0.835; P < .001) and non-BDD group (S-W = 0.880;
P < .001). Patients with BDD symptoms showed dissatisfaction
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Table 1. Sociodemographic Characteristics of Patients According Group Distribution

Characteristics Groups PValue
Non-BDD Group (n= 39) BDD Group (n=51) Test Statistics
Age (years) 39+11 3710 t=0.76 451
BMI (kg/m?) 26+5 25x4 t=0.61 545
Education Level N (%) N (%)
Incomplete primary education 2(5) 1(2) ;(2 =1.297 523
Complete primary education 5(13) 10 (20)
Secondary education 17 (43) 24 (47)
Some higher education 10 (26) 11 (21)
College degree 5(13) 5(10)

SD, standard deviation; BMI, body mass index.

with a significantly (Z = —2.337, P = .019) greater mean
number of parts of the body (2.36 £ 1.19) compared with
those without BDD symptoms (2.36 + 1.01).

Patients in both groups reported that dissatisfaction with
their body image began before the age of 40 years, especial-
ly during adolescence and early adulthood (P = .460;
2% = 1.555). A higher proportion (49%) of patients in the
BDD group experienced the onset of BDD symptoms during
adolescence.

Patients in the BDD (69 %) and non-BDD (33 %) groups
reported some experience of being teased and bullied,
with a significant difference between groups (P = .001;
7> =11.061).

No significant association was found between history of
substance abuse (alcohol and other drugs) and BDD symp-
toms (P = .061). However, a higher proportion (20%) of
patients with BDD reported substance abuse compared
with that (5%) of patients without BDD.

Dissatisfaction With Body Image
Associated With Body Weight and Shape

There were significant differences in the distribution of
BSQ total scores across the levels of body image concern
measured by the BDDE, and in mean BSQ domain scores
between groups (Table 3). BSQ total scores for patients
without body image concerns were significantly lower than
those of patients with mild to moderate concerns, which in
turn were significantly lower than the scores of patients
with severe body image concerns (Table 3).

A significant association was found between presence of
BDD symptoms and both the BSQ total and domain scores,
with the comparative perception of body image (V = 0.570;
P < .001) and self-perception of body shape (V = 0.520;
P < .001) domains showing the strongest association. The

higher the level of concern with body weight and shape, the
more severe were the BDD symptoms (P < .001; Mantel-
Haenszel test).

Logistic regression showed that patients having distorted
self-perception of body shape or distorted comparative per-
ception of body image were respectively 3.67 (odds ratio
(OR) = 3.670; P = .011; 95% IC, 1.35-9.94) or 5.93 (OR =
5.932; P = .001; 95% IC, 2.15-16.39) times more likely to
show more severe symptoms of BDD than those with a
more accurate perception when the effects of the other vari-
ables were controlled (Tables 4 and 5).

Only patients in the BDD group (n = 51; 57%) had con-
cerns about body weight and shape, with 17%, 21%, and
19% of them having mild, moderate, and severe levels of
concern, respectively.

It also was found that 53%, 42 %, and 20% of all partici-
pants reported high levels of concern on the self-perception
of body shape, comparative perception of body image, and
attitude concerning body image domains of the BSQ,
respectively.

Overall, significant associations were found between dis-
satisfaction with body image and BSQ total scores (P < .001),
self-perception of body shape (P < .001; x* = 16.61), and
comparative perception of body image (P < .006; y* = 7.46)
scores. There was no association between attitude concerning
body image (P = .114) and severe alterations in body percep-
tion (P = .063).

DISCUSSION

The high prevalence of BDD symptoms (57 %) in the study
population shows the importance of the abdomen in the as-
sessment of body image and its impact on mental health."®
The prevalence rate was different and greater than those of
previous studies on cosmetic surgery."**>*® This may be
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Table 2. Comparison of Clinical Characteristics of Patients Between Groups

Dissatisfaction with appearance
BDDE total score (mean =+ SD) 83+33 120 = 26 t=5.87 <.001*
N (%) N (%)
BDDE scores >66 26 (67) 50 (98) 2°=16.559 <.001*
Level of preoccupation (obsessive characteristics)?
Defect severity?
Real 5(13) _
Exaggerated 30 (77) 42 (82) 22 =7.456 .024*
Non-observable 4(10) 9(18)
Perception of self-reference 14 (36) 48 (94) 7%=34.952 <.001*
Types of behaviors (compulsive characteristics)®
Checking
Comparing self to others 28 (72) 43 (84) ;(2 =2.080 149
Reassurance seeking 18 (46) 24 (47) ;(2 =0.007 932
Mirror checking 35 (90) 49 (96) 22=1.425 233
Body inspection 39 (100) 50 (98) Fisher’s test 999
Avoidance and Inhibition
Mirror avoidance 12 (31) 31 (61) 22=7.980 .005*
Camouflage strategies 32(82) 47 (92) 22=2.104 147
Avoidance of public situations 13 (33) 27 (53) 72=3.441 .064
Avoidance of social situations 12 (31) 30 (59) £%=6.989 .008*
Avoidance of physical activities 21 (54) 27 (53) ;(2 =0.007 932
Avoidance of physical contact 15 (38) 46 (90) ;(2 =27.084 <.001*
Inhibition of sexuality 28 (72) 51 (100) 22 =16.388 <.001*

3Data obtained using the Body Dysmorphic Disorder Examination (BDDE). ®According to the psychologist’s assessment based on the BDDE. *Statistical significance (P< .05).

attributed to sociocultural factors, which may affect the
onset and progression of this condition. The results also in-
dicated that the social importance of physical appearance,
which can be corrected with plastic surgery, can make diag-
nosis of BDD difficult.

In this study, patients with BDD symptoms reported dis-
satisfaction with a significantly greater number of parts of the
body compared with patients without BDD symptoms, indi-
cating an overall dissatisfaction with body image. This also
indicates that an overlap of clinical symptoms of BDD and
body dissatisfaction with body areas (size of the stomach,
hips, and thighs) may occur, representing a challenge for
the differential diagnosis of BDD and eating disorders."

Fontenelle et al*” suggested that systematic investigations
should be performed to determine the impact of sociocultural
factors on body image concerns in Brazil, such as the esti-
mate of prevalence of BDD symptoms obtained in this study.
Veale®® highlighted that, in a culture that values appearance,
increased levels of preoccupation with body image based on
an ideal body model may stimulate individuals to seek cos-
metic procedures. Cansever et al*’ observed that the preva-
lence of BDD may be affected by differences in physical
appearance among different cultures, suggesting that com-
plaints of dissatisfaction with different parts of the body in
patients with BDD may be specific, but also show diversity,
as found in the present study.
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Table 3. Distribution of BDDE Total Scores According to Levels of Body Image Concern and BSQ Domain Scores in Both Groups

BDDE total 104.9 32.8 110.0 90
BSQ total
Absent 81.4° 30.4 80.0 39
Mild 106.4° 19.2 103.0 15
Moderate 121.5° 18.2 117.0 19
Severe 138.9° 13.1 144.0 17
Fa,50 = 37.74; P<.001
BSQ domains
Self-perception of body shape
Non-BDD group 83.8 30.5 81.0 43
BDD group 124.2 20.7 127.0 47
t=-7.28; P<.001
Comparative perception of body image
Non-BDD group 88.9 3141 88.5 52
BDD group 126.8 20.0 131.5 38
t=-7.02; P<.001
Attitude concerning body image
Non-BDD group 98.8 324 100.5 74
BDD group 132.9 15.8 134.0 16
t=—6.26; P<.001
Severe alterations in body perception
Non-BDD group 98.2 32.3 100.5 72
BDD group 131.7 17.8 134.0 18
t=-5.90; P<.001

abCyifferent letters indicate significant differences between mean values (P< .05).

A significant association was found between severity of
BDD symptoms and level of preoccupation (P = .009;
> = 9.425), which was excessive for all patients in the
BDD group. A negative self-perception of body image may
have increased the perception of self-reference in these pa-
tients. Mood disturbances and excessive preoccupation
with appearance may not always be associated with
changed behavior.'*2° Thus, distress is not always clearly
expressed in the behavior of patients with BDD.?® The ob-
servation of this phenomenon allowed us to assess the
degree of global functioning impairment and to classify pa-
tients in the BDD group as having mild to moderate (41 %)
or severe (59%) BDD symptoms.

Concerns with body weight and shape were associated
with severity of BDD symptoms, which is in agreement
with the findings of other investigators.*” No eating disor-
der symptoms were found among the participants, as mea-
sured by the attitude concerning body image domain
(assessing appearance-related behaviors, which may help
detect extreme cases of eating disorders) and severe alter-
ations in the body perception domain (assessing negative
feelings toward body-image disturbance, such as anorexia
nervosa) of the BSQ. Both domains were not associated
with severity of BDD symptoms.

Despite dissatisfaction with their body weight and shape,
only 18% of patients reported performing regular physical
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Table 4. Complete Logistic Regression Model Measuring the Relationship Between BDD Symptoms and the Four BSQ Domains

Self-perception of body shape 3.153 1.665 217 .030* [1.120-8.875]
Comparative perception of body image 4123 2.289 2.55 .011* [1.389-12.241]
Attitude concerning body image alterations 3.377 3.144 1.31 191 [.545-20.938]
Severe alterations in body perception 1.082 0.10 923 [-221-5.284]
OR, odds ratio; SE, standard error; Cl, confidence interval. *Statistical significance (P < .05).
Table 5. Final Logistic Regression Model Measuring the Relationship Between BDD Symptoms and Two BSQ Domains
BSQ doma OR 95%
Self-perception of body shape 3.670 1.866 2.56 .011* [1.355-9.944]
Comparative perception of body image 5.932 3.076 3.43 .001* [2.147-16.388]

OR, odds ratio; SE, standard error; Cl, confidence interval. *Statistical significance (P < .05).

activities. Similarly, Javo and Serlie*! found that women
seeking abdominoplasty were the most dissatisfied with ap-
pearance, but at the same time considered their appearance
as less important compared to those seeking different cos-
metic procedures. This may predict weight gain after abdom-
inoplasty in these patients.**%3

Patients with BDD symptoms had a changed relationship
with their body, especially expressed as avoidance of physical
contact with other people, as also reported by Constantian
and Lin.> Changed and negative self-perception of body
shape may have led these patients to an extreme dissatisfac-
tion with their physical appearance. Self-perception of the
body is an indicator of mental health and changes in this pa-
rameter may indicate severe BDD symptoms, as observed in
this study.

The comparative perception of body image domain of the
BSQ was used to assess levels of inhibition and embarrass-
ment when exposing the body. Results showed the extent to
which avoidance behaviors may interfere with the severity
of BDD symptoms and a behavior pattern in patients seeking
abdominoplasty similar to that identified in a previous
study.'® All patients with BDD symptoms experienced inhi-
bition of sexuality, which is in agreement with other investi-
gators.'* Patients reported avoiding close contact with other
persons due to shame and embarrassment about the per-
ceived defects,” reducing possible affective relationships and
social interactions, which increase the severity of symptoms.

In this study, complaints about the shape of the
abdomen and breast were associated with body weight and
shape, and with pregnancy in some cases; requests for rhi-
noplasty were associated with ethnicity, and for facial cos-
metic procedures were associated with concerns about
aging. Complaints about body weight suggested that BDD
symptoms may also be associated with weight concerns.*’
We found that 28% of patients with BDD symptoms and

who were dissatisfied with their body weight had a normal
weight (BMI range, 18.5-24.99 kg/m?), showing that their
concern was not real. Recent studies have included clinical-
ly significant concerns with body weight as symptoms of
BDD.'>%° This result may also be related to the fact that
most of the candidates for abdominoplasty are women.'°
Previous studies have emphasized the role of adverse
childhood experiences in the development of BDD.**** In
the BDD group, 69% of patients reported some experience
of being teased and bullied. Dissatisfaction with physical
appearance as a reaction to environmental interference,
such as the phenomenon of teasing and bullying, has been
observed by other authors.>**34%¢ It has been suggested
that an insecure style of interpersonal attachment might result
in body dissatisfaction®® and therefore be also a motivation
for cosmetic surgery,”’ as observed by the association of
teasing and bullying experiences with BDD symptoms. The
mean age (38 + 11 years) of the participants at the time of
the interview was not significantly associated with the onset
of BDD symptoms, but this does not mean that the desire for
aesthetic improvement has not been considered before.
Patients were classified as having or not having BDD
symptoms using the BDDE as a screening tool. The Brazilian
version of the BDDE in the interview format has been vali-
dated in a population sample of candidates for cosmetic
surgery.”’ Although it requires time to be administered*® and
an experienced examiner,** the instrument allows accurate
evaluation of patients with BDD, who usually complain of
great difficulty in being understood and often hide their
symptoms, unless directly questioned. The BDDE covers a
broader spectrum of symptoms and aspects of body image,
and has been used in several studies.***° Some studies have
observed that specific screening instruments are able to
detect BDD symptoms and criticized the DSM-IV, Structured
Clinical Interview for DSM-IV Axis I Disorders (SCID-I), and

910C ‘11 A1eniqaq uo oyag op el Aq /310 srewrnolpioyxorfse//:dny woiy popeojumoq


http://asj.oxfordjournals.org/

Aesthetic Surgery Journal

Mini International Neuropsychiatric Interview-Plus (MINI-
Plus) because they fail to diagnose the disorder.'**’

Our study has limitations, including a small sample size,
the fact that most patients were women, and that the
Structured Clinical Interview for DSM (SCID) was not in-
cluded. Further studies with a larger number of patients
and involving multiple centers are necessary to evaluate
and compare the prevalence of BDD symptoms in patients
seeking abdominoplasty to allow the development of care
and treatment strategies for this population.

CONCLUSIONS

This was the first study exclusively assessing BDD symp-
toms in patients seeking abdominoplasty. A high preva-
lence of BDD symptoms was found among candidates for
abdominoplasty, and body weight and shape concerns
were significantly associated with severity of BDD symp-
toms. Systematic studies on the diagnosis of psychopatho-
logical symptoms in all specialties of plastic surgery are
important and necessary. A careful screening of candidates
for cosmetic surgery may contribute to patient satisfaction
after surgery and improvement in their quality of life.
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Abstract

Background: Body image dissatisfaction is one of the major factors that motivate patients to undergo plastic surgery. However, few studies have

associated body satisfaction with reduction mammaplasty.

Objectives: The aim of this study was to evaluate the impact of breast hypertrophy and reduction mammaplasty on body image.

Methods: Breast hypertrophy patients, with reduction mammaplasty already scheduled between June 2013 and December 2015 (mammaplasty
group, MG), were prospectively evaluated through the body dysmorphic disorder examination (BDDE), body investment scale (BIS), and breast evalu-
ation questionnaire (BEQ55) tools. Women with normal-sized breasts were also evaluated as study controls (normal-sized breast group, NSBG). All the
participants were interviewed at the initial assessment and after six months. Data were analyzed before and after six months.

Results: Each group consisted of 103 women. The MG group had a significant improvement in BDDE, BIS, and BEQ55 scores six months postoper-
atively (P < 0.001 for the three instruments), whereas the NSBG group showed no alteration in results over time (P = 0.876; P = 0.442; and P = 0.184,
respectively). In the intergroup comparison it was observed that the MG group began to invest more in the body, similarly to the NSBG group, and
surpassed the level of satisfaction and body image that the women of the NSBG group had after the surgery.

Conclusions: Reduction mammaplasty promoted improvement in body image of women with breast hypertrophy.

Level of Evidence: 2
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The wish to change breast size is a complex and multifac-
torial one; variables such as beauty ideal, self-confidence,
self-esteem, and body image have led women of all age
groups to seek plastic surgery.!©

Body image is the representation of one’s physical
appearance, the result of a combination of perceptual-neu-
ral processes, environmental, social, and psychological
factors. Its is expressed through the degree of care and
satisfaction with one’s body.®

Breast hypertrophy is characterized by enlarged breasts,
disproportionate to the woman’s biotype. The body im-
balance caused by the hypertrophy leads to physical dys-
functions, psychological disorders, and a sense of social
inadequacy.”"!? Several studies have shown that breast hy-
pertrophy leads to postural changes, shoulder and spinal
pain, and functional limitations, which at more advanced
degrees can impair even the activities of daily living.”-

Excess volume and skin flaccidity limit physical activity
and reduce women’s ability to work, as well as their produc-
tivity.1214 Breast hypertrophy can also interfere with wom-
en’s affective and social relations by triggering feelings of
insecurity regarding their own bodies, expressed as behav-
iors of avoidance of outdoor activities, or in public and social
settings and situations of intimacy. This dynamic generates
feelings of low self-esteem and anxiety, which can lead to
depression. Women with breast hypertrophy report the dif-
ficulty of finding clothes that fit the size of their breasts and
claim that they often avoid social situations because they feel
inadequate.>?-1%-11.15.16 Therefore, excess breast volume may
be associated with morbidity levels that go beyond a simple
esthetic alteration and require effective treatment.!3-17:18

Reduction mammaplasty aims at decreasing breast size,
and restoring the symmetry of the female chest dimensions.
With advances in surgical techniques and increasingly pos-
itive results, plastic surgery is now considered a means of
transforming one’s external appearance and a resource ca-
pable of improving dissatisfaction with body image. Thus,
it is believed that reduction mammaplasty can bring signifi-
cant benefits to body image and emotional health.®16-19

Despite several studies on the positive effects of reduc-
tion mammaplasty on the physical, psychological, and so-
cial aspects,®1220 few studies have investigated the effects
of breast hypertrophy and reduction mammaplasty on
body image.?"** Thus, the aim of this study was to eval-
uate the impact of breast hypertrophy and reduction mam-
maplasty on body image.

METHODS

This was an observational study carried out between June
2013 and June 2016, involving 206 women, 103 with nor-
mal-sized breasts (normal-sized breast group - NSBG) and
103 with breast hypertrophy with scheduled reduction
mammaplasty (mammaplasty group - MG). The project was

approved by the Ethics Committees of Universidade Federal
de Sao Paulo (CAAE: 30223214.2.0000.5505, Opinion
n. 639.052/2014) and of Universidade do Vale do Sapucai
(CAAE: 15167713.9.0000.5102 Opinion n. 303.366/2013).

The MG group was a convenience sample, consisting of
all patients scheduled for reduction mammaplasty at the
plastic surgery service funded by the Brazilian Public Health
System (SUS) of a Brazilian university hospital. The women
from the NSBG group were selected from the Gynecology -
Family Planning outpatient clinics of the same hospital and
during the same evaluation period as the MG group.

Women between 18 and 55 years of age and body
mass index (BMI) < 30 kg/m?, with breast hypertrophy
according to the criterion of Sacchini et al,?* who met the
eligibility criteria and had already had the operation sched-
uled from June 2013 to December 2015 were included in
the study. The criterion of Sacchini et al** considers the
mean measurements of the distance between the mam-
mary papilla and the inframammary fold and between the
nipple and the lateral border of the sternum. A mean value
<9 cm indicates small breasts, between 9 and 11 cm,
breasts of normal volume and > 11 cm large breasts, with
hypertrophy. The patients were evaluated after the previ-
ously scheduled surgery to avoid the bias of overestimat-
ing breast alteration in preoperative evaluations aiming to
obtain free surgery through the public health system.

For inclusion in the NSBG group, the women should have
breasts considered of normal size according to the same
index (mean between 9 and 11 c¢m). Normal-sized breast
refers to a medium-sized breast, proportional to the wom-
an’s biotype.?* To be included in this group women should
not have undergone any previous surgical procedure on the
breasts, and not have the wish to apply for plastic surgery.

The exclusion criteria for both groups were age <18
or >55 years, BMI >30 kg/m?, pregnancy, childbirth or
breastfeeding within one year, menopause, current or past
history of psychiatric treatment, uncontrolled acute or sys-
temic diseases, breast disease diagnosed or under investi-
gation, or prior breast surgeries.

Prior to data collection, all volunteers were informed
about the study objectives and ethical aspects, ensuring
their anonymity, confidentiality of the received informa-
tion, and the freedom to withdraw their participation at
any time during the study. All those who agreed to partici-
pate signed the Free and Informed Consent form.

Firstly, a physical examination was performed to assess
BMI and breast size.?>%° Next, the participants’ sociode-
mographic, economic, and clinical data were collected.
Finally, three body image assessment tools that have been
validated for use in Brazil, were applied through an inter-
view guided by the researchers. The tools body dysmor-
phic disorder examination (BDDE),*’-2° body investment
scale (BIS),3%3 and breast evaluation questionnaire (BEQ
55)32 were used.
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The BDDE investigates negative aspects of body image,
such as concern over and excessive importance assigned
to one’s physical appearance, negative self-assessment,
shame, embarrassment and avoidance behaviors in public
and social situations, or situations of physical contact, use
of camouflage strategies and body-checking behaviors.?”-2°
The tool was culturally validated to be used in interviews?’
and is also capable of detecting symptoms of body dys-
morphic disorder (BDD).!8:28:2933 The presence of BDD
symptoms are classified as mild to moderate and severe
according to the studies by de Brito et al** and Félix et al.®

The BIS assesses the emotional investment in one’s
body. This scale consists of 20 items, which evaluate fac-
tors such as body image, body care, and body touch. A high
score indicates positive feelings about one’s body.33!

The breast evaluation questionnaire (BEQ 55) con-
sists of 55 items that evaluate the satisfaction with the
size, shape, and firmness of one’s breasts, in relation to
the sexual, social, or professional aspects, as well as the
degree of comfort with one’s general appearance, breast
appearance when covered by clothes, in a bathing suit,
and naked, when alone or in the presence of others. It also
assesses the importance of breast size to oneself and to
other people in one’s relationships. The higher the score
obtained in this questionnaire, the greater the satisfaction
with one’s breasts. The BEQ 55 was culturally validated for
Brazil among the plastic surgery population.3?

In the MG group, the evaluations were carried out at the
preoperative appointment at the outpatient clinic at least
two weeks before the surgery (to prevent preoperative anx-
iety and nervousness from influencing responses) and at the
six-month postoperative return. In the NSBG group, the inter-
view was performed during the appointment at the outpatient
clinic after physical evaluation to include the participants in
the study and six months later, by scheduled appointment. All
women, from both groups, were reminded of their sixth month
return visit by telephone on the week of the appointment.

The patients in the MG group were operated on by the
same team of surgeons. The surgical technique used was a
standardized and conventional one, with the breast reduc-
tion procedure being performed with a resulting inverted
“T” scar and flap with superomedial pedicle for the eleva-
tion of the areola-papillary complex.®-2230

Statistical Analysis

The SPSS program (Statistical Package for Social Sciences,
Inc., Chicago, IL), version 19.0, was used for the statis-
tical analyses. Quantitative data were described as means
and standard deviations. For the inferential statistics, the
chi-square test was used to compare the groups regard-
ing the socioeconomic profile, the ¢t test for comparison
of ages and BMI, the paired t test was used to analyze
breast size, and analysis of variance (ANOVA) with

Table 1. Physical and Sociodemographic Characteristics of the Assessed
Groups

Group
Normal-sized Mammaplasty
breasts (n=103)
(n=103)

Age (years) ttest
Mean + SD 3250 +11.35 33.73 +11.27 0.435
Range 18-55 18-55 —

Schooling level, n (%) chi-square
Elementary school 7 (6.8%) 25 (24.3%) —
High school 46 (44.7%) 52 (50.5%) <0.001*
College/university 29 (28.2%) 18 (17.5%) —
Postgraduate 21 (20.4%) 8 (7.8%) —

Marital status, n (%) chi-square
Single 63 (61.2%) 40 (38.8%) —
Married 35 (34%) 51 (49.5%) —
Divorced 4 (3.9%) 8 (7.8%) <0.001*
Widowed 1(1%) 4 (3.9%) —

Children, n (%) chi-square
Yes 41 (39.8%) 66 (64.1%) <0.001*
No 62 (60.2%) 37 (35.9%) —

Sacchini Index (cm) Paired ttest
Mean + SD 9.95+0.90 14.46 =1.77 <0.001*
Range 7.50 -10.75 11.50 - 19.50 —

Resected weight (g)

Mean + SD N/A 732.05 + 362.01 —
Range N/A 300 - 2700 —

N/A, not applicable; SD, standard deviation. *P < 0.05.

repeated measurements was used to analyze the scores
of body image questionnaires. The obtained scores were
compared between the MG and NSBG groups (intergroup
comparison) and within the same group (intragroup com-
parison) over the six-month period. The means were
adjusted statistically by mixed-effect models to consider
the observed sociodemographic differences. The level of
significance used for all analyses was set at 5%.

RESULTS

There were no losses or exclusions in either of the groups,
and all 206 volunteers (103 NSBG women and 103 MG
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patients) completed the follow up. The participants’ ages
ranged from 18 to 55 years in both groups (mean, 32.5 years
[NSBG] and 33.7 years [MG]). Table 1 presents the sociode-
mographic characteristics of women in both groups.

Only two (1.94%) of the 103 patients submitted to the
mammaplasty had postoperative complications. Both had
a small surgical wound dehiscence, which was resolved
with dressings without the need for any complementary
surgical procedure. In both cases, the complication was
completely resolved at the six-month assessment. Table 2
describes the results of the comparison of intra- and
intergroup BMI before and after six months, with means
adjusted for the differences of the groups in relation to age,
marital status, schooling, and children. Patients in the MG
group had a higher BMI than those in the NSBG group at
the first evaluation (P < 0.001) and showed weight gain
after the surgery (P = 0.016) (Table 2).

Regarding body image assessment, Table 3 shows the
results obtained for the BDDE, BIS, and BEQ55 question-
naire comparisons, with means adjusted for the differences
in the groups regarding age, marital status, schooling, and
children. In the intergroup comparisons, significant dif-
ferences were observed between the NSBG and the MG
groups for BDDE and BEQS5S scores, both at the initial
assessment and after 6 months (P < 0.001 for all the com-
parisons) and for the BIS scores at the initial assessment
only (P < 0.001). In the intragroup comparison, no signif-
icant difference was observed between the initial evalua-
tion and after 6 months in the NSBG group, for any of the
applied tools. But the MG group showed improvement at
the 6-month postoperative period (P < 0.001 for the three
questionnaires) (Table 3).

Table 4 refers to the BDDE assessment in relation to
negative body image symptoms.

DISCUSSION

The results showed improvement in the different body
image aspects assessed in women who underwent reduc-
tion mammaplasty. The normal-sized breast group (NSBG)
showed more positive feelings in the first interview than
the women who underwent reduction mammaplasty
(MG). However, after the intervention, the MG patients
were so satisfied with the surgical intervention outcome
that they were as satisfied as or even more satisfied than
the women in the NSBG group, as demonstrated by the
scores of BEQS5S5.

The choice of a group of women with normal-sized
breasts and no surgical interventions aimed to compare the
MG group with a representative sample of the female pop-
ulation without alterations in breast volume and evaluate
whether body image and the satisfaction of the women
with breast hypertrophy would reach a similar level after

Table 2. BMI Comparison Over Time in the NSBG and MG Groups

Variable/assessment Group Intergroup
moment comparisons
Normal-sized Mammaplasty (ANOVA)
breasts (n=103)
(n=103)
BMI (kg/m?)
Before 22.84 +0.33 2461 +0.26 <0.001*
Range 16.90 - 28.12 20.43 - 28.80 —
After 22.95+0.40 25.18 +0.31 <0.001*
Range 17.24-29.72 20.14 - 34.55 —
Intragroup comparisons 0.699 0.016* —
(ANOVA)

SE, standard error. # Adjusted for age, marital status, level of schooling, and children.
*P<0.05.

the intervention to that observed in the group of women
with normal-sized breasts.

The present study did not include women with BMI
above 30 kg/m?, which characterizes obesity, in either
group.?® As obesity can influence body image, it was de-
cided not to include obese women so that any changes in
body image could be attributed to breast size, not obe-
sity. We also did not include women with a history of psy-
chiatric treatment, because the aim of the study was to
evaluate women with similar characteristics that differed
regarding breast size. Mental status, although compen-
sated by treatment, could influence the responses to the
questionnaires. If the patients were undergoing psychiatric
treatment, symptom improvement could be attributable to
the therapy or medication and not to the surgical correc-
tion of the breast hypertrophy.

The NSBG group showed more positive symptoms in
relation to body image, higher level of satisfaction with the
body and breasts, and similar results regarding emotional
investment in the body. It is noteworthy that the NSBG
group volunteers, as expected, maintained their scores for
the three questionnaires at the second evaluation demon-
strating that this group did not change over time. On the
other hand, the MG group, which initially disclosed dis-
satisfaction with body image, not only improved after sur-
gery, but showed more positive feelings about the body
when compared to the NSBG group.

Previous studies that used other tools to assess body
image,'®37-38 as well as investigations that used the BDDE
to assess the effects of breast hypertrophy and reduction
mammaplasty on body image,?>** agreed with the results
obtained in this study. All of them observed that women with
hypertrophic breasts had a negative body image, were dissat-
isfied with their appearance, were insecure, were ashamed
to expose their bodies, and showed social problems due to
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Table 3. Comparison Within and Between Groups of the Scores of the
BDDE, BIS, and BEQ Questionnaires*

Scores/evaluation period Group Intergroup
comparison
Normal-sized Mammaplasty (ANOVA)
breasts (n=103)
(n=103)

BDDE
Before
Mean + SE 3743 +3.77 87.04 +2.92 <0.001*
Range 32.12 - 41.40 81.61 - 90.89 —
After
Mean = SE 37.99 = 2.08 2413 +1.61* <0.001*
Range 33.59 - 38.66 20.35-25.42 —
Intragroup comparison 0.876 <0.001* —
(ANOVA)

BIS
Before
Mean + SE 82.99 = 1.21 71.35+0,94 <0.001*
Range 81.52 - 84.45 70.32 - 73.26 —
After
Mean = SE 81.94 = 1.00 83.71 £ 0.77* 0.157
Range 80.39 - 82.94 82.99 - 85.54 —
Intragroup comparison 0.442 <0.001* =
(ANOVA)

BEQ
Before
Mean + SE 197.75 + 4.57 114.93 + 3.53 <0.001
Range 191.64 - 202.47 | 109.30 - 120.13 —
After
Mean = SE 203.82 + 4.40 230.68 + 3.41* <0.001*
Range 199.39-209.98 | 226.95-237.54 —
Intragroup comparison 0.184 <0.001* —
(ANOVA)

P obtained from repeated measures ANOVA. ANOVA, analysis of variance; BDDE, body dys-
morphic disorder examination; BEQ, breast evaluation questionnaire; BIS, body investment
scale; SE, standard error. * Values in mean + standard error, adjusted for age, marital status,
education, and motherhood.

the condition. They also described that the reduction mam-
maplasty resulted in greater satisfaction with breast shape,
size, and symmetry. According to the authors, the patients
reported feeling more feminine, attractive, confident, and
less inhibited in sexual and social relationships. It was
observed that the new breast became, over time, integrated

into the body image and the women started to show greater
satisfaction with their bodies as a whole. These results show
that the positive rearrangement of the body image was not
restricted to the breasts alone, but resulted in an overall feel-
ing of well-being in relation to the body.0-2%-23:37:38

The six-month reevaluation period was defined in
this study, as this is the mean time for complete healing.
Moreover, a reassessment after this period was described
as an adequate period of time for the patient to fully incor-
porate the new breast size into her perception.”15-23:37,38

Although some studies suggest that body image im-
provement occurs as early as after the third month of the
intervention, the mammaplasty benefits were observed in
both the short- and long-term assessments, showing that
the positive change is almost immediately observed and
remains over time.!>21-23:38 Seyeral studies'>?2? have sug-
gested an assessment for longer and more frequent periods
to observe patient behavior, as well as body perception
and image readjustment that occurs after the surgery.

The NSBG group showed positive scores for body image
at the first interview, which persisted at the second eval-
uation, showing that the degree of satisfaction with the
body was maintained throughout the six-month period.
This fact was confirmed in these patients, whose breasts
were within the normal anatomical limits, since they did
not manifest the desire to undergo plastic surgery.

The studies by Kerrigan et al*® and Collins et al*® also
compared the body image of women submitted to mamm-
aplasty with those with normal-sized breasts. Both studies
observed that women with normal-sized breasts evaluated
their appearance more positively when compared to those
with breast hypertrophy. However, none of these studies
carried out a second interview after a period of time or
investigated body dysmorphic disorder symptoms in this
specific population.

The age of the study population ranged from 18 to
55 years. This variation was established with the purpose
of assessing women who were living the same period of
life (ie, adulthood). As each age category has specific
body image characteristics, women older than 55 years
who were likely to be approaching or were already going
through menopause were excluded, as well as women
under the age of 18, who were still undergoing the body
transformations of adolescence.*!

The patients showed significant variation in resected tis-
sue weight. Studies such as those by Collins et al,*® Spector
et al,*? Saarieniemi et al,** and Gonzalez et al** observed
that the amount of resected tissue is not a main factor
influencing body image. These studies?®*#* indicated
benefits such as symptom relief and patient well-being
even after small reductions.?3-20

It was observed that the MG patients had a higher
BMI than those in NSBG group at the first evaluation and
showed weight gain after the surgery. Other authors also
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Table 4. Severity of Negative Body Image Symptoms in the NSBG and MG Groups

Patients, n (%) (€]

Preoperative

¢}

6 months postoperative

NSBG
1st interview

NSBG
2nd interview

No symptoms 56 (54.36%) 103 (100%) 102 (99.02%) 103 (100%)
Mild to moderate 37 (35.92%) 0 0 0
Severe 10 (9.70%) 0 1(0.97%) 0

observed weight excess in patients with breast hypertro-
phy and postintervention maintenance or gain of measure-
ments.”?44 In these studies, the weight excess was justified
due to the existence of inadequate eating habits and sed-
entary lifestyle, which were maintained after the interven-
tion.*>4¢ However, it is worth mentioning that these same
studies stated that patients with high BMI have benefits
in relation to body satisfaction after the surgery, empha-
sizing that the problems related to breast hypertrophy are
comprised of a combination of factors and that the criteria
leading to a positive body image are very subjective. Thus,
excess of weight, when present, might not prevent the
improvement with body satisfaction and gratification.??#

The groups differed regarding level of schooling, marital
status, and motherhood. A limitation of the present study
was that the researchers had difficulty controlling the socio-
demographic profile in the groups. Although intervals for age
and body mass index were defined, the criteria for eligibility
included breast size (normal volume and hypertrophy) and
absence of previous surgical interventions in the breasts, with
social status or other demographic variables not being con-
sidered for the selection. Studies in adults that investigate the
influence of variables such as level of schooling, income, mar-
ital status, and motherhood on body image are rare in the lit-
erature. These studies are not clear regarding the influence of
these variables on body image, or declared there was no cor-
relation.3>* However, to minimize biases in the present study
due to the identified differences, a statistical mechanism, the
mixed-effects model, was used to neutralize the contrasts.

A high prevalence of negative body image symptoms,
which characterized body dysmorphic disorder (BDD),
was observed in patients with breast hypertrophy submit-
ted to mammaplasty.® Metcalfe et al*® indicated the pres-
ence of BDD in patients submitted to reconstructive breast
surgery. Although the population of the present study did
not have the degree of deformity caused by mastectomy,
such as that studied by Metcalfe et al,*® nevertheless, breast
hypertrophy characterizes a clearly observable deform-
ity and the authors were careful to assess the symptoms
for BDD. However, six months after the surgery, complete
remission of negative body image symptoms was observed
in all patients (extreme concern and dissatisfaction with
body image associated with clinically significant distress)
was verified, confirming positive impact of mammaplasty
in the assessed population.

Only one patient in the NSBG group had negative body
image symptoms, which characterize BDD. After further
investigation, it was observed that this dissatisfaction was
related to the hip region and not to the breasts. As no inter-
vention was performed to solve this problem, this condition
remained after 6 months. It is noteworthy that after the study
completion, this patient was instructed to undergo a medical
consultation for further investigation. The literature indicates
divergent points of view regarding the indication of plas-
tic surgery for patients with BDD symptoms. Retrospective
studies have questioned the benefits of performing plastic
surgery in these patients.?4° However, prospective studies
have suggested that surgery may result in the reduction and
even remission of negative body image symptoms in patients
with mild to moderate symptoms of BDD.29-33-35,50,51

The present study had some limitations, which should be
considered in the interpretation of its results. One of them was
the quasi-interventional design with convenience sampling.
A randomized clinical trial, in which women with breast
hypertrophy would be randomly allocated to undergo or not
the reduction mammaplasty would increase the external valid-
ity of the study. However, this type of design makes patient
selection difficult, since many women do not accept the possi-
bility of being allocated to the group that does not undergo the
surgical procedure, since all of them have breast hypertrophy
and wish to be treated for this condition. Thus, considering
that all surgeries were performed through the public health
system, at no cost to patients, it was considered that evaluat-
ing patients who already had their scheduled surgeries who
would be submitted to the operation regardless of their par-
ticipation in the study would reduce the risk of responses that
would increase the symptoms in order to obtain the surgery.

Since the studied groups had a selection bias, as they had
different sociodemographic profiles, it would be advisable
for future studies to consider these criteria for group choice.
The wide age range was also a limiting factor. As previously
described, the desires are different in each period of life. Even
though the study involved only adult women, the age varia-
tion within this group was broad, interfering with the compar-
ison, since the perspectives and desires of a 20-year-old young
woman are different from those of a 50-year-old woman.

Another limitation was the time of follow up. Although
previous studies,”!>2343 considered six months as an ade-
quate length of time for good follow up, the study fol-
low-up period was a limiting factor. As body image is

Downloaded from https://academic.oup.com/asj/advance-article-abstract/doi/10.1093/asj/sjx271/4841624

by guest

on 07 February 2018



Fonseca et al

influenced by labile variables and undergoes constant
reconstruction, it would be interesting to follow its evo-
lution for more fragmented periods, as well as in the
long term. The follow up predicted in the original proj-
ect, which was approved by the Ethics Committee, con-
sisted of only six months. However, there is an intention
to evaluate these patients later on. For this purpose, it
will be necessary to submit a new project to the Ethics
Committee for approval. If authorized, as the contact data
of the volunteers are recorded in both the files of the pres-
ent study and in the hospital records, the researchers can
contact the women to perform a new interview at a late
follow up period.

Although it has been described that the main factor
that motivates the search for plastic surgery is the dissat-
isfaction with one’s body image,®!*3743 few studies have
investigated the effects of breast hypertrophy and reduc-
tion mammaplasty on body image,??*> mainly evaluat-
ing the different nuances that this construct can express.
Moreover, no study that used the BIS or BEQ question-
naires for this type of evaluation has been published to
date. The present study was also innovative as it compared
women submitted to reduction mammaplasty with those
with normal-sized breasts at two different times.

CONCLUSION

Women with breast hypertrophy were more dissatisfied
with their breasts and more satisfied with their bodies and
breast size after reduction mammaplasty to the point of
surpassing the level of satisfaction and body investment
of women with normal sized-breasts and no intervention.
Moreover, breast reduction promoted an improvement in
body image and the remission of symptoms of body dys-
morphic disorder among those who had these symptoms.
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Table 1 Patient demographics.
Case number  Site of lesion History of Age at  Age at Delay to diagnosis  Gender  Recurrence
trauma onset diagnosis  (months)
1 Right deltoid Yes (Injection) 3 9 72 Female No
Left abdomen 1 cm No 10 16 72 Female No
from umbilicus
3 Left deltoid Yes (Injection) 4 12 108 Male No
4 Right occipital scalp  Yes (Injury) 2 48 Female No
5 Right occipital scalp  No 6 7 22 Male No

starting and diagnosis was 64.4 months (22—108 months). All
patients underwent a treatment margin wide local excision
and reconstruction with a skin graft as necessary.

The delay in diagnosis mirrors that in the literature.
Three of our patients sustained a wound prior to the
development of the tumour (vaccination or traumatic) and
therefore were presumed to be scar related. There is a
documented association of DFSP and scars and therefore, in
any scar that is changing or progressing, DFSP should be
considered as a differential diagnosis. A delay of at least 22
months leads to larger lesions with more associated
morbidity when managed surgically. DFSP is considered a
borderline malignancy which rarely metastasises but is
locally aggressive and therefore wide excision margins
are recommended, and if this is not possible then MOHS
surgery. Paediatric DFSP has an excellent prognosis when
recognised early and completely excised and therefore
early diagnosis is paramount.

All our patients are doing well, remain in follow up and
have no sign of recurrence by at least 2 years post excision.
Hopefully our experience will educate clinicians to consider
paediatric DFSP when managing a paediatric patient with
an unusual lesion or changing scar.
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Brazilian Portuguese
version of the Female
Genital Self Image Scale
(FGSIS) for women seeking
abdominoplasty

Dear Sir,

Female body image is a multifaceted construct associated
with satisfaction with specific body parts (e.g., abdomen,
arms, thighs, among others), body size, and feeling
comfortable showing the body to the partner or others."?
These perceptions and feelings about the body are influ-
enced by socio-cultural aspects and personal views, and may
affect sexual performance and satisfaction.> Changes in
body image are particularly evident in women who have
experienced changes in the body, including pregnancy,
weight gain, serious diseases such as cancer, and aging.
Plastic surgery may provide a means to restore self-esteem
and well-being in these patients, and improve their social,
sexual and work performance. De Brito et al.* found that
abdominoplasty results in increased exposure of the clitoris,
better sexual functioning, and improvement in self-esteem.

The Female Genital Self Image Scale is a self-reported
instrument composed of 7 items assessing the women’s
feelings and perceptions about their genitalia. The items
are rated on a 4-point-Likert-type scale ranging from
“strongly disagree” (1) to “strongly agree” (4), yielding a
possible range of 7—28, with higher scores indicating a
more positive genital self-image.’

This study was approved by the Institutional Research
Ethics Committee and carried out in accordance with the
ethical standards laid down in the Helsinki Declaration of
1975, as revised in 1983. Written informed consent was ob-
tained from all participants prior to their inclusion in the
study and anonymity was assured. General guidelines for
cross-cultural adaptation of quality-of-life instruments were
followed to ensure quality of the cross-culturally adapted
Brazilian Portuguese version of the FGSIS. The study was
conducted between March 2012 and February 2013.
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A total of 100 women from 18 to 50 years of age, who
expressed a desire to undergo abdominoplasty and were
sexually active were consecutively selected from the
outpatient facility of an abdominal plastic surgery unit of a
university hospital. Most patients were married (56%), 86%
with a mean of 2 children, the mean age was 30.5 + 5.43,
the mean BMI was 23.7 + 2.9.

The mean FGSIS score was 22.8 + 3.9, showing that
patients were overall satisfied with their genital appear-
ance and functioning.

The FGSIS showed a good intra-rater (ICC 0.89, p < 0.001)
and inter-rater (0.83, p < 0.001) reliability. The Cronbach’s
alpha was 0.81. Construct validity demonstrated poor cor-
relation with Sexual Quotient-Female version and Rosenberg
Self-Esteem scale, thus, factor analysis was performed
showing a KMO of 0.66 and factor loading greater than 0.8 for
every item on the scale, meaning that all items should be
maintained in the translated instrument.

The FGSIS provides a rapid and objective assessment of
female genital self-image. The short time required to
complete the instrument allows it to be used in large
studies and a valid measure to assess female genital satis-
faction in plastic surgery settings.
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Putting the heart into
microvascular training: The
micropump, a practical
“heart-like” device to
enhance vascular
anastomosis non-living
simulation

Dear Sir,

Non-living simulation models, such as silicon tubes and
chicken vessels, are effective tools in learning how to
achieve a structurally patent microvascular anastomosis.
However, assessing its physiological patency is less
straightforward in these conditions. The lack of physiolog-
ical feedback and flow in non-living models renders them
systematically inferior to living animal models, both in the
deliberate practice of technique, and in assessing the ul-
timate outcome.

The use of pulsatile flow to improve feedback in non-
vital anastomosis training is not new. Schoffl et al. suc-
cessfully used a Rietschle Thomas Technology membrane
pump on ex vivo porcine coronary arteries in 2006." The
same pump was used by Phoon et al., on ex vivo chicken
thighs in 2010.% Their membrane pump created a valuable
learning environment, but was expensive at $220." We have
developed a cheaper alternative, the *“Micropump”, to
replicate pulsatile, physiological “heart-like” flow for use
in microvascular training.

The “Micropump” design utilises a commercially avail-
able fish tank pump ($34.90) combined with a network of
tubes and connectors to drive a pulsatile, dynamic circu-
lation through a targeted vessel. The height of the reservoir
dictates the pressure, which is comparable to human pa-
rameters and the micropump with a variable frequency
(cycles/minute) provides variable pulsatile flow (ml/min).
Two types of fluids are used to simulate “blood”: Artificial
blood (82-0135, simulated arterial blood, Nalgene) in 0.9%
saline and liquid latex (Ward’s Natural Science, Rochester,
New York). The Micropump device apparatus is shown in
Figure 1, and a demonstration of pulsatility with variable
flow in Video 1.

The following is the supplementary data related to this
article:

Supplementary video related to this article can be found
at http://dx.doi.org/10.1016/j.bjps.2017.08.004.

A variety of training vessel materials can be used: syn-
thetic or ex vivo. They are attached to the pump using 7/
0 nylon suture to variable gauge cannulae: 14 g, 18 g and
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ABSTRACT
CONTEXT AND OBJECTIVE: Patient-reported outcome measurements assessing the emotional state of
children and adolescents who seek plastic surgery are important for determining whether the interven-
tion is indicated or not. The aim of this study was to cross-culturally adapt and validate the Short Mood
and Feelings Questionnaire (child/adolescent and parent versions) for Brazilian Portuguese, test its psy-
chometric properties and assess the emotional state of children and adolescents who seek plastic surgery.
DESIGN AND SETTING: Cross-cultural validation study conducted in a plastic surgery outpatient clinic at
a public university hospital.
METHODS: A total of 124 consecutive patients of both sexes were selected between September 2013 and
February 2014. Forty-seven patients participated in the cultural adaptation of the questionnaire. The final
version was tested for reliability on 20 patients. Construct validity was tested on 57 patients by correlating
the Short Mood and Feelings Questionnaire (child/adolescent and parent versions) with the Strengths and
Difficulties Questionnaire and the Rosenberg Self-Esteem scale.
RESULTS: The child/adolescent and parent versions of the Short Mood and Feelings Questionnaire
showed Cronbach’s alpha of 0.768 and 0.874, respectively, and had good inter-rater reliability (intraclass
correlation coefficient, ICC = 0.757 and ICC = 0.853, respectively) and intra-rater reliability (ICC = 0.738 and
ICC =0.796, respectively).
CONCLUSIONS: The Brazilian-Portuguese version of the Short Mood and Feelings Questionnaire is a re-
producible instrument with face, content and construct validity. The mood state and feelings among chil-
dren and adolescents seeking cosmetic surgery were healthy.

INTRODUCTION

Childhood and adolescence are difficult times because of the enormous pressure imposed by
society on people to conform to arbitrary standards of physical appearance."? Standards of
beauty help to shape thoughts, which may lead to discrepancy between what is conceived as
ideal and the actual personal reality and also to higher demand for plastic surgery.’

Physical and emotional changes during adolescence may lead to dissatisfaction with physical
appearance.*® At present, adolescents tend to seek esthetic and surgical procedures influenced
by their peers or to improve interpersonal relationships and increase their feelings of inclusion
in a social group.*

According to the American Society of Plastic Surgeons, about 283,000 cosmetic plastic sur-
geries were performed on adolescents aged between 13 and 19 in 2012.° In Brazil, there was
an increase of 141% in the number of plastic surgical procedures performed on adolescents
between 14 and 18 years.”® The most common cosmetic procedures sought by girls, both in
Brazil and worldwide, are liposuction and breast augmentation, and by boys are gynecomas-
tia and otoplasty for correction of prominent ears.*® According to some authors, improvement
in physical appearance is directly associated with increased self-esteem and self-confidence

among adolescents."?



Thus, indications for plastic surgery may help some adolescents
who feel different and uncomfortable in their own body to break
out of social isolation.** In fact, plastic surgery leads to psycho-
logical changes by modifying the physical appearance, and there-
fore is considered to be a psychological intervention.'*? Thus, its
impact is not only esthetic but also, especially, psychosocial. It is
known that esthetics produces individual and social wellbeing.**?

Body dysmorphic concerns may result in social anxieties and
emotional conflicts among children and adolescents."* Moreover, the
presence of physical characteristics and appearance differing from
the cultural standard of beauty may trigger bullying, which in
turn causes psychological disorders among vulnerable individuals.
Thus, the perception of a defect or flaw in physical appearance may
contribute towards development of a mental disorder in individu-
als with neurobiological vulnerability and psychological fragility.?

Depression is the most common psychological disorder in con-
temporary society,'* with a prevalence of 2% among children and
4% to 8% among adolescents.'*'* The World Health Organization
reported that depression is the most common disorder among
children and adolescents between 10 and 19 years of age and is the
predominant cause of disability in both genders. Suicide is one of
the three leading causes of death in this age group.'® Mental health
problems during childhood and adolescence are common and may
be associated with various difficulties, including behavioral, emo-
tional, social and academic functioning problems, thus affecting
the development and use of potential resources.!”

Excessive concern regarding appearance may conceal psy-
chopathological states that are not always easily identified and
may lead to iatrogenic and medico-legal problems if neglected.'®
Thus, validation of patient-reported outcome measurements can
help in rapidly screening and identifying depression among chil-
dren and adolescents, since psychological disorders may not only
affect their emotional, social and academic life,'” but also influence

patient satisfaction with the results of surgery.***'

OBJECTIVE

To translate, culturally adapt and validate the Short Mood and
Feelings Questionnaire (child/adolescent and parent versions)* for
Brazilian Portuguese; to test the psychometric properties, repro-
ducibility and validity of the instrument; and to assess the emo-

tional state of children and adolescents who seek plastic surgery.

METHODS

This study was approved by the Institutional Research Ethics
Committee of Universidade Federal de Sao Paulo (approval num-
ber 32664) and was conducted in accordance with the Brazilian
Ethical Review System for research involving human beings.
It also conformed to the 1964 Declaration of Helsinki and its sub-

sequent amendments. Written informed consent was obtained

from all patients and their parents or legal representatives after
the procedures had been fully explained to them and prior to their
inclusion in the study. Patient anonymity was assured. This study
was conducted between September 2013 and February 2014.

Patients were consecutively recruited at the Plastic Surgery
Outpatient Clinic of the “Jesus” Municipal Hospital and Barra Day
Hospital in Rio de Janeiro (Brazil). The parents or legal representa-
tives of the patients also participated in the study. The eligibility cri-
teria were that patients of both sexes, aged between 8 and 17 years,
showing preoccupation with physical appearance associated with
subjective distress, and who were seeking plastic surgery, could be
included. The exclusion criteria were lack of ability to understand
the interview questions and presence of psychotic disorders.

A convenience sample (non-probability sample) of all consecu-
tive patients who met the study criteria was selected to participate
in the study. We assessed the highest possible number of eligible
patients during the study period; none declined participation.
Out of the 124 patients admitted, 47 participated in the cultural
adaptation of the scale, 20 were included in the reliability analysis
on the final version of the instrument and 57 participated in the
construct validity assessment. The construct validity was assessed
through correlating the Short Mood and Feelings Questionnaire,
in its child/adolescent and parent versions, with the Strengths and
Difficulties Questionnaire and the Rosenberg Self-Esteem scale.
The participants in each phase were not included in the other
phases of the study.

The number of patients participating in the cultural adaptation,
reliability and validity phases was similar to that used in previous
studies evaluating the psychometric properties of social construct
measurements in plastic surgery populations,”? and was in accor-
dance with the methodology internationally accepted and used for
translation, cultural adaptation and validation of instruments.**-**
According to Sapnas and Zeller,* the traditional protocol for deter-
mination of an adequate sample size based on power analysis is
not appropriate for studies assessing the psychometric properties
of social construct measurements; a total sample size of 50 sub-

jects or more is adequate for representing the study population.*

The instrument

The present study was conducted after Dr. Angold, the
author of the original version of the Short Mood and Feelings
Questionnaire, granted permission to translate, culturally adapt
and validate the instrument for Brazilian Portuguese.

The Short Mood and Feelings Questionnaire? is derived from
the Mood and Feelings Questionnaire,*® which was developed to
assess depressive signs and symptoms among children and ado-
lescents between 8 and 17 years of age.’*

The Short Mood and Feelings Questionnaire is a brief self-

report instrument for screening for depressive symptoms and for



assessing moods and feelings among children and adolescents;
it is also available in a parent version. Thirteen items involving
affective and cognitive components are rated on a scale from 0
to 2, where 0 indicates no symptom and 2 indicates depressive
symptoms. The total score is calculated as the sum of ratings for
the 13 items, with higher scores indicating mental health impair-

ment of greater severity.

Translation

The original version of the Short Mood and Feelings Questionnaire
was translated from English into Brazilian Portuguese by two
independent translators. Only one of the translators was informed
about the objectives of the study, so as to obtain a conceptual
rather literal translation of the scale.*® Both translations were
evaluated by a multidisciplinary group composed of two plastic
surgeons, a psychologist and an anesthesiologist. All items were
checked for possible mistakes made during the translation and
were evaluated for content validity. A Brazilian Portuguese con-
sensus version of the questionnaire was then obtained by com-
bining elements from both translations. The consensus version
was adequately adapted for linguistic context and care was taken
to preserve all essential characteristics of the original instrument.
Idiomatic, semantic, conceptual and cultural equivalences were
considered during the translation phase.

Next, the consensus version was back-translated into English
by two independent translators who did not have any knowledge
about the original questionnaire or purpose of the study. Both back-
translated versions were evaluated and compared with the origi-
nal questionnaire by the same multidisciplinary group, to check
for possible errors made during back-translation. A consensus
back-translated version was created and compared with the orig-
inal English version, and minor differences were resolved by dis-
cussion. This analysis resulted in development of consensus ver-
sion 1 of the Short Mood and Feelings Questionnaire in Brazilian
Portuguese, which was appropriately adapted to the linguistic and
cultural context of the target population, while maintaining all the

essential characteristics of the original questionnaire in English.

Cultural adaptation or pretesting
Version 1 of the questionnaire was administered to 20 patients and
their respective parents, who were interviewed separately, to test
for possible failures of the respondents to comprehend the items.
After these patients had given informed consent for their partici-
pation, they were given the opportunity to express their compre-
hension of the questionnaire and suggest any changes they con-
sidered necessary. All patients and parents understood that the
questionnaire items related to emotional state.

The interview data were collected and evaluated by the mul-

tidisciplinary team, and then version 2 of the scale was created,

including adaptations that were necessary for patients and parents
to properly understand all items. When patients failed to under-
stand the meaning of an item, the question was reworded, while
always maintaining the same semantic concept, so that the essen-
tial structure of the instrument was unchanged.

Version 2 of the scale was then administered to 27 different
patients and their respective parents. The final version was obtained
when patients, translators and healthcare professionals reached a

consensus (Appendix 1).

Psychometric evaluation
After translation and cultural adaptation, the final version was
tested for internal reliability and for face, content and construct

validity, on 20 and 57 target patients and parents, respectively.

Reliability

Cronbach’s alpha (&) was used to evaluate the internal consis-
tency and reliability of the instrument. It indicates the degree
to which a set of items measures a single latent construct, thus
determining the internal consistency or average correlation of
items in a survey instrument and estimating its reliability.

Cronbach’s alpha ranges from 0 to 1. Alpha values greater
than 0.7 indicate acceptable to high reliability.*®*** When the over-
all Cronbach’s alpha value is low (< 0.7), an item-by-item analy-
sis should be carried out to evaluate whether an item should be
excluded from the scale to increase the consistency of the instru-
ment. The item-by-item analysis is performed by observing the
correlation of each item with the other items of the instrument
(item-total correlation) and by calculating “alpha if item deleted”
for each item. If the item-total correlation is low and the alpha
value if item deleted is higher than the overall alpha, it may be
appropriate to remove this item from the scale.

Test-retest reliability (reproducibility) is the ability of an
instrument to produce stable or similar results from repeated
administration when no change in the patients” characteris-
tics has occurred.® Studies have reported retesting as early as
a few hours after baseline testing.?*?® The longer the time that
elapses is, the lower the measured reliability will be, and the
more likely it will be that knowledge or attitudes have in fact
changed.” The instrument was tested for test-retest reliability
(reproducibility) in three interviews conducted by two indepen-
dent interviewers. Twenty patients and parents were interviewed
by investigator 1 and the interview was repeated by investiga-
tor 2 three hours later, on the same day. After two weeks, the
instrument was administered to the same patients and parents
by investigator 1 only. Inter and intra-rater reliability analyses
were performed. This phase of testing is used to verify the pre-
cision of the instrument in measuring the properties for which

it was designed.>"*



Statistical analysis on test-retest reliability was performed using
the intraclass correlation coefficient (ICC) and Pearson’s correla-

tion coeflicient (r).

Validity

In this study, face validity was determined through a consensus
reached by the multidisciplinary group responsible for the Brazilian
version of the questionnaire during its cultural adaptation.

Content validity is defined as the degree to which items are rep-
resentative of the construct of interest. The content validity of the
instrument was examined in each phase of the study by the multi-
professional group and determined through reaching a consensus.

Construct validity was tested on 57 patients and respective
parents. This is the process in which the correlation of a mea-
surement with other variables is tested for theoretical consistency.
Construct validity was tested by comparing the Short Mood and
Feelings Questionnaire with scales that are considered to be asso-
ciated with mood and feelings, using convergent and divergent
validity analyses.

Convergent validity refers to the degree to which two mea-
surements of constructs that theoretically should be related are
in fact related. Assessment of convergent validity does not require
use of a gold standard. It was measured by studying the correla-
tions between domains of the child/adolescent and parent versions
of the Short Mood and Feelings Questionnaire and the child and
parent versions of the Strengths and Difficulties Questionnaire.'”*!
The Strengths and Difficulties Questionnaire has 25 items grouped
into five subscales (emotional symptoms, conduct problems, hyper-
activity-inattention, peer problems and prosocial behavior sub-
scales) that assess positive and negative attributes of children and
adolescents between 4 and 16 years of age. Higher scores on the
prosocial behavior subscale reflect strengths, whereas higher scores
on the other four subscales reflect difficulties. The instrument is
available in three versions (child, parents and teachers).'” The cor-
relation between the Short Mood and Feelings Questionnaire
and the Strengths and Difficulties Questionnaire was tested using
Pearsonss linear correlation.

Divergent validity demonstrates that the construct of interest
(e.g. depression) is different from other constructs that might be
present in the study (e.g. loss of self-esteem). Assessment of diver-
gent validity does not require use of a gold standard. Divergent
validity was determined by comparing scores on the Short Mood
and Feelings Questionnaire, in its child/adolescent and parent
versions, with scores on the Rosenberg Self-Esteem scale,” using
Pearson’s linear correlation. The Rosenberg Self-Esteem Scale is a
10-item measurement of self-esteem distributed over two domains:
self-confidence and self-deprecation. The total score ranges from 0
to 30, where 0 indicates the highest level of self-esteem and 30 indi-

cates the lowest level of self-esteem.

The Kolmogorov-Smirnov test was used to test the data for
normal distribution. The Wilcoxon test was performed to evalu-
ate differences in mean scores between the child/adolescent and
parent versions of the Short Mood and Feelings Questionnaire,
because the data were not distributed normally. Student’s t test for
independent samples was used for comparisons of mean scores
in the child/adolescent version of the Short Mood and Feelings
Questionnaire, between age groups.

To evaluate the responsiveness of the Short Mood and Feelings
Questionnaire, floor and ceiling effects were considered to be pres-
ent if more than 10% of the respondents achieved the lowest or
highest possible score, respectively.

The IBM Statistical Package for the Social Sciences, version 20.0
for Windows (IBM Corp., Armonk, NY, USA), and the Stata 12 soft-
ware (Stata Corp, College Station, Texas, USA) were used for data
analysis. All statistical tests were performed at a significance level of

5% (P < 0.05). Data were expressed as mean + standard deviation (SD).

RESULTS
A convenience sample of 124 consecutive patients of both sexes
was selected to participate in the study. No patient declined to
participate. The flow diagram showing the initial recruitment
and the final sample of patients is shown in Figure 1.

Overall, most patients 63.7% (n = 79) were boys; 48.4%
(n = 60) were Caucasians; 86.3% (n = 107) had completed
their primary education; the mean age was 12.1 + 2.5 years;
and 91.9% (n = 114) of the legal guardians who completed the
parent version of the Short Mood and Feelings Questionnaire

were the child’s natural parents (Table 1).

Cultural adaptation or pretesting

The purpose of the cultural adaptation or pretest was to evalu-
ate whether the items of the translated instrument were clearly
formulated. Thus, the 47 patients who participated in the pretest
were not included in the statistical analysis.

Version 1 of the questionnaire was administered to 20 patients
and respective parents. All the respondents understood that the
items were about emotional states relating to mood and feelings.
However, 20% (n = 4) of the children and adolescents and 15%
(n=3) of the parents did not understand the term “restless” (“inqui-
eto” in Brazilian Portuguese) in item 4 (version 1), so the term was
changed to “agitated” (“agitado” in Brazilian Portuguese) in both
the child/adolescent and the parent version of the instrument.

The Short Mood and Feelings Questionnaire version 2 was
then applied to another 27 children and adolescents and their par-
ents, and the cross-cultural equivalence of the scale was retested.
The patients and their parents had no doubts about the question-
naire items and found the instrument easy to understand. The mean

time taken to answer the questionnaire was five minutes.
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Figure 1. Flow diagram showing the initial recruitment and final sample of patients.
Table 1. Characteristics of the children and adolescents in each phase of the study
Characteristics Pretest 1 Pretest 2 Test-retest Validity Total pi
(n=20) (n=27) (n=20) (n=57) (n=124)
Gender 20 (100%) 27 (100%) 20 (100%) 57 (100%) 124 (100%)
Girl 10 (50.0%) 8(29.6%) 6 (30.0%) 21 (36.8%) 45 (36.3%) 0.500
Boy 10 (50.0%) 19 (70.4%) 14 (70.0%) 36 (63.2%) 79 (63.7%)
Ethnicity 20 (100%) 27 (100%) 20 (100%) 54 (100%) 121 (100%)
Caucasian 13 (65.0%) 3(11.1%) 14 (70.0%) 30 (55.6%) 60 (49.6%) A
Black/mixed race 7 (35.0%) 23 (85.2%) 5 (25.0%) 24 (44.4%) 59 (48.8%)
Asian 0 (0%) 1 (3.7%) 1 (5%) 0 (0%) 2(1.7%)
Education level 20 (100%) 27 (100%) 20 (100%) 57 (100%) 124 (100%)
Primary 17 (85.0%) 26 (96.2%) 17 (85.0%) 48 (85.7%) 107 (87.7%) 0.483
Secondary 3(15.0%) 1 (3.8%) 3(15.0%) 8(14.3%) 15(12.3%)
::('i‘:s:;;:ezftr:esrz?::ents of 20 (100%) 27 (100%) 20 (100%) 56 (100%) 123 (100%)
Son 19 (95.0%) 24 (88.9%) 19 (95.0%) 52 (92.9%) 114 (92.7%)
Stepson 0 (0%) 1 (3.7%) 0 (0%) 2(3.6%) 3 (2.4%)
Brother 0 (0%) 0 (0%) 1 (5.0%) 1(1.8%) 2 (1.6%) 0419
Foster child 0 (0%) 0 (0%) 0 (0%) 1 (1.8%) 1 (0.8%)
Grandson 0 (0%) 2 (7.4%) 0 (0%) 0 (0%) 2 (1.6%)
Nephew/niece 1 (5.0%) 0 (0%) 0 (0%) 0 (0%) 1 (0.8%)
Age (years) mean (SD) 12.0 (2.6) 12.3(2.6) 12.6 (2.5) 12.0(2.5) 12.1(2.5) 0.787

'Fisher’s exact test or analysis of variance. SD = standard deviation.




Questionnaire scores
The mean scores on the Short Mood and Feelings Questionnaire,
in the child/adolescent version (n = 77) and the parent version
(n = 77) were 6.1 + 4.4 and 6.9 * 5.6, respectively. This showed
that although the patients were dissatisfied with their physical
appearance, they were mentally healthy. No significant differ-
ence was observed between scores from the child/adolescent and
parent versions of the Short Mood and Feelings Questionnaire
(P = 0.407; Wilcoxon test), and only a low correlation was found
between the two versions of the instrument (r = 0.268; P = 0.019).
No significant age-related differences in scores from the child/
adolescent version of the Short Mood and Feelings Questionnaire
were found between children up to 11 years of age and those 12 years
and older (P = 0.139; Student’s t test), thus showing that age had
no impact on the degree of body dissatisfaction.

Internal consistency

The child/adolescent version of the Short Mood and Feelings
Questionnaire (n = 77) showed acceptable internal consis-
tency (a = 0.768). All items contributed to the internal con-
sistency of the scale, except for item 4, which showed an « of
-0.086, thus indicating almost complete absence of correlation
of this item with the others. Deletion of item 4 (I felt very agi-
tated) increased the internal consistency (« = 0.808), as shown

in Table 2. The parent version of the Short Mood and Feelings

Table 2. Internal consistency analysis. Statistical summary of scores from the child/adolescent and parent versions of the Short Mood and

Feelings Questionnaire (SMFQ) (n = 77)
SMFQ items

Cronbach’s alpha = 0.768 (child version)

Cronbach’s alpha = 0.874 (parent version)

1. | felt miserable or unhappy
2. | didn’t enjoy anything
3, | felt so tired that | just used to
sit down without doing anything
4. | felt very agitated
5. | felt worthless
6. | cried a lot
7. It was hard to think or to concentrate
8. | hated myself
9. I was a bad person
10. | felt lonely
11. | thought that nobody loved me
1. | thought that | would never be as

good as other children or adolescents

13. | did everything wrong

Corrected item-
total correlation

Questionnaire (n = 77) showed good internal consistency
(a = 0.874), with all items contributing favorably towards the
internal consistency of the scale (Table 2).

No floor or ceiling effect was present for the child/adolescent
and parent versions of the Short Mood and Feelings Questionnaire,

thus showing that both versions had good responsiveness.

Test-retest reliability

Inter-rater and intra-rater reliability were investigated in a sample
of 20 patients and respective parents. The child/adolescent ver-
sion of the Short Mood and Feelings Questionnaire demonstrated
good inter-rater reliability (r = 0.808; ICC = 0.757; P < 0.001) and
intra-rater reliability (r = 0.801; ICC = 0.738; P < 0.001), as seen
in Table 3. The parent version of the Short Mood and Feelings
Questionnaire also had good inter-rater reliability (r = 0.894;
ICC =0.853; P < 0.001) and intra-rater reliability (r = 0.816; ICC =
0.796; P < 0.001), as listed in Table 4.

Construct validity

Construct validity was evaluated in a sample of 57 adoles-
cent patients and their parents. There was a low correlation
between the child/adolescent version of the Short Mood and
Feelings Questionnaire and the child version of the Strengths
and Difficulties Questionnaire (r = 0.295; P = 0.044), and a mod-

erate correlation between the child/adolescent version of the

Child/adolescent version Parent version

Corrected item-
total correlation

Cronbach’s alpha
if item deleted

0.264 0.766 0.669 0.858
0.578 0.737 0.457 0.870
0.438 0.748 0354 0.876
-0.086 0.808 0.443 0.871
0.626 0.731 0.700 0.857
0.423 0.752 0.567 0.864
0.386 0.754 0.568 0.864
0.444 0.749 0.470 0.869
0.393 0.755 0.395 0.872
0.456 0.747 0.610 0.861
0.552 0.739 0.645 0.859
0.462 0.746 0.710 0.855
0.421 0.751 0.562 0.864

Cronbach’s alpha
if item deleted



Short Mood and Feelings Questionnaire and the Rosenberg Self-
Esteem scale (r = 0.495; P < 0.001).

A moderate correlation was found between the parent ver-
sion of the Short Mood and Feelings Questionnaire and the
parent version of the Strengths and Difficulties Questionnaire
(r = 0.581; P < 0.001).

DISCUSSION

The Short Mood and Feelings Questionnaire® is a brief self-
report questionnaire that captures specific information about
depressive symptoms and can serve as a decision-support sys-
tem for selecting children and adolescents as candidates for plas-
tic surgery. In contrast to the Diagnostic and Statistical Manual
of Mental Disorders, fifth edition (DSM-5), which is intended
for use by psychiatrists in making diagnoses of mental disorders
such as depression, the Short Mood and Feelings Questionnaire
is a brief, easy-to-use, objective screening tool that can be admin-
istered by healthcare professionals in general, thus allowing
symptom tracking.

General guidelines for cross-cultural adaptation of quality-of-
life instruments were followed to ensure quality in the cross-cul-
turally adapted Brazilian version of the Short Mood and Feelings
Questionnaire (Appendix 1). Patients and healthcare professionals
who were experienced in management of plastic surgery patients
participated in the evaluation of this instrument.*

The Brazilian Portuguese version of the Short Mood and
Feelings Questionnaire was validated in a population sample of
esthetic surgery patients (n = 77). The most common complaint
among these children and adolescents was prominent ears, as
reported by other researchers,****** and the main motivation for
seeking otoplasty was marked psychological and social distress,

a finding consistent with previous studies.**** The mean age of

Intraclass correlation coefficient (ICC)

12 years was similar to what was found by Rhew et al.* in a vali-
dation study on the Short Mood and Feelings Questionnaire.

The 47 patients who were interviewed to assess the cross-
cultural equivalence of the translated Short Mood and Feelings
Questionnaire® found that the instrument was easy to under-
stand. The mean time taken to answer to the questionnaire was
five minutes.

The instrument showed good internal consistency (child/ado-
lescent version, a = 0.76; parent version, « = 0.87), compared with
the original instrument (child/adolescent version, « = 0.85; parent
version, « = 0.87),%2 as well as good inter-rater reliability (child/
adolescent version, ICC = 0.76; parent version, ICC = 0.85), com-
pared with the original scale (child/adolescent version, ICC = 0.73;
parent version, ICC = 0.75),** and intra-rater reliability (child/ado-
lescent version, ICC = 0.73; parent version, ICC = 0.79).

Item 4 of the Short Mood and Feelings Questionnaire had
to be changed in both the child/adolescent and parent versions,
and negatively affected the internal consistency of the scale.
Similarly, Lundervold et al.** found excellent internal consis-
tency for all items of the Short Mood and Feelings Questionnaire,
except for item 4. Sharp et al.*® reported that items 3, 4 and 7 had
no discriminatory power, especially for high scores, but contrib-
uted towards screening for patients reporting low scores from the
Short Mood and Feelings Questionnaire. The variables of restless-
ness and tiredness, which are assessed in these items, may be related
to changes to sleep-wake pattern during adolescence, resulting
from physiological and psychological factors.”” In this study, the
lowest scores reported were for items 3, 4 and 7, which assessed
restlessness, tiredness and concentration problems, respectively,
which are symptoms of depression.** The low scores indicated that
despite the distress with their physical appearance, the patients
were mentally healthy.

Table 3. Inter and intra-rater reliability of the child/adolescent version of the Short Mood and Feelings Questionnaire (SMFQ-C) (n = 20)

Pearson’s correlation coefficient

SMFQ-C

ICC 95% Cl P r 95% Cl P
Inter-rater reliability 0.757 [0.489; 0.896] <0.001 0.808 [0.499;0.971] <0.001
Intra-rater reliability 0.738 [0.455; 0.886] <0.001 0.801 [0.587; 0.929] <0.001

Cl = confidence interval; ICC = intraclass correlation coefficient; r = Pearson’s correlation coefficient.

Table 4. Inter and intra-rater reliability of the parent version of the Short Mood and Feelings Questionnaire (SMFQ-P) (n = 20)

Intraclass correlation coefficient (ICC) Pearson'’s correlation coefficient

SMFQ-P

1CC 95% Cl P r 95% Cl P
Inter-rater reliability 0.853 [0.670; 0.939] <0.001 0.894 [0.642; 0.981] <0.001
Intra-rater reliability 0.796 [0.561;0.914] < 0.001 0.816 [0.472; 0.944] <0.001

Cl = confidence interval; ICC = intraclass correlation coefficient; r = Pearson’s correlation coefficient.



The validity of the instrument was tested by comparing the Short
Mood and Feelings Questionnaire with similar tools.” The Brazilian
versions of the Strengths and Difficulties Questionnaire and the
Rosenberg Self-Esteem scale are cross-culturally adapted and
validated instruments that measure aspects of mental health.
The moderate and low correlations of the Short Mood and Feelings
Questionnaire with the Rosenberg Self-Esteem scale and the
Strengths and Difficulties Questionnaire, respectively, indicated
that the study participants were mentally healthy. The children and
adolescents reported a mean score of 9.9 + 3.9 on the Rosenberg
Self-Esteem scale, thus indicating good self-esteem, which is a
mental health indicator. Individuals with good self-esteem are less
likely to have depression.'?

The fact that the Strengths and Difficulties Questionnaire
assesses various emotional problems and is not specific to depres-
sive symptoms may explain the low correlation between the two
questionnaires. The moderate correlation between the parent ver-
sion of the Short Mood and Feelings Questionnaire and the par-
ent version of the Strengths and Difficulties Questionnaire sug-
gested that parents provided a more rigorous evaluation of both
the mental condition of their children*” and their own subjectiv-
ity. However, the correlation between parent and child perception
showed that although there was an affective bond between them,
there was also independence of affections and presence of individ-
uality. Parents can be a relevant source of information.® Children
often cannot adequately express their feelings about physical issues
that may be affecting them emotionally. This highlights the impor-
tance of validating the child/adolescent and parent versions of the
Short Mood and Feelings Questionnaire.

Although the Strengths and Difficulties Questionnaire assesses
emotional problems and the Rosenberg Self-Esteem Scale mea-
sures self-deprecation, these instruments were not designed
to specifically measure depressive signs and symptoms among
children and adolescents. Thus, the Short Mood and Feelings
Questionnaire is a valuable screening tool for rapid and sim-
ple detection of mental health impairment among children and
adolescents, and may provide support for selecting patients for
plastic surgery procedures.

This study was conducted mostly on boys and the main moti-
vation for seeking plastic surgery was prominent ears. This is a
limitation on the generalization of the results. Further studies are
necessary to test the performance of the Short Mood and Feelings

Questionnaire in different populations of children and adolescents.

CONCLUSIONS

The Short Mood and Feelings Questionnaire was translated, cul-
turally adapted and validated for Brazilian Portuguese and was
named the “Short Mood and Feelings Questionnaire-Escola
Paulista de Medicina/UNIFESP” or SMFQ-EPM/UNIFESP. It is

a reliable instrument, showing face, content and construct valid-
ity. The Short Mood and Feelings Questionnaire indicated that
the mood state and feelings of children and adolescents seeking

cosmetic surgery were healthy.
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Appendix 1. Brazilian Portuguese version of the Short Mood and Feelings Questionnaire (SMFQ) for children/adolescents and parents

QUESTIONARIO CURTO SOBRE HUMOR E SENTIMENTOS
Versao para autoavaliacao
Este formuldrio se destina a registrar seus sentimentos e agoes recentes.
Para cada pergunta, pedimos que marque como vocé se sentiu ou agiu nas duas ultimas semanas.
Se a afirmagéo refletir seu sentimento a maior parte do tempo, marque a coluna VERDADE. Se for verdadeira apenas algumas vezes,
marque a coluna ALGUMAS VEZES. Se a afirmagio nio se aplicar a vocé, marque a coluna NAO E VERDADE.

Verdade Algumas vezes Néao é verdade
Eu me senti muito mal ou infeliz
Eu nado gostava de absolutamente nada
Eu me senti tdo cansado/a que s6 ficava sentado/a sem fazer nada
Eu me senti muito agitado/a
Eu me senti como se nao valesse mais nada
Eu chorei muito
Achei dificil raciocinar ou me concentrar
Eu me odiei
Eu fui uma pessoa ma
Eu me senti sozinho/a
Eu pensei que ninguém me amava de verdade

Eu pensei que nunca chegaria a ser tdo bom/a
como as outras criangas/adolescentes

Eu fiz tudo errado/a

QUESTIONARIO CURTO SOBRE HUMOR E SENTIMENTOS
Versao para avaliacéo de pais/responsaveis
Este formuldrio se destina a registrar seus sentimentos e agdes recentes.
Para cada pergunta, pedimos que marque como vocé se sentiu ou agiu nas duas tltimas semanas.
Se a afirmagio refletir seu sentimento a maior parte do tempo, marque a coluna VERDADE. Se for verdadeira apenas algumas vezes, marque
a coluna ALGUMAS VEZES. Se a afirmagio ndo se aplicar a vocé, marque a coluna NAO E VERDADE.

Verdade Algumas vezes Néo é verdade
Ele/a se sentiu muito mal ou infeliz
Ele/a nao gostava de nada
Ele/a se sentiu tdo cansado/a que so ficava sentado/a, sem fazer nada
Ele/a se sentiu muito agitado/a
Ele/a se sentiu como se ndo valesse mais nada
Ele/a chorou muito
Ele/a achou dificil raciocinar ou se concentrar
Ele/a se odiou
Ele/a achou que era uma pessoa ma
Ele/a se sentiu sozinho/a
Ele/a pensou que ninguém o/a amava de verdade
Ele/a pensou que nunca chegaria a ser tdéo bom/a como as outras criangas

Ele/a achou que fazia tudo errado
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Brazilian Portuguese
version of the Short Mood
and Feelings Questionnaire
(SMFQ) for screening
children and adolescents
seeking plastic surgery™

Dear Sir,

The development of patient-reported outcome (PRO)
measures to assess emotional state in children and ado-
lescents seeking plastic surgery is important to determine
whether the intervention is indicated or not. According to
the American Society of Plastic Surgeons, nearly 236,000
cosmetic plastic surgeries were performed in adolescents
aged between 13 and 19 in 2012." In Brazil, there was an
increase of 141% in the number of plastic surgeries per-
formed in adolescents between 14 and 18 years. The most
common cosmetic surgeries sought by girls both in Brazil
and worldwide are liposuction and breast augmentation,
and by boys, are gynecomastia and otoplasty for correction
of prominent ears.”? According to some authors, improve-
ment in physical appearance is directly associated with
increased self-esteem and self-confidence among
adolescents.??

Thus, indications for plastic surgery may help some
adolescents who feel different and uncomfortable in their
own body to break out of social isolation.”* However,
concerns with appearance may also conceal psychopath-
ological states not always easily identified that may lead
to iatrogenic and medico-legal problems if neglected.
Thus, the validation of a PRO measure can help in the
rapid screening and identification of depression in chil-
dren and adolescents, as psychological disorders may not
only affect their emotional well-being, but also their
satisfaction with surgery outcome.*

In order to have an appropriate instrument to assess the
emotional state in children and adolescents seeking plastic

* The study was performed at the Division of Plastic Surgery of
the Universidade Federal de Sao Paulo, Sao Paulo, Brazil.

http://dx.doi.org/10.1016/j.bjps.2015.12.019
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surgery in Brazil, the Short Mood and Feelings Questionnaire
(SMFQ) child/adolescent and parent versions® were trans-
lated, culturally adapted, and validated to Brazilian Por-
tuguese, and their psychometric properties, reproducibility
and validity were tested.

The SMFQ is a brief, self-report instrument for screening
depressive symptoms, assessing moods and feelings in
children and adolescents (SMFQ-C); it is also available in
the parent version (SMFQ-P). Thirteen items involving af-
fective and cognitive components are rated on 0—2 scale,
where 0 indicates no symptom and 2 indicates depressive
symptoms. The total score is calculated as the sum of rat-
ings for the 13 items, with higher scores indicating more
severe mental health impairment.®

The study was approved by the Research Ethics Com-
mittee of the Universidade Federal de Sao Paulo and
performed in accordance with the Brazilian Ethical Review
System on research involving human beings and the 1964
World Medical Association Declaration of Helsinki and
subsequent amendments. Written informed consent was
obtained from all patients and parents or legal represen-
tatives after the procedures had been fully explained and
prior to their inclusion in the study; anonymity was
assured. General guidelines for cross-cultural adaptation
of quality-of-life instruments were followed to ensure
quality of the cross-culturally adapted Brazilian Portu-
guese version of the SMFQ.

A total of 124 paatients of both sexes, aged between
8 and 17 years, seeking plastic surgery were consecu-
tively selected at the plastic surgery outpatient clinic of
two hospitals in Brazil between September 2013 and
February 2014. Patients unable to understand the inter-
view questions and those with psychotic disorders were
excluded from the study. Overall, most patients (87.7%)
were boys, 49.6% were Caucasians, had complete primary
education, the mean age was 12.1 + 2.5 years, and 92%
of the legal guardians who completed the SMFQ-P were
the child’s natural parents. The correction of prominent
ears was the most sought-after aesthetic surgery among
boys.

The mean SMFQ-C and SMFQ-P scores were 6.3 + 4.8
and 7.0 + 5.8, respectively, showing that although the
patients were dissatisfied with their physical appearance,
the mood state and feelings of children and adolescents
seeking cosmetic surgery were mentally healthy. No

1748-6815/© 2016 British Association of Plastic, Reconstructive and Aesthetic Surgeons. Published by Elsevier Ltd. All rights reserved.
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significant age-related differences in SMFQ-C scores
were found between children up to 11 years of age and
those 12 years and older (P = 0.139; Student’s t test),
showing that age had no impact on the degree of body
dissatisfaction.

The SMFQ-C and SMFQ-P versions had a Cronbach’s
alpha of 0.768 and 0.874, respectively. The SMFQ showed
good inter-rater (SMFQ-C, ICC = 0.757, P < 0.001; SMFQ-
P, ICC = 0.853; P < 0.001) and intra-rater reliability
(SMFQ-C, ICC = 0.738, P < 0.001; SMFQ-P, ICC = 0.796;
P < 0.001). Construct validity was tested correlating the
SMFQ with the Strengths and Difficulties Questionnaire
for children (SDQ-C) and parents (SDQ-P) and the
Rosenberg Self-Esteem (RSE) scale. A moderate correla-
tion (r = 0.495; P < 0.001) was observed between the
SMFQ-C and the RSE, and between the SMFQ-P and the
SDQ-P (r = 0.581; P < 0.001). Moderate and low corre-
lations of the SMFQ with the RSE and SDQ indicate that
the study participants were mentally healthy. The mod-
erate correlation between the SMFQ-P and SDQ-P sug-
gests that parents provided a more rigorous evaluation of
both the mental condition of their children and their
own subjectivity. However, the correlation between
parent and child perception showed that although there
was an affective bond between them, there was also
independence of affections and presence of
individuality.

The SMFQ® is a brief and self-report questionnaire
that captures specific information about depressive
symptoms and can serve as a decision-support in the se-
lection of children and adolescents candidates for plastic
surgery.
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