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ABSTRACT 

Effect of Breast Augmentation Mammoplasty 

On Self-Esteem and Sexuality: A Quantitative Analysis 

Although not extensively researched, psychological factors have attributed to the 

growing number of performed breast augmentation procedures. The American Society of 

Plastic Surgery (2003) reported a 293% increase in cosmetic surgery since 1997. The 

percent increase in breast augmentation procedures performed in 2003 was up 12% (280 

procedures up to 401). Currently in the United States, the entertainment industry and 

popular images in magazines and movies convey that our society values large, 

symmetrically shaped breasts with a great deal of cleavage (Crooks & Baur, 2002).  

As the number of women seeking breast augmentation surgery continues to rise, an 

increasing number of health professionals are likely to be confronted with questions, 

concerns, and complications that often accompany the procedure. Consequently, it is 

important that health care providers comprehend the degree to which self-esteem and/or 

sexuality may affect their patients’ outcomes. Healthcare professionals must ascertain 

specific nursing skills and attitudes while caring for the cosmetic surgical patient. 

Therefore, the purpose of this research is to gain an understanding of the changes that 

occur in the levels of self-esteem, measured by the Rosenberg Self-Esteem Scale (1965), 

and sexuality, as measured by the Female Sexual Function Index (2000), following breast 

augmentation procedures. 

The following five hypotheses were tested using a descriptive research approach. 

They are as follows: H1, there will be a significant increase on the levels of self-esteem 

in means scores following breast augmentation. H2, there will be a significant increase on 

the levels of sexuality in mean scores following breast augmentation. H3, there will be a  
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significant increase in the FSFI sexuality subscale scores (desire, arousal, lubrication, 

orgasm, satisfaction, and pain) after receiving breast augmentation. H4, there will be a 

positive correlation between self-esteem, sexuality, and breast augmentation. H5, there 

will be a correlation between the demographic variables and levels of self-esteem and 

sexuality before and after receiving breast augmentation. Participants (84 women) were 

obtained from privately owned cosmetic surgical centers in South and North Central 

Florida. An experimental design paired difference t-test was used to analyze self-esteem 

and sexuality as reported by women undergoing breast augmentation, preoperatively and 

postoperatively. Repeated measures ANOVA, SAS’s Proc GLM tested differences in the 

sexuality six subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain), and 

Pearson Product-Moment Correlation Coefficients (r), measured the differences in the 

relationship of sexuality and self-esteem following breast augmentation. Correlations 

between participants’ demographic profiles and their levels of self-esteem and sexuality 

were analyzed using ANOVA – SAS Proc GLM (General Linear Model) to determine the 

marginal means. The quantitative analysis was performed using a combination of Excel 

Solver Statistical Package and the SAS statistical system (SAS, 1999 - 2004). 

Test of the study hypotheses one through four failed to be rejected, thereby, 

supporting significant positive relationships between the variables. Statistical analysis of 

H5 found positive significance between breast augmentation, self-esteem, and the 

demographic variables; educational level and history of previous cosmetic surgery. A 

new model has emerged from this study. The model begins with the studied variables, 

self-esteem, demographic variables, psychological status (i.e., body image, situational  
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events), and sexuality. The literature review and the conceptual model developed for this 

study provided support for explaining the relationship between the concepts and 

answering the study variables. For this study, the literature review and the research study 

results following the breast augmentation procedure revealed increased levels of self-

esteem, affect on physical and psychosocial burdens (i.e., re-imaging, acceptance, 

obsession, anxiety, depression, body image), and increased sexuality levels.  

  The knowledge gained from this research will educate nurses regarding the 

relationship of breast augmentation to self-esteem and sexuality, in order for nurses to 

provide the best care to this patient population. Additionally, nursing education programs 

can greatly benefit from research obtained from studies based on cosmetic surgical 

procedures, namely breast augmentation. Adding this knowledge throughout educational 

programs regarding the psychological and or sociological changes which occur in women 

following cosmetic surgery can significantly enhance patient outcomes following their 

procedure. 

 

 

 

 

 

 

 

 

vi



TABLE OF CONTENTS 

                                                                                                                                                               
Page 

 
ACKNOWLEDGEMENTS ................................................................................................. i 

DEDICATION ................................................................................................................... iii 

ABSTRACT ....................................................................................................................... iv 

FIGURES ........................................................................................................................... xi 

TABLES ........................................................................................................................... xii 

Chapters 

I.               INTRODUCTION ..............................................................................................1 

Purpose of the Study ..........................................................................................4 

Statement of the Problem ...................................................................................6 

Research Questions ............................................................................................8 

Significance to Nursing......................................................................................9 

Conceptual Model ............................................................................................11 

Assumptions .....................................................................................................15 

Definition of Terms..........................................................................................16 

Research Hypotheses .......................................................................................18 

Limitations of the Study...................................................................................18 

Summary ..........................................................................................................19 

II.              REVIEW OF THE LITERATURE ..................................................................21 

Overview ....................................................................................................21 

Self-Esteem ......................................................................................................21 

Summary of Self-Esteem Literature Review ...................................................32 

vii



Sexuality ..........................................................................................................33 

     Summary of Sexuality Literature Review...................................................39 

Breast Augmentation .......................................................................................40 

                       Summary of Breast Augmentation Literature Review................................48 

III.            METHODOLOGY ...........................................................................................50 

Introduction ......................................................................................................50 

Research Design...............................................................................................50 

Setting ..............................................................................................................51 

Participants .......................................................................................................52 

     Inclusion and Exclusion Criteria .................................................................52 

     Sample Size and Power Analysis ................................................................53 

     Data Collection Procedures.........................................................................54 

     Protection of Human Subjects ....................................................................56 

Instrumentation ................................................................................................57 

     Demographic Questionnaire .......................................................................57 

     Rosenberg’s Self-Esteem Inventory ...........................................................57 

     Female Sexual Function Index....................................................................58 

Data Analysis ...................................................................................................61 

Summary ..........................................................................................................63 

IV.            ANALYSIS OF FINDINGS .............................................................................65 

                  Introduction ......................................................................................................65                                                                      

                  Description of the Sample ................................................................................65 

                        

 

viii



   Sample Size Adequacy ..............................................................................65 

                 Demographic Characteristics of the Sample ...............................................66 

           Measurement Instruments .................................................................................70 

                  Rosenberg Self-Esteem Scale ....................................................................70 

                  Female Sexual Function Index...................................................................71 

                  Female Sexual Function Subscale Scores ..................................................72 

                  Reliability of Instruments ..........................................................................75 

           Hypothesis Testing............................................................................................76  

           Summary ...........................................................................................................81 

V. DISCUSSION, CONCLUSION, AND RECOMMENDATION .......................83 

 Introduction .........................................................................................................83 

 Discussion of the Findings and Conclusions ......................................................83 

      Significant and Non-Significant Differences and Correlations  

   Between Variables: Self-Esteem, Sexuality, and 

  Breast Augmentation .................................................................................83 

  Significant and Non-Significant Differences in Sexuality Subscale  

  Scores  ........................................................................................................85 

 Significant and Non-Significant Correlations Between Demographic  

Variables and Levels of Self-Esteem and Sexuality ..................................88 

     Demographic Background Characteristics of Participants ........................89 

Limitations of the Study......................................................................................90 

Implications for Nursing, Education, and Practice .............................................91 

 
 

ix



Implication for Future Research .........................................................................93 

Summary .............................................................................................................95  

REFERENCES ............................................................................................................97       

Appendices 

A. Cover letter to Participants ..................................................................110 

B.  Informed Consent Form .....................................................................111 

C.  Demographic Questionnaire ...............................................................112 

D.  Rosenberg Self-Esteem Scale and Author Permission ......................113 

E.  Author Permission to use the FSFI Tool ............................................114 

F.  Female Sexual Function Index ...........................................................115 

G.  Female Sexual Function Index Scoring Tool .....................................119 

H.  Female Sexual Function Index Domain Scores and 

      Full Scale Table .................................................................................123 

I.   Research Study Grid ...........................................................................124 

J.   Surgical Facility Permission Form .....................................................125 

K.  Rosenberg Self-Esteem Scale Teleform Form ...................................126 

L.  Female Sexual Function Index Teleform Form ..................................127 

                        M. Flyer for Research Study ....................................................................131 

                        N.  Internal Review Board Barry University, Letter of Introduction 

                              Approval Form ...................................................................................132 

O. Internal Review Board Barry University, Approval for Informed 

Consent Form .....................................................................................133  

P. Internal Review Board Barry University Approval Letter ................134  

 

x



FIGURES 

Figures 

Page 

1.     American Society of Plastic Surgeons Cosmetic Surgery Trends ...............................7 

2.   Schematic Model Figueroa-Haas ©2005 ...................................................................15 

3.   Descriptive Statistics for the 19-Item Female Sexual Function Index ......................71 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

xi



TABLES 

Table                                                                                                                              Page 

1. Frequency of Distribution of Participants’ Demographics (N=84) ....................67 

2. Descriptive Statistics for Participants’ Demographics .......................................69 

3. Descriptive Statistics for the 10- Item Rosenberg Self-Esteem Scale ................70 

4. Descriptive Statistics for the 19-Item Female Sexual Function Index ...............71 

5. Descriptive Statistics for the Sexuality Subscale Scores Pre and Post Operative       
Breast Augmentation ..........................................................................................75 

 
6. Reliability Estimates: Internal Consistency (Cronbach’s alpha)             

Coefficients for Instrument Measures (N=84) ....................................................76 
 
7.  FSFI Subscale Domain Scores ...........................................................................78 
 
8. FSFI Subscale Least-Square Mean Score ...........................................................79 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

xii



1 

  

Chapter I 
 

Introduction 
 

“Throughout history, members within some cultures have deliberately altered their 

body’s natural appearance” (Blair & Shalmon, 2005, p. 14). Since the mythical Narcissus 

first saw his face in a pool of water, humankind has been fascinated with appearance. 

Cleopatra used natural substances to care for her skin and applied cosmetics to her face. 

Sour milk baths (lactic acid) and plants, such as berries, and clay, were just a few natural 

substances which were used as cosmetics to smooth the skin and brighten the face. The 

art of facial decoration has been recorded for centuries, as far back as in ancient Crete. 

These superficial changes in appearance are only one form of ego building and self-

adornment (Dugas, 1999). 

Obsession with the breast has materialized in fashion, advertisement, and the media 

(Clark, 2001). This cultural fascination has placed a great deal of pressure on women to 

conform to society’s ideals of beauty. According to Sarwer, Nordmann and Herbert 

(2000) “As early as 300BC, Minoan women used primitive brassieres and corsets to 

emphasize their breast” ( p. 844). Today women are also consumed with various ways of 

enhancing outward appearance (Clark, 2001). These include various types of surgical 

procedures ranging from non-surgical cosmetic procedures to different types of invasive 

surgical procedures, such as breast augmentation. According to Clarke (2001), attention 

to appearance and the pursuit of physical attractiveness are crucial aspects of femininity 

that many women endeavor to achieve. Some women consider themselves less attractive 

or feminine because of the lack of “ideal” size and shape of their breast. This feeling of 

inadequacy has been found to lead to lowered levels of self-esteem and sexuality (Flentje, 
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2001). Akin (2002) discovered that individuals seeking plastic surgery procedures were 

definitely a vulnerable population. Therefore, cosmetic surgery may be associated with 

issues concerning self-esteem levels and sexuality.  

 Self-esteem refers to how much a person values or accepts him or herself for whom 

and what he or she is (Sarwer et. al., 2000).  There are several ways of describing self-

esteem. For example, Baumeister (2001) states that self-esteem represents the degree to 

which people are satisfied or dissatisfied with themselves. King (1997) adds, some 

writers have asserted that self-esteem reflects the difference between the ideal self and 

the actual self, how one actually is. In addition, he writes that others have suggested that 

an individual with substantial distance between the actual self and ideal self will develop 

a negative perception of self which will manifest itself in low self-esteem. Therefore, he 

summarizes that an individual with modest distance between the actual self and ideal self 

will develop a more positive perception of self, which is high self-esteem (King, 1997). 

Flynn (2004), states that it is his professional opinion that women have found that by 

restoring or creating fullness and shape in their breast, improvement of self-esteem, sense 

of well-being and femininity could be achieved. Additionally, he adds, self-confidence 

and satisfaction about one’s physical appearance affects the way one perceives self and 

how one interacts with others.  

The development of self may also have an affect on the level of an individual’s 

perceived sense of sexuality.  For the purpose of this study sexuality refers to sexual 

attractiveness and responsiveness. In many instances cosmetic surgery is motivated by 

sexual concerns, such as sexual attractiveness and responsiveness. Culturally, women are 

defined and define themselves by their sexuality, as bestowed on them by a sexist society 
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(The Nation, 1992). According to Flentje (2001), the lack of feeling attractive 

dramatically affects one’s confidence to make positive sexual health choices; on the other 

hand, poor sexual health can have an enormous impact on sexual attractiveness and 

responsiveness.  

The measurement of the subjective component of sexuality is of increasing 

importance in clinical research and practice. Sexuality is an important outcome in many 

specialties and is also recognized as a component of quality of life (Daker-White, 2002).  

The Arc of the United States (2004) defines sexuality as a natural part of every person’s 

life, including identity, friendships, self-esteem, body image and awareness, emotional 

development and social behavior, as well as involvement in physical expressions of love, 

affection and desires.  Female sexuality has only recently been recognized by medical 

and scientific communities as a priority for further understanding and development. In 

the recent past, women have made major advances in political and professional fields 

alongside their male counterparts. However, a clear understanding of concepts which 

dominate women’s sexuality has on the whole, remained lacking. Therefore, continued 

research in this area of study is imperative in order to increase not only medical 

awareness, but also scientific awareness regarding women’s sexuality. Female sexual 

medicine is now undergoing a rebirth due largely to recent advances in clinical and basic 

science research in both conventional as well as alternative medicine (Cheng, 2002).  

 Cosmetic surgical patients and their level of self-esteem and sexuality are, therefore, 

intrinsic concerns for nurses in their practice. It is imperative that health professionals be 

well versed in the physiological and psychological aspects of breast augmentation 
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surgery so that they are prepared to address the needs of their patients most effectively 

(Sarwer et. al., 2000).       

Purpose of the Study 

The purpose of this research is to gain an understanding of the changes that occur in 

the levels of self-esteem, measured by the Rosenberg Self-Esteem Scale (1965) and 

sexuality, as measured by the Female Sexual Function Index (2000), following breast 

augmentation procedures. Empirical study of self-esteem is considered vital to 

understanding the motivations and factors that influence women to seek cosmetic surgery 

(Sarwer, 2001). The level of sexuality is another motivational factor which may affect a 

woman’s decision to seek cosmetic surgery or breast augmentation procedure. Because of 

the enormous importance the American culture has attached to breasts, their size and 

shape, many women worry that their breasts are too small, too large, or just the wrong 

shape. Women’s breast size has also been associated with their level of femininity, 

sexuality, and attractiveness. Not only may this negatively affect their self-image and 

self-acceptance, it leads some women to seek cosmetic surgery (Flentje, 2001). Ogden 

(1999, p.413) states, “women’s sexuality is a powerful source of energy and pleasure”. 

This compelling statement, therefore, supports the significance of sexuality in women, 

thus illustrating how sexuality can play an important part in the level of energy and 

vivaciousness that is experienced in women. It is additionally important for scholars and 

researchers to continue the study of sexuality with respect to psychological and social 

levels that motivate women to seek cosmetic surgery. Fundamentally, many women seek 

breast augmentation because they are not satisfied with the appearance of their breasts 

(Flentje, 2001). This dissatisfaction invariably affects self-esteem and also sexuality. 
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Brumberg (1997, p.98) suggests, “it is not so much one’s actual appearance or how others 

perceive one, but one’s own internal view of one’s looks, how one thinks one appears to 

others, how one feels about one’s looks that is indeed, everything”.  

In the Twentieth century, the body has become the central personal project of 

American women. Today many women worry about the contours of their bodies; 

especially weight, shape, size, and muscle tone. They believe that the body is the ultimate 

expression of the self. Concern about physical appearance may be a defining 

characteristic of patients which influences their decision to seek breast augmentation 

(Sarwer, 2001). The mental representation of one’s physical appearance can be 

understood through the psychological constructs of self-esteem, and sexuality. This may 

be the most relevant psychological constructs, by which to understand the motivations of 

cosmetic surgery candidates (Sarwer, LaRossa, Bartlett, Low, Bucky & Whitaker, 2003).  

According to Roberts and Gettman (2004), this culture of sexual objectification 

functions to socialize women to treat themselves as objects to be evaluated based on 

appearance. They learn that their looks matter, that other people’s evaluations of their 

physical appearance can determine how they are treated and, ultimately, affect their 

social and economic life outcomes ( i.e., personality, and possible job opportunities). 

Many of these social outcomes contribute to a variety of mental and physical problems, 

such as eating disorders, sexual dysfunction, and depression (Roberts et. al., 2004). 

Therefore, breast augmentation, a means of improving one’s physical appearance, may be 

a solution to these mental and physical problems, such as sexual dysfunction.   

With moderate research data collected on self-esteem levels and cosmetic surgery, 

there is however, limited research on the levels of sexuality following breast 



6 

  

augmentation procedures. This study is significant in that it will add to the growing body 

of knowledge regarding the potential complex changes that take place following breast 

augmentation, specifically in reference to the levels of self-esteem and sexuality. The 

knowledge gained from this study will enlighten health care professionals to better 

understand these issues pertaining to patients seeking breast augmentation, and influence 

nursing programs to include cosmetic surgery as part of their curricula.  

Statement of the Problem 

The staggering statistics collected by the American Society of Plastic Surgeons 

(ASPS) show that more than 1.3 million people had cosmetic surgery procedures in 2000, 

an increase of 198% from 1992. There were 32,607 breast augmentation procedures 

performed in 1992 and 187,755 in 2000. Breast augmentation procedures increased 476% 

since 2000 (American Society of Plastic Surgeons, 2001). And the latest statistics 

collected by ASPS (2004) show the number of surgical and non-surgical cosmetic 

procedures in the United States increased by 20% from 2002 to 2003, to a total of nearly 

8.3 million. Furthermore, the number of breast augmentation procedures increased 12% 

from 2002 to 2003 (American Society of Plastic Surgeons, 2004). Zuckerman (2004) 

noted that this is the highest number of breast augmentation procedures performed since 

its origination. This is an underestimate of the number of augmentation procedures 

performed annually, as increasing numbers of non-plastic surgeon physicians now 

perform breast augmentation surgery. It is estimated that as many as over two million 

women in the United States currently have breast implants (Zuckerman, 2004). Figure 1 

is a linear graft illustrating the breast augmentation surgery trends from 1992 to 2004. 
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Breast Augmentation Procedures from 1992 - 2004

134378

32607

225818 246930 264,041

0

100000

200000

300000

1992 1998 2002 2003 2004
 

 
Figure 1.  American Society of Plastic Surgeons Cosmetic Surgery Trends 
 
Breast augmentation has become one of the very important aspects of cosmetic 

surgery. Even the enlisted military staff and their family members are seeking breast 

augmentation. A Defense Department spokeswoman confirmed, according to the army, 

between 2000 and 2003 its doctors performed 496 breast augmentation procedures. And 

in the first three months of 2004, a total of 60 more procedures were performed 

(Abacquer - Seggelin, 2004).  According to the newest National Plastic Surgery Statistics 

(American Society of Plastic Surgeons, 2005), 264,041 breast augmentation procedures 

were performed in 2004, a 4% increase from 2003.  

Almost any type of surgery affects the body physically, psychologically as well as 

emotionally. Breast augmentation patients have been described as women with 

psychopathology, with descriptions of increased symptoms of depression, anxiety and 

decreased levels of self-esteem (Sarwer, Bartlett, Bucky, LaRossa, Low, Pertschuk, 

Wadden & Whitaker, 1998).  Breast augmentation is often sought because of 

dissatisfaction with body image which may negatively impact self-esteem. This in turn 

may affect one’s feelings of sexual attractiveness and sexual responsiveness. This study 
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will address to what extent breast augmentation procedures influence self-esteem, and 

sexuality.  

The increased occurrence of breast augmentation and cosmetic surgery in general 

makes breast augmentation surgery an important issue for women’s healthcare 

professionals. It is very likely that women will turn to their primary healthcare providers 

for advice and guidance about breast augmentation (Sarwer, et. al., 2000). The researcher 

seeks to make nurses, as healthcare advocates, aware of the significance of these possible 

influential changes which may occur on their patients’ levels of self-esteem and 

sexuality, so that they can appropriately care for this particular population of patients.   

Research Questions  

The following research questions are identified for this study: 

1. Is there a statistical difference in the level of self-esteem before and after 

receiving breast augmentation? 

2. Is there a statistical difference in the level of sexuality before and after 

receiving breast augmentation? 

3. Is there a statistical difference in the sexuality subscale scores (desire, arousal, 

lubrication, orgasm, satisfaction, pain) before and after receiving breast 

augmentation? 

4. Is there a positive correlation between self-esteem, sexuality, and breast 

augmentation? 

5. Is there a correlation between demographic variables and levels of self-esteem 

and sexuality before and after receiving breast augmentation? 

 



9 

  

Significance to Nursing 

The ANA has provided nurses with additional standard of practices regarding their 

social roles and responsibilities in the United States healthcare system. Nursing’s Social 

Policy Statement (ANA, 2003) was derived from the 1980 landmark document, Nursing: 

A Social Policy Statement and Nursing’s Social Policy Statement published in 1995. This 

document was created by nurses for nurses and is the social contract between the nursing 

profession and society in the United States. It frames the profession’s relationship with 

society and the individual nurse’s responsibilities to the patient. Nursing is dynamic 

rather than static, reflecting the changing nature of societal needs (ANA, 2003). Nurses 

are professionally and ethically responsible to ensure that their cosmetic surgical patient 

achieves the best care. Advocating for patients requires truthfulness to the patients 

regarding competency of physicians, safety of surgical facilities and the proficiency of 

nursing care. Attending to patients, such as a cosmetic surgical patient, can be a challenge 

at times. It is for this reason that high standards of practice are an expectation.   

Nursing education programs can greatly benefit from research obtained from studies 

based on cosmetic surgical procedures, namely breast augmentation. Advanced 

knowledge acquired on this patient population regarding the psychological and or 

sociological changes which occur following surgery, can greatly enhance patient 

outcomes following their procedure (Sarwer, 2001). As research on cosmetic surgery 

advances, so should the development of nursing program content. It is important for all 

nurses to anticipate what psychological and or sociological changes occur following 

breast augmentation procedures. This awareness is learned only through educational 

programs that are knowledgeable regarding the field of cosmetic surgery and thereby 
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provide instruction within this specialty. In addition to the formulation of new curriculum 

in nursing programs to include cosmetic surgery as part of their curricula, further research 

must continue so that the current nursing population can anticipate the probable results 

which may occur following cosmetic surgery. The advancement of nursing knowledge to 

improve clinical surgical nursing practice is identified as a priority for the American 

Society of Plastic and Reconstructive Surgical Nurses (ASPRSN) (Rankin, Borah & 

Kosa, 1998).  

The knowledge gained from this research will inform nurses regarding the breast 

augmentation patient, in order to facilitate the best care for this patient population. As 

advocates for patients, this advanced knowledge regarding the postoperative breast 

augmentation patient, and their behavior towards the affects of the surgery, can then be 

practiced and further researched with the intention of promoting advanced education and 

public policy to facilitate protection to the public.  

Cosmetic surgical nursing care practices expand in conjunction with the growing 

number of aesthetic surgical procedures. Understanding the psychological incentive of 

aesthetic surgical patients is essential in helping nurses prepare individuals for optimal 

experiences and outcomes (Maksud & Anderson, 1995). Nurses’ social roles as outlined 

by ANA (2003) provide standards of practices and responsibilities within the United 

States.  It is the nurses’ social contract between the nursing profession and society, 

thereby, professionally and ethically ensuring that all classification of patients obtain 

optimal care.  It is imperative that nurses deliver quality care to their patients. As breast 

augmentation procedures continue to escalate, specialized nursing care will be required to 

facilitate adequate patient outcomes. Nurse’s appropriate anticipated responses to 
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cosmetic patients’ needs, will provide an optimal standard of care for this specialized 

population of patients.       

Conceptual Model 

There is no single framework that exists for the study concepts. Self-esteem has been 

conceptualized as an outcome, motive, and buffer, but there is no overall theory of self-

esteem (Cast & Burke, 2002). Self-esteem is considered by many scientific scholars to be 

the evaluative aspect of the self-concept defined as all aspects of the self, including roles 

and identities (Cast & Burke, 2002; Coopersmith, 1967). Self-esteem is “a favorable or 

unfavorable attitude toward the self” (Rosenberg, 1965, p.15). There are many 

multifaceted factors that influence women to seek breast augmentation. These factors, 

such as self-esteem, and sexuality are interrelated and have an affect on the self. 

According to Campbell (2000) self-esteem is the evaluative aspect of the self.  

The concept of self-esteem first arose in psychology by scientist William James. 

James was the first social scientist to develop a clear professional definition of the self 

(Turner, 1998).  His description of the social self, recognized that people’s feelings about 

themselves arose from interaction with others. He recognized that humans have the 

capacity to view themselves as objects and to develop self-feelings and attitudes toward 

themselves (Turner, 1998). According to James, (1890): 

self is determined by the ratio of our actualities to our supposed potentialities; 

a fraction of which our pretensions are the denominator and the numerator our 

success: thus, Self-Esteem = Success/Pretension. Such a fraction may be 

increased as well by diminishing the denominator as by increasing the 

numerator (p.296). 
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This ratio represents our behavior or successes as the numerator and our values and 

goals or pretensions, as the denominator. He adds, “The concept of self-esteem is 

dynamic thus, the outcome can be manipulated” (Mruk, 1995, p.12).  

Self-esteem has been described as the feelings resulting from self-appraisal (Katz & 

Tello, 2003). Others view self-esteem as a positive regard for the self (Kling, Hyde, 

Showers, & Buswell, 1999).  Oxley (2001) described self-esteem as the judgment people 

make about themselves and their personal worth. Similarly, self-esteem was defined as 

the extent to which one prizes, values, approves, or likes themselves or the “overall 

evaluation of the self” (Twenge & Campbell, 2002, p. 59).  

Social comparisons emphasize that self-esteem is a consequence of individuals 

comparing themselves with others and making positive or negative self-evaluations. 

Reflected appraisals signify that a person’s self-esteem is a product of how that person 

believes others see her or him (Hughes & Demo, 1989). Therefore, one may propose that 

people, especially those with negative self-views, are motivated to improve their self-

view. According to Baumeister (1998), people with high self-esteem are directed toward 

self-enhancement. They tend to take steps to make their positive qualities stand out. 

However, people with low self-esteem tend to be geared toward self-protection. As a 

result, they tend to correct what they see as defects in themselves in order to avoid having 

their negative self-aspects noticed by others (Baumeister, 1998).  

Theories supporting ideas that self-esteem varies across the life span were conducted 

by Trzesniewski, Donnellan, and Robins (2003). Results from this study supported the 

belief that stability in self-esteem increased from adolescence to early adulthood, and 

remained stable throughout adulthood, and then decreased from middle adulthood to 
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older age. One explanation for this fluctuation was proposed by Twenge and Campbell 

(2002) whose meta-analysis of self-esteem and socioeconomic status included a sample 

of 446 samples (total participant n= 312,940) to investigate the relationship between self-

esteem and socioeconomic status. Effect sizes for the relationship increased at every 

stage of development, peaked at middle age, but then declined in adults over age 60. 

These findings signify the importance of including age as a variable when examining 

self-esteem.  

 Self-esteem implies overall self acceptance and or individual self-respect. With self-

esteem, there is an expectation for growth and improvement. An individual with high 

self-esteem believes that she or he is “good enough” (Rosenberg, 1965, p.31). Self-

esteem is a positive or negative orientation toward oneself; an overall evaluation of one's 

worth or value (Rosenberg, 1965). In this study, global self-esteem, as measured using 

Rosenberg’s Self-Esteem Scale (1965),  was conceptualized as developmental in nature 

and relatively stable, but influenced by contextual factors such as breast augmentation 

procedures. 

Sexuality is a broad concept and is much more than 'having sex'. It is a potent force in 

the development for women and can contribute significantly to their quality of life, 

personal fulfillment, and emotional and physical health. Sexuality continues to play an 

important role in the health and wellbeing of women at midlife and across the entire life 

span (Michelmore, 2005).  

For centuries, sexuality has been studied in various cultures. Sander (2004) adds, 

throughout the ages, the female breast has been a symbol of sexuality regardless of 

culture. Hall (2005) outlines the history of the scientific study of sexuality. As in any area 
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of science, particularly relatively new and sensitive areas such as sex research, these 

studies have been criticized on the basis of their findings and methodologies, but each 

study brings us closer to a fuller understanding of human sexuality (Hall, 2005).    

 This study investigated the relationship between breast augmentation procedures and 

the patient’s levels of self-esteem and sexuality. In addition, the relationship between 

self-esteem and sexuality was explored following breast augmentation. In reality, there is 

not one framework that encompasses all of the study concepts. However, the proposed 

schematic model (Figueroa-Haas, © 2005) presented in figure 2 was utilized for this 

study. This model has four variables, self-esteem, demographic variables, psychological 

status, and sexuality. The literature review and the results obtained from this study 

following breast augmentation procedures revealed changes in the following concepts; 

self-esteem, physical and psychosocial burdens (i.e., re-imaging, acceptance, obsession, 

anxiety, depression, and body image) and sexuality. These concepts influence the effect 

of the surgical procedure, breast augmentation, which in turn influences the levels of self-

esteem, and sexuality. The findings indicated that breast augmentation procedures 

produced positive psychological benefits by significantly improving quality of life. Thus, 

it is understood that the concepts influence each other. Therefore, for the purpose of this 

study, these interrelated concepts were studied using this model. The physical and 

psychosocial burdens although not studied in this research, were supported in the 

literature review, however those concepts may need to be explored further in future 

studies.      
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Figure 2. Schematic Model. (Figueroa-Haas, © 2005)        

                  

Assumptions  

The following assumptions have been identified for this study: 

1. Science has advanced, with additional focus on the emotional, mental and 

physical aspects of women’s health. 

2. Cosmetic surgery has become more acceptable in American society. 

3. The researcher is independent of those who are being researched and the findings 

are not influenced by the researcher.  

4. Values and biases were held in avoidance as objectivity was sought. 
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5. Women who participate in this study will have adequate literacy levels and 

understandings of the questions. 

6. Participants will devote adequate time and effort to their responses. 

7. Participants will answer survey items truthfully.  

Definitions 

Bilateral Breast Augmentation 

Conceptual definition. Bilateral Augmentation Mammoplasty procedure is defined as 

a surgical procedure in which breast implants, saline or gel filled, are inserted over the 

chest muscle or under the chest muscle, in order to enhance or enlarge small breasts, 

underdeveloped breasts, or breasts that have decreased in size after a women has had 

children (American Society of Plastic Surgeons, 2004). 

Operational definition. For this study, bilateral breast augmentation is defined as a 

surgical procedure obtained in a outpatient ambulatory setting which surgically augments 

woman’s breast by placing bilateral breast implants (silicone or saline) directly under or 

on top of the pectoral muscle.    

Outpatient Surgical Center 

Conceptual definition. Outpatient surgical center is defined as and applies to those 

surgical centers that are licensed to surgically operate with the assistance of an 

anesthesiologist or anesthetist, under the direct supervision of a qualified, licensed plastic 

surgeon.    

Operational definition. In this study, outpatient surgical center is described as a 

surgical facility that is managed and owned by board certified plastic surgeons. These 

facilities have surgical suites, which accommodate equipment in which to manage 
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patients who are obtaining all types of anesthesia. The anesthesia is administered by a 

licensed anesthesiologist or licensed nurse anesthetist qualified to administer anesthesia 

in an outpatient setting much like these centers. All patients in this facility are monitored 

continuously by a registered nurse.   

Self-Esteem 

Conceptual definition. Self-esteem is defined as a positive or negative attitude toward 

the self, or an individual’s sense of self worth. Self-esteem is an attitude which reflects an 

individual’s evaluation of herself (Rosenberg, 1965).  

Operational definition. For this study, self-esteem was measured using the 10-item 

Rosenberg Self-Esteem Scale (Rosenberg, 1965). The Rosenberg Self-Esteem Scale 

measures an individual’s self-esteem from a global or overall perspective. Both positive 

and negative self-evaluations are included in the scale. Negative items are reversed coded 

so that higher scores indicate higher self-esteem. 

Sexuality 

Conceptual definition. For this study, sexuality will refer to a woman’s level of sexual 

attractiveness and responsiveness. 

Operational definition. Sexuality was measured using the Female Sexual Function 

Index (FSFI). This 19-item questionnaire was used to measure sexual functioning in 

women for the specific purpose of assessing domains of sexual function, for example, 

sexual desire, arousal, lubrication, orgasm, satisfaction, and pain. It measures sexual 

experience, knowledge, attitudes and interpersonal relationships in women.  
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Research Hypotheses 

H1. There will be a significant increase on the levels of self-esteem in mean 

scores, as measured by the Rosenberg Self-Esteem Scale (RSES), following 

breast augmentation surgery. 

H2. There will be a significant increase on the levels of sexuality in mean scores, 

as measured by the Female Sexual Function Index (FSFI), following breast 

augmentation surgery.  

H3 There will be a significant increase in the FSFI sexuality subscale scores 

(desire, arousal, lubrication, orgasm, satisfaction, pain) after receiving breast 

augmentation surgery. 

H4. There will be a positive correlation between self-esteem, sexuality, and breast 

augmentation. 

H5. There will be a correlation between demographic variables and levels of self-

esteem and sexuality before and after receiving bilateral breast augmentation. 

Limitations of the Study 

Limitations of this study were as follows: 

1. Participants may have discomfort completing the sexuality survey. 

2. Participants may not be able to complete the surveys due to limited time. 

3. Convenience sampling may cause sampling bias due to limiting generally. 

4. There is no one encompassing theory for breast augmentation, self-esteem and 

sexuality framework; however, the hypotheses test select theoretical associations. 

5. Missing data or inaccuracies in completing self report survey may affect findings. 
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Summary 

Historically, women’s breasts have been the primary focus that portrays their 

femininity, attractiveness, love, and sexuality (Ronan, 2004). In today’s American 

culture, women are inundated by the media and advertisements that determine what the 

ideal, sexually attractive body shape is. When this ultimate “ideal” model is not naturally 

attained, then subsequently, the goal is to attain it. Consequently, some women lack the 

ideal body, or breast size and shape, which may attribute to the rise in breast 

augmentation procedures (Flentje, 2001). Although not extensively researched, 

psychological factors have attributed to the growing number of performed breast 

augmentation procedures. Some of these factors include the perception of self-esteem, 

and sexuality (Sarwer, et. al., 2003; Flentje, 2001). Mac Pherson (2005) review of 

literature revealed limited information and comprehension of the psychological effects 

that occur to women following breast augmentation, namely, self-esteem and sexuality. 

“Personal appearance and physical beauty are becoming increasingly important in our 

society and as a consequence; enter into the realm of healthcare” (p. 5).   

Health care providers, namely nurses, are increasingly exposed to elective cosmetic 

patients. According to ASPS (2004), one of the more common cosmetic procedures being 

performed at this time is breast augmentation. Additional research is needed in order to 

provide nurses with further knowledge on the specific standard of care norms for the 

cosmetic surgical patient population. These added guidelines anticipate perceptiveness to 

the healthcare provider by recognizing the psychosocial implications which may occur 

prior to and/or following breast augmentation.  This study reveals the outcome of breast 

augmentation as it relates to a patient’s level of self-esteem, and sexuality. Thus, by 
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exploring this phenomenon further and revealing the results, nurses will be better 

prepared to provide optimal health care for the cosmetic surgical patient. This chapter 

provided a statement of the problem, discussed the context and social relevance and 

significance of the issue to nursing, offered a conceptual model, provided definition of 

terms, identified the hypotheses, offered philosophical assumptions and lastly, addressed 

study limitations.  
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Chapter II 

Literature Review 

Overview 

A literature search across disciplines was conducted using the key words: breast 

augmentation, self-esteem, sexuality, cosmetic surgery, Body Dysmorphic Disorder, 

psychological and psychosocial characteristics of the cosmetic surgical patient, socio-

cultural impact on appearance, and cosmetic surgery statistical analysis. The author 

searched the indexes of the Cumulative Index to Nursing and Allied Health Literature 

(CINAHL), Health and Psychosocial Instruments (HAPI), Ovid, Dissertation Abstracts, 

PubMed, American Society of Plastic Surgeons Statistical Trends, International Council 

of Nurses, and the American Nurses Association. Citations were limited to the English 

language. The literature reviewed for this study spanned the years 1890 through 2005 and 

included information about the cosmetic surgical patient as it related to self-esteem and 

sexuality in relation to the patient and healthcare provider.  

Self-Esteem 

For many women, breast size is an important part of feeling good, desirable and 

normal. Most women compare themselves to a cultural idea of beauty. The psychological 

status of breast augmentation patients is a critical issue that has yet to be explored by 

researchers. Surprisingly, very little is known about either the psychological 

characteristics of cosmetic surgery patients or the psychological impact of the surgical 

procedures.   

Sarwer et. al. (2000) conducted a review, total number unspecified, designed to 

provide an overview of the medical and psychological literature on cosmetic breast 
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augmentation. The researcher’s question was, “Do some women, in response to socio-

cultural pressures and extensive advertisements, seek a surgical solution to what are 

actually psychological issues” (p. 848). In an attempt to organize the studies, they 

grouped the studies into three categories namely: demographic characteristics, 

preoperative, and postoperative investigations. Demographically, the typical breast 

augmentation patient was Caucasian, middle to upper middle socioeconomic status, in 

her 20s or 30s, with an average age of 31 years. She is typically married and has children. 

Sarwer et. al. (2000) noted that the demographic characteristics obtained from the 

evaluation of the research studies were inconsistent and unclear. For example, some of 

the studies described the breast augmentation patients as intelligent, charming, attractive, 

and socially graceful. On the other hand, Sarwer et. al. (2000) noted that other studies 

characterized the patients with a less flattering portrayal, describing them as immature 

and having poor marital and familial relationships.  

Sarwer et. al. (2000) claimed that studies that investigated the preoperative 

psychological status of breast augmentation patients were divided between those that 

used clinical interviews and those that used formal psychometric assessments. Different 

conclusions resulted from the two research methods. The researchers, using clinical 

interview investigations, described augmentation patients as experiencing increased 

symptoms of depression, anxiety, guilt, and low self-esteem. These studies, consistent 

with interview-based investigations of other cosmetic surgery populations, suggested a 

high degree of psychopathology in breast augmentation patients.  In contrast, studies that 

used standardized psychometric tests generally reported less psychological disturbances. 

Although the psychometric studies present a more favorable picture than the interview-
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based investigations, the previous studies also had limitations. Several failed to use 

control or comparison groups. Investigations that compared patients with normative 

samples frequently failed to describe the demographic characteristics of the two groups. 

Consequently, the prevalence of psychopathology in women seeking breast 

augmentation, as compared with similar women not seeking surgery, is unknown (Sarwer 

et. al., 2000).  

Additionally, the postoperative investigations of breast augmentation patients proved 

to be subjective in nature. For instance, there were reports from surgeons regarding their 

patients’ satisfaction with breast augmentation surgery. According to Sarwer et. al. 

(2000) review, these reports suggest that typically 70% or more of patients report 

satisfaction with their surgical outcome. Such investigations have been filled with 

demand characteristics; for example, how many patients are going to tell their surgeon, 

face to face, that they were not satisfied with their postoperative results? Likewise, how 

many surgeons are going to report to other colleagues that their patients were not satisfied 

with their surgical results?   

Postoperatively reported psychological results were as well in question. For example, 

the two studies reviewed by Sarwer et. al. (2000), of breast augmentation patients that 

used psychometric measures postoperatively, found mixed results (unobtainable patient 

totals). One study found a decrease in symptoms of depression from preoperative status, 

whereas the other reported increased symptoms of depression in 30% of patients in the 

immediate postoperative period. As with many of the pre-operative investigation, these 

postoperative investigations also had methodological deficiencies, such as failure to use 
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control or comparison groups, which made it difficult to draw a firm conclusion from 

them.   

Finally, conclusions drawn by the researchers from this review, suggested that the 

outcomes of all the studies reviewed were questionable in value. This was due primarily 

to the unstructured interviews and unreliable reports obtained by the previous researchers. 

Therefore, the authors highly support additional research regarding breast augmentation 

procedures and the psychological effects on patients (Sarwer et. al., 2000).   

A meta-analysis literature review of 10 studies performed by Figueroa (2003), 

indicated positive, direct correlation between self-esteem levels and cosmetic surgery. 

The results of the review implied that self-esteem and self-worth increased and decreased 

proportionally and were similarly altered with situational events. The research review 

identified an increased level of self-esteem correlated with improved levels of depression, 

improved healing processes, and the ability to cope with changes in body image (positive 

or negative interpretations by the patients). Additionally, the literature review performed 

revealed that patients’ improved body image was found to decrease appearance-related 

burdens, have positive psychological benefits, and improve quality of life outcomes. The 

conceptual model developed for this study also substantiates how women’s psychological 

status (i.e., body image and situational events) affect the levels of self-esteem and 

sexuality following breast augmentation.  

Cash, Duel and Perkins, (2002) prospective study found improvements in body image 

following breast augmentation. This study examined the psychosocial outcome experiences 

of 360 women, with an average age of 32, receiving bilateral breast augmentation with 

Dow Corning’s Silastic MSI (textured) or Silastic II (smooth) gel-filled mammary 
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implants. At six, 12, and 24 months postoperatively, the women rated their satisfaction with 

surgery and its specific psychosocial outcomes, their concerns, and benefits-to-risk 

appraisal of the augmentation. During the three intervals, the women completed a two-page 

questionnaire designed to assess their reasons or expectations for the surgery and their 

concerns about perceived risks of both the surgery and the implants. The women reported 

very high levels of satisfaction with the procedure and its psychosocial outcomes, which 

did not change over time (r = 0.31, 0.22, and 0.33; p < 0.001), followed by improved self-

image (r = 0.33, 0.27, and 0.39; p < 0.001) and sexual satisfaction (r = 0.31, 0.22, and 0.30; 

p < 0.001). Cash et. al. (2000) added; 

The principal aim of cosmetic surgery is to facilitate body image change via 

bodily change. Other safe and effective treatments of body image 

dissatisfaction emphasize cognitive and behavioral changes through 

psychotherapeutic interventions. Although surgery can be a catalyst for body 

image change, it will not necessarily alter well engrained patterns of self 

critical and self defeating body image thoughts, feelings, and behaviors. An 

integration of surgical and psychological approaches may offer optimal 

benefits for some individuals who are unhappy with their appearance (p. 

2120). 

Sarwer, Wadden, and Whitaker (2002) evaluated 45 out of 100 potential cosmetic 

patients, six of whom underwent breast augmentation. This study was undertaken to 

explore changes in body image following cosmetic surgery. Potential participants were 

100 women who were seen for a cosmetic surgery consultation during a six month period 

with one of five plastic surgeons. Approximately two weeks before their appointment the 
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women were mailed a packet of questionnaires that they completed and brought to their 

consultation. Approximately six months postoperatively, the women were mailed a 

second packet of questionnaires that they were asked to complete and return in a postage-

paid envelope. Sarwer et. al. (2002) included in the package a patient questionnaire, 

Multidimensional Body-Self Relations Questionnaire (Brown, Cash & Mikulka, 1990; 

Cash, Winstead & Janda, 1986) and Body Dysmorphic Disorder Examination Self-Report 

(Rosen & Reiter, 1996).  

Comparisons between patients who did and did not undergo surgery were made using 

t-test for independent groups. Comparisons between the preoperative and postoperative 

assessments were made using a series of paired t-tests. To control for increased 

experimental error rate attributable to repeated t-test on subscales of the 

Multidimensional Body-Self Relations Questionnaire, a Bonferroni correction was used 

(p<0.005). This correction was not used for the Body Dysmorphic Disorder Examination 

Self-Report, as it yields a single total score. Only 57 of the 100 women initially seen for a 

consultation elected to undergo surgery. Women who did and did not undergo surgery did 

not differ on any of the variables of interest at the preoperative assessment. In addition, 

12 women out of the 57 who elected to undergo the surgery, did not complete the 

questionnaires. There were no differences at the preoperative assessment between women 

who did (n=45) or did not (n=12) complete the postoperative questionnaires.   

The patient information questionnaire obtained descriptive information. Prior to 

surgery the prospective patients were asked what feature they were considering for 

surgery, how long they had been considering surgery, if they had experienced any major 

life changes, stress, anxiety, or depression with the past year, and if they had sought 
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mental health treatment for these problems. Post operatively, the patients were asked how 

satisfied they were with the surgical results, whether people had commented on their 

appearance since surgery, and whether these comments were positive or negative. They 

were also asked to rate their overall appearance and appearance of the feature altered by 

surgery. Lastly, they were asked if they would have the surgery again, and if they would 

recommend the surgery to others.  

The Multidimensional Body-Self Relations Questionnaire measured several aspects 

of body image. It has 10 subscales that assess both individual investment in as well as 

satisfaction with appearance, fitness, health and illness, and weight. Patients responded to 

questions on a scale of one (definitely disagree) to five (definitely agree).  The Body 

Dysmorphic Disorder Examination Self-Report is a measure of body image 

dissatisfaction focused on a specific physical feature. This measure is also an operational 

diagnostic criterion for body dysmorphic disorder. Answers are rated from one to six, 

with higher scores reflecting greater dissatisfaction with the specific feature. At the 

preoperative assessment, the majority of patients rated highest in dissatisfaction the 

feature for which they were considering surgery.  There were no differences between the 

preoperative and postoperative assessments on any of the subscales of the 

Multidimensional Body-Self Relations Questionnaire. Patients did score higher on the 

Appearance Evaluation subscale postoperatively, suggesting an improvement in the 

overall evaluation of appearance. This difference, however, did not reach statistical 

significance (p = 0.063).  Postoperatively, patients scored an average of 32.42 +/- 20.73 

on the Body Dysmorphic Disorder Examination Self-Report, a score that was 



28 

  

significantly lower than the preoperative score, which was an average of 48.96 +/- 25.73; 

t(44) = 5.10, p<0.0001.  

Thus, cosmetic surgery patients, six of whom had breast augmentation performed, 

reported significant improvement in the degree of satisfaction with the specific body 

feature altered by cosmetic surgery. The study indicated global increase of one’s 

evaluation of personal appearance. However, because it was not statistically significant, it 

appeared that cosmetic surgery may not have positive effects to overall body image. The 

study provided additional information on the psychological factors that influence the 

decision to seek breast augmentation procedures, as well as information on the 

psychological characteristics that may change postoperatively. However, results of this 

study also suggest additional areas of research such as the psychological affects of self-

esteem following cosmetic surgery (Sarwer et. al., 2002).    

Specific aspects of self-esteem are more easily influenced by situational events, such 

as puberty, pregnancy, disability, illness, surgery, death, menopause and stages in the 

menstrual cycle that disrupt a particular substructure of the self, such as the person’s 

roles, appearance, or functions (Body Image & Self-Esteem, 2000). Norris, Kunes-

Connell and Stockard-Spelic (1998) conducted a qualitative, longitudinal, grounded 

theory study on self-esteem levels based on body image disruptions experiences of 28 

women. Physical alterations included significant weight change, loss or paralysis of body 

parts, scarring from burns or trauma, or surgical reconstruction. Their definition of body 

image disruption encompassed individuals who realized significant alterations in 

appearance. The physical alterations that participants experienced were planned or 

unplanned, desirable or undesirable. A few were planned reconstructive procedures; most 
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were unplanned conditions because of illness, treatments, or accidents. Undesirable 

changes, such as burn scars, or desirable changes, such as weight loss following gastric 

surgery of morbid obesity, required re-imaging. Re-imaging emerged as the basic social 

process that occurred in response to significant alteration in the physical appearance of 

the body. Participants were interviewed at three, six, 12, and 18 months following the 

physical alteration. Their findings indicated that grief and loss were the patients’ primary 

emotions which lasted for up to a year. Younger female participants were more distressed 

by obvious alterations of appearance than were older men and women, who were more 

likely to place greater value on their abilities to perform at the work place or function 

domestically. Self-esteem was a factor mentioned by many participants as influential in 

determining the degree of individual interpretation, acceptance, and integration of these 

changes into a realistic concept of the self.  

Health educators play an important part in helping young people develop optimal 

self-esteem and healthy behaviors. Hence, how children feel about themselves represents 

a crucial component in child growth and development, thereby cultivating healthy self-

esteem levels in adults. Continued research is encouraged regarding self-esteem levels 

and its effect on healthy behaviors within the adolescent population (King, 1997). Body 

image and self-esteem are closely connected and directly influence a person’s belief and 

attitudes a well as ideals in society (Body Image & Self-Esteem, 2000).  

Simis, Hovius, deBeaufort, Verhulst, and Koot, (2002), Netherlands’ researchers in 

conjunction with the Adolescence Plastic Surgical Research Group, found a positive 

correlation between body image and decreased burden level. The sample of adolescent 

reconstruction plastic surgery patients was randomly selected and was studied at two-
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time points within a six month interval. They were studied pre-surgically and post-

surgically, using fully structured telephone interviews and questionnaires that were 

mailed to the subjects. They were rated on their appearance, bodily satisfaction and 

attitudes, and appearance-related burdens. Researchers utilized the Body Cathexis Scale 

(Secord & Journard, 1953; Journard & Secord, 1955) to measure dissatisfaction or 

satisfaction with one’s body. Additionally, body attitudes were measured with the Body 

Attitudes Scale (Baardman, 1989), including three scales regarding appraisal, projection, 

and attribution. This scale contained 53 five-point Likert items (one = very dissatisfied, 

five = very satisfied). Eight appearance-related burden questions were asked during the 

telephone interviews. “Respondents were asked to what extent they experienced burdens 

on the items “sports,” “joining clubs,” “leisure time,” “making friends,” “romantic 

relationships,” “mood,” “self-confidence,” and “future plans” such as building a career or 

finding a mate”(p.13).  

“Repeated measures multivariate analyses of variance, with patient/comparison group 

and gender as factors, and age as covariate to adjust for age differences in these groups, 

were used to analyze group-wise T1 to T2 changes in mean appearance ratings, the Body 

Cathexis Scale scores, and the Bodily Attitude Scale scores” (p.13). The researchers 

concluded from their findings that following cosmetic surgery, patients gained bodily 

satisfaction and were relieved of many appearance-related burdens. Across patient and 

comparison groups, adolescent-reported severity (T1: mean = 2.81, SD = 1.01; T2: mean 

= 2.29, SD = 0.71; p=0.04). 

 Physical, social, and psychological burdens related to appearance satisfaction 

improved considerably in both corrective and reconstructive adolescent patients. More 
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specifically, the breast group benefited most from the operation, indicating that breast 

corrections are rewarding interventions (Simis, et. al., 2002). Therefore, cosmetic 

surgery, specifically breast augmentation procedures, may prove to diminish physical, 

social, and psychological burdens as well. 

Cosmetic surgery, including breast augmentation procedures, has been performed on 

many breast cancer patients. Al-Ghazal, Fallowfield and Blamey (1999) sought to 

determine the relationship in 254 breast cancer women between cosmetic result, 

exclusive of additional breast augmentation procedures, and psychological morbidity, 

including anxiety, depression, body image, sexuality, self-esteem and patient satisfaction. 

Patients completed questionnaires assessing satisfaction with the outcome and assessing 

other psychosocial morbidity using the Hospital Anxiety Depression scale (Zigmond & 

Snaith, 1983), the Body Image questionnaire (Hopewood, 1999; Hopewood, 1993) and 

the Rosenberg Self-esteem scale (Rosenberg, 1965). Results indicated high satisfaction 

(90.5% of the patients were very satisfied with the surgery). “There was a positive 

correlation between cosmetics and levels of anxiety (r = -0.81, p < 0.001) and depression 

(r = -0.7, p < 0.001) and between cosmetics and body image (r = -0.4, p < 0.001), 

sexuality (x2 = 22, p = 0.001) and self-esteem (r = -0.64, p < 0.001)” (p.571). Results of 

this study indicated that the cosmetic results achieved had a noticeable bearing on the 

subsequent development of psychological outcome.  Consequently, improving the levels 

of self-esteem in breast cancer patients, following conserving cosmetic surgery 

procedures, indicated that this clinical intervention increased self-esteem and sexuality 

levels, perhaps mimicking identical outcomes in patients who have underlined low self-

esteem or sexuality levels following breast augmentation. 
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Summary of Self-Esteem Literature Review 

Self-esteem continues to be one of the most commonly researched concepts in social 

psychology (Baumeister, 1998). Sarwer et. al. (2000) literature review revealed vast 

differences in outcomes regarding medical and psychological characteristics of women 

who sought breast augmentation. The unstructured interviews and unreliable reports 

obtained by the previous researchers may account for the substantial differences found in 

the research study results. Because of the discrepancies in results, Sarwer et. al. (2000) 

strongly support additional research regarding breast augmentation procedures and the 

psychological effects on patients, namely the effects on self-esteem levels. 

The level of self-esteem may easily be applied to breast augmentation patients, as 

researchers have contended that cosmetic surgery patients attain a great deal of their self-

esteem from their physical appearance, and when this self-esteem decreases, they may 

pursue a surgical change in appearance (Sarwer, 2001). Figueroa’s (2003) literature 

review established a positive correlation between self-esteem levels and cosmetic 

surgery. Body image and self-esteem are closely linked and directly influence a person’s 

belief and attitudes as well as ideals in society (Body Image & Self-Esteem, 2000). 

According to Cash et. al. (2002), body image improved following breast augmentation as 

did levels of sexual satisfaction. The researchers proposed, although surgery can be a 

means of body image change, it will not necessarily alter patterns of self-defeating body 

image thoughts, feelings, and behaviors. Nevertheless, they add, a combination of 

surgical and psychological approaches may offer optimal benefits for some patients who 

are unhappy with their appearance. 
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The literature review obtained for this study ascertained vast differences in 

psychological and sociological outcomes following breast augmentation procedures. 

However, there is limited research presently available which has studied breast 

augmentation procedures and patients’ levels of self-esteem preoperatively and 

postoperatively using a pretest-posttest design. Because optimal self-esteem is an 

essential concept in human growth and development, continuous study into its meaning 

in relation to specific psychological and social theories is vital. In light of this, further 

research is needed to ascertain the degree to which self-esteem changes in relation to 

breast augmentation procedures.    

Sexuality 

Another important psychological factor associated with body image and or 

appearance-related burdens is the sexuality component (Brumberg, 1997). For centuries, 

sexuality has been studied in various cultures. Sander (2004) adds, throughout the ages, 

the female breast has been a symbol of sexuality regardless of culture. Hall (2005) 

outlines the history of the scientific study of sexuality. For example, in Europe and the 

United States, the scientific study of human sexuality began in the late 19th century 

during the Victorian Age, a time of repressive sexual norms. German psychiatrist Richard 

von Krafft-Ebing focused on what he considered to be the psychopathological problems 

of sex. Viennese physician Sigmund Freud, founder of psychoanalysis, considered 

sexuality central to his psychoanalytic theory. Havelock Ellis, an English physician, 

collected a wealth of information on sexuality from case histories, medical research, and 

anthropological reports. The first work in his series Studies in the Psychology of Sex was 

published in 1896. His scientific objectivity laid the ground work for modern sexology. 
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Early in the 20th century, German physician Magnus Hirshfeld founded the first sex-

research institute in Germany. He conducted the first large-scale sex survey, collecting 

data from 10,000 men and women. He also initiated the first journal for publishing the 

results of sex studies, and started a marriage-counseling service. Most of his materials 

were destroyed by the Nazis during World War II between 1939 and 1945. 

The most noted scientific studies of sexuality in the 20th century are those of 

American biologist Alfred Charles Kinsey and his colleagues and those of William H. 

Masters and Virginia Johnson. Kinsey began interviewing people about their sexual 

histories in 1938, and with his colleagues he published Sexual Behavior in the Human 

Male in 1948 and Sexual Behavior in the Human Female in 1953, based mostly on 

interviews with 5300 white men and 5940 white women. As in any area of science, 

particularly relatively new and sensitive areas such as sex research, these studies have 

been criticized on the basis of their findings and methodologies, but Hall (2005) asserts 

each study brings us closer to a fuller understanding of human sexuality. 

The Society for the Scientific Study of Sexuality (SSSS), founded in 1957, is an 

international organization dedicated to the advancement of knowledge about sexuality. It 

is the oldest organization of professionals interested in the study of sexuality in the 

United States. SSSS brings together an interdisciplinary group of professionals who 

believe in the importance of the production of quality research and the clinical, 

educational, and social applications of research related to all aspects of sexuality. The 

early 20th century produced phenomenal growth in scientific understanding; however, 

similar gains were not being made in understanding sexuality. Knowledge concerning 

sexuality has often been accompanied with misunderstanding and confusion (The Society 
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for the Scientific Study of Sexuality, 2002). As healthcare providers, it is essential that 

these sexual aspects of human life, such as a woman’s level of sexual attractiveness and 

responsiveness, be further understood in order to provide optimal patient care. To date 

there has been limited research investing the relationship between sexuality and breast 

augmentation. 

Rowland, Desmond, Meyerowitz, Belin, Wyatt and Ganz (2000) found that cosmetic 

surgery studies rarely examined quality of life and sexual functioning.  Their study 

examined the role of reconstructive surgery on physical and emotional outcomes among 

breast cancer survivors.  A total of 1957 breast cancer survivors from two metropolitan 

areas were assessed with the use of a self-report questionnaire that included a number of 

standardized measures of health related quality of life, body image, and physical and 

sexual function.  

Instruments used included the RAND (Hays, Sherbourne & Mazel, 1992), a 36-item 

health survey that assesses physical functioning, role function, bodily pain, and social 

function. Each score was scored from zero to 100, with higher scores reflecting better 

functioning. Rowland et. al. (2000) additionally used the Medical Outcomes Study Social 

Support Survey (Sherbourne & Stewart, 1991), which has19-items and was scored from 0 

to 100, with 100 indicating better social support.  The Center for Epidemiologic Studies 

Depression Scale (Radkiff, 1977) is a 20-item self-report scale designed to determine the 

presence of depression. Responses on each item are rated on a four-point scale from zero 

to three, resulting in a range from zero to 60 on the total score. Higher scores are 

associated with more symptoms of depression. The Revised Dyadic Adjustment Scale 

(Busby, Crane, Larson & Christensen, 1995) assesses marital or partnership adjustment. 
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This 14-item instrument provides four factor subscales; dyadic consensus, satisfaction, 

cohesion, and affectional expression, which are added to generate a total adjustment 

score. The ranges are from zero to 69, with lower scores reflecting more distressed dyadic 

relationships. The developers of the shortened scale report mean values of 48.0 (SD = 

9.0). Watts Sexual Function Questionnaire (Watts, 1982) is a 17- item instrument that 

assesses the primary components of sexual function. This five-point Likert type scale 

ranged from one (never), to five (always). The total sexual function score ranges from 17 

to 85, with high scores associated with positive sexual functioning. The last instrument 

used was the Cancer Rehabilitation Evaluation System (Schag, Heinrich & Ganz, 1983). 

This is a comprehensive survey designed to assess the quality of life and rehabilitation 

needs of cancer survivors. Scores range from zero to four, with higher scores indicating 

worse conditions.  

The breast cancer survivor groups studied were lumpectomy (57%), mastectomy 

alone (26%), and mastectomy with reconstruction (17%) patients. The groups did not 

differ in emotional, social, or role function. Women in the mastectomy with 

reconstruction group were most likely to report that breast cancer had a negative impact 

on their sex lives (45.4 %, versus 29.8% for lumpectomy, and 41.3% for mastectomy 

alone; p= .0001). As expected, women in the lumpectomy group reported statistically 

significantly fewer problems with their body image and feelings of sexual attractiveness 

than women in either the mastectomy with reconstruction or the mastectomy-alone 

groups. The findings from this study substantiate the importance of woman’s breast size, 

and shape, and how the breast can impact feelings of sexual attractiveness following 

breast surgery (Rowland et. al., 2000).  
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The literature suggests significant psychological, social and sexual morbidity may 

follow mastectomy for treatment of breast cancer. This morbidity is caused by the 

realization that the patient has a life threatening disease together with body image 

disturbance following mastectomy. Al-Ghazal, Sully, Fallowfield and Blamey (2000) 

also found that patients’ self-perceived sexual attractiveness increased significantly 

following immediate post-mastectomy-breast reconstruction surgery (IR) verses delayed 

reconstruction (DR). Those patients who delayed their reconstructive procedures had 

lower levels of return to sexual functioning which, to the researchers, corresponded with 

feelings of sexual attractiveness. Patients who had immediate reconstruction recalled less 

distress and reported better psychosocial well-being than those who had delayed 

reconstruction. A total of 121 patients participated in the study. Thirty-eight patients had 

immediate reconstruction and 83 chose to have delayed reconstruction. The follow up 

time since surgery ranged from six to 226 months.  

All patients were given questionnaires to measure anxiety, depression, body image 

and self-esteem. Tools used by Al-Ghazal et. al. (2000) included the Hospital Anxiety 

and Depression Scale (Zigmond & Snaith, 1983), Body Image Scale (Hopwood, 1993) 

and the Rosenberg Self-Esteem Scale (Rosenberg, 1965). They were asked to answer 

questions about their satisfaction with cosmetic and sexual attractiveness. Ninety-five 

percent of the patients who had IR stated that they would still prefer IR and 76% of the 

patients who had DR stated that they would have preferred IR. Ninety-four percent of the 

IR patients stated that they were very satisfied while only 73% of the DR patients stated 

they were satisfied (p = < 0.001, x2 = 32.13). In the DR group, there was no relationship 

between the time elapsed before reconstruction and patient satisfaction. Only eight 
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percent of the IR group compared with 32% of the DR felt an obvious impairment of 

their sexual attractiveness (p= <0.0001, x2 = 32.13). Anxiety (p = 0.0052, x2 = 7.8) and 

depression (p = 0.05, x2 = 3.01) were less in the IR group than the DR group. Body 

image (p= 0.0001, x2 = 22.65) and self-esteem (p< 0.0001, x2 = 23.4) were superior in 

the IR group.   

Davis and Vernon (2002) conducted a study to determine the relationship between 

cosmetic surgery and efforts (attachment anxiety) to attract or retain romantic partners 

and neuroticism. They stated that mate value, or desirability to potential romantic 

partners, was known to depend in large part on physical attractiveness, particularly for 

women. For this reason, men and women report use of various procedures for enhancing 

physical attractiveness as strategies for attracting and retaining mates. This study 

consisted of 681 men, and 1157 women. Experiences in Close Relationships Tool 

(Brennan, Clark & Shaver, 1998) were used for this study. A survey questionnaire was 

posted on the Internet with the title The Dating Survey IV: Sex in Our Relationships. 

Findings concluded that attachment anxiety was strongly associated with neuroticism,      

r (1802) = .56, p < .0001, as was attachment avoidance to a lesser degree, r (1846) = .19, 

p<.0001. Anxiety was related to cosmetic procedures primarily among women. Clearly, 

attachment anxiety had thus far been empirically related to both cosmetic procedures, as 

well as more extreme attempts to control appearance, such as the use of steroids or eating 

disorders. Therefore, as this study indicates, physical attractiveness, attachment anxieties, 

as well as other methods associated in developing sexuality are motivating factors for 

women to seek breast augmentation.  
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Summary of Sexuality Literature Review 

Sexuality has been studied for centuries in various cultures (Sanders, 2004). As the 

knowledge base increases in regards to human’s sexuality, so does the awareness of its 

importance and influence with respect to women’s health. Knowledge concerning 

sexuality has often been accompanied with misunderstanding and confusion (The Society 

for the Scientific Study of Sexuality, 2002). There are limited studies related to levels of 

sexuality as they affect breast augmentation surgical patients. However, some studies 

have shown that breast cancer patients with breast reconstruction had significantly 

improved levels of sexual attractiveness (Rowland et. al., 2000). Additionally, other 

studies indicated that immediate post-mastectomy reconstruction procedures greatly 

increased patients’ self-perceived sexual attractiveness (Al-Ghazal, et. al., 2000). Several 

clinical reports have described breast augmentation patients as having poor interpersonal 

and romantic relationships. Additional studies have reported that breast augmentation 

patients have a high rate of divorce and sexual dysfunction (Didie & Sarwer, 2003).  

Other factors interrelated to sexuality include interpersonal issues, which relate to the 

importance of the breast in social and romantic relationships, may play an important role 

in the decision to seek surgery. As health care providers, acknowledgment of potential 

sexual dysfunctions in the cosmetic surgical patient, namely the breast augmentation 

patient, will offer a better understanding of the underlined issues associated with women 

who desire to obtain larger and shapelier breast. Additionally, this study will add to the 

body of literature, by connecting the association of human sexuality and cosmetic 

surgery, and its relation to patients’ psychological and sociological wellbeing. 

Furthermore, this knowledge will enlighten cosmetic surgical healthcare providers, 
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regarding expected postoperative patient outcomes, with the intention that they may 

anticipate and respond accordingly to them.  

Breast Augmentation 

Clearly, breast and chest sizes have a significant impact on individuals’ shapes, and 

may therefore play an important role in body image. According to Tantleff-Dunn (2002), 

the popularity of breast augmentation procedures has suggested that for decades. 

Additionally, documentation has implied that American women have been experiencing 

dissatisfaction with their breast size and shape in addition to the more general body image 

dissatisfaction.  

Tantleff-Dunn (2002) investigated the degree to which breast/chest size preferences 

and stereotypes have changed over the past decade in order to identify any subsequent 

trends in the stereotypes associated with different sizes. Additionally, the study sought 

insight into the motivations which influence participants to seek breast augmentation. The 

sample consisted of 511 women and 275 men. Participants completed the Breast/Chest 

Rating Scale (Thompson & Tantleff, 1992), which consisted of five schematic drawings 

of women or men, ordered by increasing breast/chest size. Two mixed ANOVAs were 

conducted to assess gender differences in breast and chest size ideals, and perceptions of 

men and women’s ideals. Because multiple comparison error rates were accounted for in 

the ANOVAs, significant main effects and interactions were further investigated with 

Fisher Protected T- Test. A two (gender: male, female) by five (time: 1990, 1992, 1994, 

1996, 1998) by three (rating: ideal, preferred by men, preferred by women) ANOVA was 

conducted on breast size ratings. Results indicated a significant rating by gender 

interaction, F (2, 1528) = 15.05, p = .000, and a significant main effect of rating, F (2, 
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1528) = 493.34, p = .000. There were no significant main effects on time or time by 

rating or gender interactions.  

Motivational factors tested included; intelligence, popularity, successfulness, and 

sexually activeness. For breast size associated with being the most intelligent, there was a 

main defect of time [F (1, 434) = 32.12. p = .000] with participants in 1998 associating a 

significantly larger breast size with intelligence (mean = 2.68, SD = 0.89) than with 

participants in 1990 (mean = 2.13, SD = 0.92). In addition, there were significant main 

effects of time for ratings of the breast size associated with being popular [F (1, 434) = 

9.60, p = .002], successful [F (1, 434) = 8.51, p = .004], and sexually active [F (1, 434) = 

9.24, p = .003]. 

Summarized, the mean scores indicated that a significantly larger breast size was 

associated with increased intelligence, popularity, successfulness and sexual activity by 

the 1998 group than the 1990 group. Findings suggest that personal perceptions of the 

ideal breast size have not changed, however an increase in breast size is associated with 

various positive characteristics, including intelligence, successfulness, and popularity. 

The results of this study indicate that upper torso images (breast size) commonly 

portrayed in the media may not be accurate portrayals of what men and women prefer. 

Nevertheless, breast augmentation procedures continue to rise annually, likely due to the 

association between positive characteristics and a large breast size (Tantleff-Dunn, 2002). 

Patients seeking cosmetic surgery typically are motivated by a desire to reduce self-

consciousness about negative thoughts and feelings about oneself or the evaluation of the 

self by others (Koff and Benavage, 1998). Koff et. al. (1998) additionally reported that 

breast augmentation seeking patients, often experience anxious preoccupation about their 
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physical appearance, and report feelings of low self-esteem. Their study examined 

relationships among breast size perception, breast size satisfaction, body image, and 

several aspects of psychological functioning that have been associated with breast 

dissatisfaction. One hundred and sixty six women were studied, 94 Caucasian and 72 

Asian American.  

Instruments used included; Beliefs and Attitudes about Breast/Chest Size (Thompson 

& Tantleff, 1992), Perception of Breast Size (Thompson & Altabe, 1991) (one = smallest, 

five = largest), Satisfaction with Breast Size (zero – four, higher scores indicating greater 

disagreement between perceived and ideal size), Body Satisfaction Scale 

(Multidimensional Body-Self Relations Questionnaire (MBSRQ); Brown, Cash & 

Mikulka, 1990; Cash, 1990) (five-point Likert scale, ranging from one being very 

satisfied to five being very dissatisfied), seven-item Appearance Evaluation subscale, 

Overweight Preoccupation Scale (Cash, Wood, Phelps & Boyd, 1991), Rosenberg Self-

Esteem Scale (Rosenberg, 1965), Self-Consciousness Scale (Fenigstein, Scheier & Buss, 

1975), and Appearance Orientation Subscale of the MBSRQ.  

Results indicated that larger breast size was associated with more positive attributes, 

including being popular, sexually active, assertive, and confident. One the other hand, 

smaller breast size was associated with more negative attributes, such as being depressed 

and lonely. Additionally, smaller breast size was associated with intelligence and 

athleticism. There was agreement that men preferred larger breast than women preferred 

or that participants themselves considered ideal. There was no differences between the 

size believed to be preferred by other women and participants’ ideal [t (163) = -.73, p = 

.47] or perceived size [t (163) = .65, p = .52]. Lower breast size satisfaction was 
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associated with lower body satisfaction (r = .34, p<.001), lower generalized appearance 

satisfaction (r = .36, p<.001), and higher weight preoccupation (r = -.25, p = <.001). 

Lower breast size satisfaction was also correlated with lower self-esteem (r = -.33, p < -

.001) and with higher public self-consciousness (r = -.22, p =.005).   

Banbury, Yetman, Lucas, Papay, Graves and Zins (2004) expressed that while plastic 

surgery literature is replete with reports regarding techniques and complications 

following breast augmentation operations, there are significantly fewer reports measuring 

breast augmentation outcomes on other psychological and physiological effects resulting 

from the surgery.  Banbury et. al. (2004) evaluated outcomes following breast 

augmentation to evaluate sensory changes of the breast, pectoral muscle function, and 

body image. Sensation was evaluated by two means: vibration and pressure, using 

Semmes-Weinstein monofilaments. Pectoral muscle function was determined my 

measuring maximal voluntary isometric force. This force was measured with an 

electronic strain gauge tensiometer. This was connected to a Macintosh computerized 

data system. The Multidimensional Body-Self Relations Questionnaire (Cash, Winstead 

& Janda, 1986) was used to measure aspects of body image. It has ten subscales that 

assess individuals’ investment in and satisfaction with their appearance, fitness, health, 

and weight. It is a sixty nine item, self report inventory for the assessment of self-

attitudinal aspects of the body-image construct. Forty seven women were evaluated 

preoperatively and at three and six months postoperatively. Repeated-measures analysis 

of variance was used to compare the three visits on the body image scores. Pair wise 

comparisons were performed using repeated measures ANOVA. The significance level 
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was 0.05 for each hypothesis. Body vibration and pressure had significant mean changes 

from preoperatively to postoperatively (mean = 2.45 to 2.77, p<0.001).  

Vibration demonstrated significant differences both at the three month and six month 

measurements, whereas pressure demonstrated a significant alteration at the three months 

but not the six month period (mean = 0.39 to 0.98, p = 0.13). There was no detected 

change in muscle function preoperatively or postoperatively following breast 

augmentation (mean = -1.12 to 2.25, p = 0.12). The mean scores for body area 

satisfaction improved significantly (mean = 0.30 to 0.50, p = <0.001). Researchers 

support further evaluation of these patients at one, two and five year periods, because 

they state, there is no certainty that the early positive changes in body image will be 

maintained.      

Didie and Sarwer (2003) studied factors that influenced patients to undergo cosmetic 

breast augmentation surgery. They point out that in 2001, breast augmentation surgery 

was the most popular cosmetic surgery performed by American plastic surgeons. A 

variety of factors motivate women to seek cosmetic surgery. They identify however, that 

such factors have received little theoretical discussion and empirical study. Their study 

included 25 women, with a mean age of 32, who were scheduled for breast augmentation 

procedures. Demographic questionnaire, Multidimensional Body Self Relations 

Questionnaire (Brown, Cash & Mikulka, 1990; Cash, Winstead & Janda, 1986), 

Appearance Schemas Inventory (Cash & Labarge, 1996), Socio-cultural Attitudes 

Towards Appearance Questionnaire (Heinberg, Thompson & Stormer, 1995), Body 

Dysmorphic Disorder Examination Self- Report (Rosen & Reiter, 1996), Breast Chest 

Rating Scale, Physical Appearance-Related Teasing Scale (Thompson, Fabian, Moulton, 
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Dunn & Altabe, 1991), Quality of Life Inventory (Frisch, 1994), Derogatis Interview for 

Sexual Functioning-Self Report (Derogatis, 1978), Dyadic Adjustment Scale (Spanier, 

1976), Motivation for Augmentation Questionnaire, Source of Knowledge Questionnaire, 

and Breast Implant Questionnaire were the tools used in this study.   

Comparisons between the group of prospective breast augmentation patients and 

controls were made using a series of t-tests. Frequencies and differences between groups 

were examined by using chi-square analyses. Breast augmentation candidates reported a 

larger ideal bra cup size, t (53) = 3.78, p < 0.001. The augmentation candidates reported 

more positive sexual functioning overall, t (23) = 3.08, p < 0.005. They reported greater 

sexual drive, t (30) = 6.63, p < 0.01 and becoming sexually aroused more easily, t (28) = 

4.03, p < 0.001. The authors concluded that breast augmentation results in improved body 

image with negligible effects on muscle or nerve function of the breast. Additionally, 

breast augmentation patients appeared motivated by their feelings about their breasts 

rather than direct /indirect influence from external sources, such as romantic partners or 

socio-cultural representations of beauty.  

Statistics revealed by the American Society of Plastic Surgeons (2004), cosmetic 

surgery, including breast augmentation, has become an increasingly common medical 

procedure. The benefit to patients has not been quantified objectively. Rankin, Borah, 

Perry and Way (1998) examined prospectively long-term quality of life outcomes for 

patients undergoing elective cosmetic surgery. A correlation study of 105 patients, using 

the parameters of the quality of life index, depression, social support, and coping was 

conducted preoperatively, and at one and six month intervals postoperatively. The 105 

cosmetic surgery patients were recruited preoperatively through three plastic surgery 
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practices. Ten percent were male and 90% were female. Sixty-four percent were between 

the ages of 31 to 50 years with a range of 19 to 70 years. Subject criteria for participation 

in the study included the ICD-9 Code C-M V50.1, defined as persons seeking surgical 

alteration of structurally normal body parts to improve appearance.  Instruments used 

included four self-report questionnaires, Health Measurement Questionnaire, Personal 

Resources Questionnaire, Center for Epidemiologic Studies Depression Scale (Radkiff, 

1977), and the Ways of Coping Scale (Folkman & Lazarus, 2004). The findings indicated 

that cosmetic surgery produced positive psychological benefits by significantly 

improving quality of life. The highly significant result (p < 0.0001) indicated 

considerable positive effects on the overall quality of life measures from cosmetic 

surgery in general. 

Sarwer et. al. (1998) conducted a study on the effects of breast augmentation versus 

breast reduction and its relationship to body image dissatisfaction. Thirty women seeking 

breast augmentation and 30 seeking breast reduction procedures completed two body 

image measures preoperatively. Instruments used included a patient information 

questionnaire, Multidimensional Body-Self Relations Questionnaire (MBSRQ) (Brown, 

Cash & Mikulka, 1990; Cash, 1990) and the Body Dysmorphic Disorder Examination-

Self-Report (BDDE-SR) (Rosen & Reiter, 1996). Both groups of patients reported 

engaging in substantial behavioral change in response to their feelings about their breast. 

The results of this study suggest that breast reduction and augmentation patients present 

for surgery with different body image concerns. As compared with the breast 

augmentation patients, breast reduction patients reported greater dissatisfaction with their 

overall body image [t (58) = 2.24, p<.03].  
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Sarwer et. al. (1998) summarized that there are substantial numbers of individuals 

who are significantly distressed about their appearance, to the point of social 

embarrassment and avoidance. He additionally encouraged further research in regards to 

the psychological phenomenon that occurs to the cosmetic patient. “Understanding 

changes which occur following cosmetic surgery is critical to our understanding of the 

psychological benefits of cosmetic surgery” (p. 1960). 

A study was performed to examine the efficacy of breast augmentation on 112 

women. The researchers, Young, Nemecek and Nemecek (1995), asked a series of 

questions to determine the psychological effects of breast augmentation on body image, 

self-confidence and interpersonal relationships. Tools used included a demographic 

questionnaire, various questions relating to satisfaction with the surgical results (Likert 

scale: agree, disagree or neutral), questions pertaining to the surgery’s psychological 

impact, some of which were taken from the Multidimensional Body Self Relations 

Questionnaire (Brown, Cash & Mikulka, 1990; Cash, 1990), and finally, interviewees 

were asked to rate their satisfaction with various areas of their bodies. Percent values 

were reported on all of the result obtained from this study. Eighty six percent of the group 

reported decreased self-consciousness and 88% reported heightened self-confidence. 

Ninety five percent felt better about themselves after surgery, 86% reported being 

completely or mostly satisfied with the results, 86% felt the operation was a success and 

95% said that the breast augmentation met their expectations. In this group, a two, three, 

and five year postoperative follow up survey revealed that the level of satisfaction 

remained unchanged.     
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Breast augmentation patients may have underlining psychological issues which may 

be altered following breast augmentation. The psychological effects on cosmetic surgery 

patients have also been noted by other authors such as Davis (1997) who asserts,  “A 

woman who focuses obsessively on a perceived (or real) flaw and resorts to excessive 

plastic surgery may be avoiding other unhappy things in herself that require more than a 

nip and a tuck to fix. The person can fill her day researching different surgeries and 

planning who will do it, which fills time so she’s not thinking about the real problems 

that exist within herself” (p. 220). Researchers explore and statistically support findings, 

that the influence of self-esteem, and sexuality, has a direct effect on how one perceives 

herself as perfect, following breast augmentation, a procedure that inherently corrects, 

and improves the appearance of one’s breasts.  

Summary of Breast Augmentation Literature Review 

The number of breast augmentation procedures has increased steadily over the past 

years. Its popularity has brought about a variety of questions regarding the reasons 

associated with the steady increase in numbers of procedures. Studies have attempted to 

analyze various psychosocial and psychological factors that may contribute to this 

popularity.  Patients seeking cosmetic surgery typically are motivated by a desire to 

reduce self-consciousness about negative thoughts and feeling about themselves or 

impressions of others about themselves. Additionally, societal influence, of what 

constitutes beautiful breast or perfect breast shape motivates women to seek breast 

augmentation surgery (Koff & Benavage, 1998).    

This chapter has reviewed the literature on self-esteem, sexuality and breast 

augmentation and reveals gaps on results obtained from the various data collected. There 
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are a variety of results obtained during this review which signify the importance of 

continuing research in this area. Cosmetic surgery has psychological and sociological 

impacts on patients postoperatively. However, the diverse study results obtained during 

this literature review suggest diverse outcomes. It is apparent that these studies continue, 

alternatively utilizing similar variables in an attempt to further understand the 

psychological and psychosocial dynamics that occur following cosmetic surgery, namely 

breast augmentation procedures.   

The study will address two very important psychological issues to the breast 

augmentation patient, self-esteem and sexuality. Additionally, as a result of the limited 

research performed in this specific population of patients related to levels of self-esteem 

and sexuality following breast augmentation, this study will further add to the body of 

knowledge needed to provide appropriate nursing care.  It is imperative that nurses and 

other healthcare providers prepare themselves to deal with issues pertaining to patients’ 

levels of self-esteem and/or sexuality. Furthermore, providing desirable appropriate care 

to this specific population of patients, such as the breast augmentation patient, is essential 

when attempting to provide high standards of care with resulting optimal outcomes.  

Understanding breast augmentation, and its effects on a patients’ self-esteem and 

sexuality levels may likely promote optimal recovery and psychological benefits to the 

patient.  
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Chapter III 

Methodology 

Introduction 

 In this chapter, the methods which were used to conduct this research are presented. 

The research design, sampling techniques (i.e., inclusion and exclusion criteria, sample 

size and power analysis, data collection procedures, and protection of human subjects), 

research instruments used to measure the variables and their appropriateness to this study, 

and data analysis techniques are described and justified. 

Research Design 

 This descriptive study used a pretest-posttest design, convenience sample group. This 

design was selected because the study contains subjects, incorporates a treatment 

modality, and is nonrandomized. The main objective of descriptive research studies is to 

accurately portray characteristics of individuals, situations, or groups and the frequency 

with which certain phenomena occur. Pre-post design is the collection of data from 

research subjects both before and after the introduction of an intervention (Polit, Beck & 

Hungler, 2001; Salkind, 2000). Furthermore, this design was used to investigate the 

relative contributions of the predictor or independent variable, breast augmentation 

procedure, to the two criterion or dependent variables, self-esteem and sexuality. The 

independent variable, bilateral breast augmentation procedure, is a surgical breast 

enhancement technique which augments the breast by placing breast implants (saline or 

silicone filled) directly under the existing breast tissue (American Society of Plastic 

Surgeons, 2004). The two dependent variables are levels of self-esteem and sexuality. 
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Self-esteem levels were measured by using the Rosenberg Self-Esteem Scale (RSES) 

(Rosenberg, 1965). This scale measures an individual’s self-esteem from a global or 

overall perspective. For this study, sexuality will refer to sexual attractiveness and 

responsiveness, and was measured using the Female Sexual Function Index (FSFI). 

Daker-White (2002) found this instrument to be a reliable and valid female sexuality 

index tool. The questionnaire has a high level of internal consistency (Cronbach’s α = 

.81-.97) and is also highly reliable (test-retest of .61 < r < .92). Institutional Review 

Board (IRB) approval was obtained from Barry University prior to the initiation of the 

study.  

Preoperatively, participants signed the consent form, and completed the demographic 

questionnaire and the two research instruments. One to two months postoperatively, the 

patients again completed the two research instruments. This time frame was selected 

because, on an average, final results obtained following breast augmentation, can occur 

as early as one month. Most patients take from one to three months to recover, however, 

are able to return to work one to two weeks postoperatively. The breast will begin 

looking more natural and softer within the first three to four weeks (American Society of 

Plastic Surgeons, 2004).  

Setting 

 Participants were obtained from privately owned cosmetic surgical centers in South 

and North Central Florida.  Florida is third in regions which rank highest in populations 

of individuals who obtain breast augmentation in the United States. An estimated 49,755 

women obtained breast augmentation in 2003 from this region (American Society of 

Plastic Surgeons, 2004). Because of this large population of women who seek breast 
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augmentation, Florida was chosen as the state in which to collect data for this study. All 

cosmetic surgical facilities were accredited and the facilities and surgeons met Florida’s 

surgical ambulatory standards. The outpatient facilities accommodate various types of 

cosmetic surgical procedures, including breast augmentation, and in addition administer 

appropriate anesthesia by a licensed anesthesiologist or nurse anesthetist.        

Participants 

Inclusion and Exclusion Criteria 

For patients to meet acceptable criterion and prior to completing the questionnaires, 

they had to be previously scheduled for the surgical procedure (breast augmentation only) 

approximately one to two weeks prior to the scheduled surgery. They had to be female, at 

least 21 years old, having only one same day surgical procedure (breast augmentation). 

During 2003, the 19-34 age groups had nearly 2 million cosmetic procedures, and 24 

percent of all procedures (surgical and non-surgical). The most popular surgical 

procedure in this age group was breast augmentation (150,208 and 54 percent of the 

breast augmentation total) (American Society of Plastic Surgeons, 2004). Patients may or 

may have been given general anesthesia, but at all times had intravenous sedation during 

their breast augmentation procedures. 

Participants excluded from this study included men, women younger than 21 years of 

age, and those who were undergoing additional cosmetic surgery during their scheduled 

breast augmentation procedure. Other exclusions included reconstruction breast 

augmentations following mastopexies, breast reductions, mastectomies and/or other 

related reconstructive procedures due to pathological medical conditions.  
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Sample Size and Power Analysis 

In order to determine an adequate and appropriate sample size for the number of 

variables and statistical analysis techniques, a priori power analysis was conducted using 

the G*POWER 2.0i software package (Erdfelder, Faul & Bruchner, 1996; 2001). 

G*Power is a general power analysis program capable of performing high-precision 

statistical power analysis for the most common statistical tests in behavioral research. 

This software has received positive ratings for accuracy and is available free of charge on 

the Internet (Goldstein,1989). 

To confirm accuracy for this study, select computerized sample size estimates were 

compared with values listed in tables in Cohen (1988). For this study alpha (α) was set at 

the level of .05, and beta-1 (β) was set at .95. Thus the desired power of .95 with a large 

effect size was used (0.8 for paired t –test, repeated measures ANOVA, SAS Proc GLM 

and Pearson r). When the effect size is large, or a pattern of moderate effect sizes exists, 

it is likely that the quality of the result represented by the survey’s questions are 

appreciably different and, therefore, may be of practical as well as statistical significance 

(Cohen, 1988). In this study the measure of strength in the relationships between the 

variables (i.e., breast augmentation, self-esteem and sexuality) was confirmed in the 

literature (Sarwer, et. al., 2003; Flentje, 2001). The literature supports the notion that the 

independent and dependent variables were strongly interrelated. A smaller sample size is 

adequate to demonstrate the relationship statistically (Polit & Hungler, 1995). 

Based on the standard normal tabled value for alpha level of .05 (confidence level of 

95% indicating the probability of rejecting the statistical hypothesis tested when, in fact, 

that hypothesis is true), 84 subjects would be acceptable to participate in the study. A 
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confidence level of 95% is the customary norm acceptable in social science research 

(Munro, 2001; Polit, Beck & Hungler, 2001).  

Data Collection Procedures 

 Prior to commencement of the study, written consents were obtained from each of the 

cosmetic surgical centers (Appendix J), which had agreed to post a recruitment flyer in 

their waiting rooms (Appendix M). Patients who were interested in participating in the 

study contacted the researcher by phone. During the initial phone call, the candidate was 

screened by the researcher for inclusion criteria. Inclusion criteria denoted that the patient 

had to be presently scheduled for surgery, approximately one to two weeks following the 

initial contact with the researcher, over the age of 21, and only having a breast 

augmentation procedure.  If eligible, a packet was mailed which included introduction to 

research study (Appendix A), consent form (Appendix B), demographic questionnaire 

(Appendix C), Rosenberg Self-Esteem Scale (Appendix D) Survey, Female Sexual 

Function Index (Appendix F) questionnaire, and a self-addressed, stamped return 

envelope. A letter of introduction was provided and the research goal was clarified. The 

information obtained from the demographic questionnaire determined eligibility prior to 

commencement of the study. This form included patients’ age, marital status, present 

residency, ethnicities, educational levels, past cosmetic procedure histories and if 

consulting for other cosmetic procedures in conjunction with the breast augmentation 

procedure. 

 Once eligibility requirements were met and the participant agreed to participate, they 

were asked to sign the appropriate patient consent form that was mailed to them along 

with the initial preoperative questionnaires and instruments. Once packets were mailed 
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out, a routine phone call was made by the researcher to verify that the participant did 

receive the packet, and that there were no further questions about the study. If the 

participant chose not to proceed to the study after explanation of the research and 

following reading the cover letter, they were politely thanked (by phone call) for their 

time and consideration. For those who agreed to participate, it was stated that they could 

withdraw at anytime from the study without consequence. Participants completed the 

initial preoperative forms, and then mailed the forms back to the researcher in the 

provided self-addressed stamped envelope. Approximately one to two months following 

the participants’ breast augmentation procedures, another packet, which included the 

Rosenberg Self-Esteem Scale questionnaire and the Female Sexual Function Index 

questionnaire, was mailed to participants, along with another self-addressed return 

envelope. When participants completed the postoperative questionnaires, they once again 

mailed them back to the researcher in the self-addressed, stamped envelope provided.   

 Questionnaires, including demographic data, were collected on a TELE-form survey 

form (Appendix K & L), with easy to read, simple instructions on how to complete each 

questionnaire. The questionnaire results were scanned into a Teleform database, and an 

identifier was added to each record, flagging it as either preoperative or postoperative. 

The data were then transferred into Microsoft Excel Solver Statistical Package for data 

review, quality control, and preliminary analysis of descriptive statistics. For the more 

advanced analyses, the data were further transferred to the SAS statistical package (SAS, 

1999 – 2004). Both questionnaires took approximately 20 to 30 minutes to complete. 

Throughout the data collection process, patient confidentiality was maintained at all times 

by the researcher. All patient information and completed questionnaires were kept in a 
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sealed envelope prior to being scanned through the Tele-form automated scanning 

processor. The signed consents were stored separately from the demographic 

questionnaire and two survey questionnaires. 

 The researcher worked with a statistician to scan the forms onto a secure 

Teleform database. Patient number identifiers were obtained, delineating the preoperative 

questionnaire from the postoperative questionnaire. This method was used to maintain 

participant confidentiality, and served as a way of organizing data collection. It also 

insured accurate linkage between pre and post data collection. No personal identifiable 

information was present at any time in the files used for the data analysis. All confidential 

information has been stored in a locked cabinet in the researcher’s office. The data will 

be kept for a period of five years and then destroyed. A prior notice was given that the 

study results in aggregate form were made available to those individuals requesting them.  

Protection of Human Subjects 

 Approval from Barry University’s Institutional Review Board (IRB) was obtained 

prior to initiation of this study (Appendix N, O & P). All protocols set forward by the 

IRB were strictly followed. The researcher had no personal association with any of the 

surgical facilities where the research study was conducted. Confidentiality of the 

participants was maintained by the inability to place any personal identifiers on the 

questionnaires. Once 84 completed questionnaires were collected pre-operatively and 

post-operatively, the data collection ceased. All information provided by participants was 

voluntary and remained confidential. Only the researcher and dissertation committee had 

access to the data. Prior to initiation of the study, all participants were made aware of the 

study’s purpose and participation requirements via a cover letter attached to the survey 
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instruments. The risks involved in participation in this study were minimal. There was the 

possibility that some of the participants could encounter psychological distress from an 

awareness of their feelings of lowered self-esteem or sexuality. If this occurred they were 

made aware that they were not obligated to complete the questionnaires and could, at 

anytime, skip a question or stop the participation of the study. Although there may not 

have been direct patient benefits from participation of this study, the results of this study 

could perhaps provide a greater understanding of the psychological changes that occur in 

women following breast augmentation procedures. Particular reference of concern 

included self-esteem levels and changes in sexuality.  

Instrumentation 

Demographic Questionnaire 

The demographic questionnaire consisted of 7-items. These demographic variables 

were: age, marital status, residency, ethnicity, level of education, and whether the 

participant had obtained previous cosmetic surgery. Lastly, the patient was asked if they 

were having other surgical procedures in addition to the breast augmentation procedure. 

This question was pertinent to the research study because it placed a deciding factor on 

whether this participant qualified for the study.  

Rosenberg Self-Esteem Inventory 

Self-esteem was measured in this study by using the 10-item Rosenberg Self-Esteem 

Scale (Rosenberg, 1965). The Rosenberg Self-Esteem Scale measures an individual’s 

self-esteem from a global or overall perspective. The items are rated on a scale ranging 

from strongly disagree (1) to strongly agree (4). Reversing the five positive items and 

summing them with the five negative items derives a cumulative score. Higher score 
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results indicate higher self-esteem levels. This measure has been used extensively in a 

variety of populations. In previous self-esteem research, the scale showed excellent 

reliability and validity (Schaumber, Patsdaughter, Selder & Napholz, 1995). Schaumber, 

et. al., observed internal reliability coefficients for the total sample of this study (n=40) 

were 0.85 at pretest and 0.86 at posttest. According to the researchers, these estimates 

were consistent with published reliability coefficients from studies in which the RSES 

has been used with comparable samples and are quite favorable for a 10-item paper and 

pencil self-report instrument. In addition, Peden et al. study (2000) with a sample of 

women ages 18 to 45 years, reported that Cronbach’s alpha for the Rosenberg Scale 

exceeded 0.70. Cronbach’s alpha in this sample was 0.89. 

The Rosenberg Self-Esteem Scale is a widely accepted unidimensional measure of 

self-esteem which has been used in diverse populations, including women (Anderson, 

2000; Cheng & Furnham, 2002) and for psychological and sociological studies related to 

women who seek breast augmentation (Sarwer et. al., 2002). Therefore, it was believed 

the best choice for use in this study.  

Female Sexual Function Index 

Sexuality was measured using the Female Sexual Function Index (FSFI) (Bayer AG 

& Zonagen, Inc.). This 19-item questionnaire was used to measure sexual functioning in 

women for the specific purpose of assessing domains of sexual function, for example, 

sexual arousal, orgasm, satisfaction, and pain. It measures sexual experience, knowledge, 

attitudes and interpersonal relationships in women.  

The psychometric (i.e., desire, subjective arousal, lubrication, orgasm, satisfaction, 

and pain) validation of the FSFI was conducted by investigators, with funding from two 
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corporate sponsors (Bayer AG & Zonagen, Inc.) (Female Sexual Function Index Website, 

2000). Test-retest reliability and validity of the FSFI tool (r = 0.79 – 0.86) and for total 

scale (r = 0.88) had been determined by Rosen, Brown, Heiman, Leiblum, Meston, 

Shabsigh, Ferguson and D’Agostino (2000). Additionally, a high degree of internal 

consistency was observed (Cronbach’s alpha values of 0.82 and higher). Good construct 

validity was demonstrated by highly significant mean difference scores between the 

Female Sexual Arousal Disorder and control groups for each of the domains (p ≤ 0.001). 

Additionally, conflicting validity with a scale of marital satisfaction was observed. These 

results support the reliability and psychometric (as well as clinical) validity of the FSFI in 

the assessment of key dimensions of female sexual function in clinical and non-clinical 

samples. Rosen et. al., (2000) findings suggest important gender differences in the 

patterning of female sexual function in comparison with similar questionnaire studies in 

males. 

Meston (2003) conducted a study to extend the validation of the FSFI to include 

women with a primary clinical diagnosis of female orgasmic disorder (FOD; n = 71) or 

hypoactive sexual desire disorder (HSDD; n = 44). Internal consistency and divergent 

validity of the FSFI were within the acceptable range for these populations of women. 

Significant differences between women with FOD and controls, and between women 

with HSDD and controls were noted for each of the FSFI domain and total scores. The 

findings from this study indicate that the FSFI is a reliable and valid measure to sexual 

functioning for women with FOD and HSDD. Meston (2003) determined internal 

consistency using Cronbach’s alpha values of .91 and higher for each of the 6 FSFI 

domains and the total FSFI score separately for women with FOD, HSDD, and controls. 
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This was the first study to validate a measure of sexual functioning on a sample of 

women with a primary clinical diagnosis of FOD and on a sample of women with a 

primary diagnosis of HSDD. Meston (2003) adds, “Future research is needed to examine 

the sensitivity of the FSFI for detecting treatment-induced changes among these 

populations of women” (p. 46).  Therefore, application of this tool was deemed 

appropriate for this study.   

A study performed by Wiegel, Meston, and Rosen (2005) was designed to cross-

validate the FSFI in several samples of women with mixed sexual dysfunction (n = 568) 

and to develop diagnostic cut-off scores for potential classification of women’s sexual 

dysfunction. The combined data set consisted of multiple samples of women with sexual 

dysfunction diagnoses, including female sexual arousal disorder, hypoactive desire 

disorder, female sexual orgasm disorder, dyspareunia/vaginismus (pain), and multiple 

sexual dysfunctions, in addition to a large sample of non-dysfunctional controls. 

Researchers assessed Cronbach’s alpha (internal reliability) and inter-domain correlations 

and tested discriminate validity by means of a MANOVA (multivariate analysis of 

variance; dysfunction diagnosis x FSFI domain), with Bonferroni-corrected post hoc 

comparisons. Wiegel et. al.,(2005) found the internal reliability for the total FSFI and six 

domain scores to be good to excellent, with Cronbach’s alpha >0.9 for the combined 

sample and above 0.8 for the sexuality dysfunctional and non-dysfunctional samples, 

independently. Again, because of the strengths derived from the above studies regarding 

the affirmation to FSFI reliability and validity results, it is believed that this index is the 

best choice for this study.   
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The scoring system of the FSFI is outlined in Appendices G and H. The individual 

domain scores and full scale score of the FSFI are derived by computational formula. 

Individual domain scores are obtained by adding the scores of the individual items that 

comprise the domain and multiplying the sum by the domain factor. The full scale score 

is obtained by adding the six domain scores. It should be noted that within the individual 

domains, a domain score of zero indicates that no sexual activity was reported during the 

past month. 

Data Analysis 

The quantitative data analysis was performed using a combination of Excel Solver 

Statistical Package and the SAS statistical system (SAS, 1999 - 2004). The hypotheses 

for this study contained one predictor variable for the value criterion variable and two 

predictor variables for the levels of self-esteem and sexuality. Due to the relative 

seriousness consequences of Type I and Type II errors in the context of this study, alpha 

(α) was set at the conventional level of .05 for the behavior sciences, and beta-1 (β) set at 

the level of .95.  

Descriptive statistics, including mean, median, standard deviation, and percentages 

were used to describe the population. Paired difference t-tests were used to analyze 

relationships amongst post-operative breast augmentation patients in relation to their 

levels of self-esteem and sexuality. Experiments in which the observations are paired and 

the differences are analyzed are called paired difference experiments. This experiment 

set-up can often provide more information about the differences between population 

means than conventional independent samples, because the differencing significantly 

reduces other (non-measured) sources of variability. In experiments such as this, the 
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“control” for each post-intervention (breast augmentation surgery) patient is the same 

patient pre-surgery. Because there is a time element involved, some 

unknown/uncontrolled external factors other than the direct affects of the procedure could 

still influence post-surgery scores, but clearly the major demographics etcetera, are by 

and large relatively constant over such relatively short periods of time. T-test is a 

parametric statistical test used for analyzing the difference between two means (Polit, 

Beck & Hungler, 2001).  An alpha level was set at 0.05 significance for all analyses.  

Repeated measures ANOVA, SAS’s Proc GLM tested differences in the sexuality six 

subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) after the patients 

received breast augmentation. This statistical method is used to determine differences 

among the means of two or more groups on a single variable. Like the t-test, ANOVA is 

a parametric procedure used to test the significance of differences between means. 

However, ANOVA is not restricted to two-group situations: The means of three or more 

groups can be compared with ANOVA (Polit, Beck & Hungler, 2001).  

Pearson Product-Moment Correlation Coefficients (r), measured the differences in the 

relationship of sexuality and self-esteem following breast augmentation. This statistical 

analysis measures the degree of relationship between pairs of interval variables in a 

sample. The most widely used correlation coefficient, designating the magnitude of 

relationship between two variables measured on at least an interval scale; also referred to 

as product-moment correlation. This coefficient is computed when the variables being 

correlated have been measured on either an interval or ratio scale (Polit, Beck & Hungler, 

2001). Following the study results, demographic questions one through six were 

statistically studied using ANOVA, SAS’s Proc GLM to determine the marginal means 
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and correlations between participants’ demographic profiles and their levels of self-

esteem and sexuality. 

Summary 

Prior to data collection, approval was obtained from Barry University’s, IRB 

committee. Data from this study were obtained from same day cosmetic surgical centers 

in South and North Central Florida.  Participants entered their responses from the 

questionnaires onto a Teleform-flow form. The questionnaire results were scanned into a 

Teleform database, and an identifier was added to each record, flagging it as either 

preoperative or postoperative. The data were then transferred into Microsoft Excel Solver 

Statistical Package for data review, quality control, and preliminary analysis of 

descriptive statistics. For the more advanced analyses, the data were further transferred to 

the statistical package (SAS, 1999 - 2004). All data were stored on a secure hard drive 

until adequate participants were obtained. Patient confidentially was maintained 

throughout the research process.  A priori power analysis computed using the G*Power 

software package was conducted to determine an appropriate sample size. Eighty-four 

participants were deemed adequate for this study. The surveys consisted of (a) the 10-

item Rosenberg Self-Esteem Scale (Rosenberg, 1965); (b) the 19-item Female Sexual 

Function Index; and (c) a 7-item demographic questionnaire. Data analysis was 

performed using Excel Solver Statistical Package for quantitative data analysis. 

Experimental design paired difference t-tests were used to analyze relationships amongst 

post-operative breast augmentation patients in relation to their levels of self-esteem and 

sexuality. Repeated measures ANOVA, SAS’s Proc GLM measured differences in the six 

sexuality subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) after 
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receiving breast augmentation. Additionally, Pearson Product-Moment Correlation 

Coefficients (r), measured the differences in the relationship of sexuality and self-esteem 

following breast augmentation. Demographic questions one through six were statistically 

studied using ANOVA, SAS’s Proc GLM to determine the marginal means and 

correlations between participants’ demographic profiles and their levels of self-esteem 

and sexuality.  
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Chapter IV 

Analysis of Findings 

Introduction 

The purpose of this research was to gain an understanding of the changes that 

occurred in the levels of self-esteem, measured by the Rosenberg Self-Esteem Scale 

(1965) and sexuality, as measured by the Female Sexual Function Index (2000), 

following breast augmentation procedures. A descriptive study was used in this research, 

with a pretest-posttest design using a convenience sample group. Eighty four participants 

were obtained from privately owned cosmetic surgical centers in South and North Central 

Florida. A 7-item demographic questionnaire was used to address personal history and 

determine eligibility. Data were maintained on a secure hard drive until adequate 

participants were obtained. 

This chapter presents the results of this study. It covers the description of the 

sample, analyses of frequency distributions, data analysis, measurement scales, 

hypotheses testing, and conclusions.  

Description of the Sample 

Sample Size Adequacy 

 The experimental design included an up-front assessment of the sample size 

sufficient and necessary to allow the hypothesized effects to be detected. In all survey-

based research, there are logistical and cost issues associated with administering the 

surveys, and thus it is prudent and desirable to collect a sample that is sufficient for the 

desired measurements, but not excessive. Based on a target alpha (α) of .05, a beta-1 (β) 
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of .95, a desired power of .95, and an anticipated large effect size (i.e., .8), calculations 

showed that a sample size of 84 participants was appropriate (methodology modeled after 

Cohen, 1988). In this study the measure of strength in the relationships between the 

variables (i.e., breast augmentation, self-esteem, and sexuality) was confirmed in the 

literature (Sarwer, et. al., 2003; Flentje, 2001). The literature supported the notion that the 

independent and dependent variables were strongly interrelated (Polit & Hungler, 1995). 

Therefore, the sample size obtained was adequate to support the data analysis conducted 

and minimized the possibility of a Type I error. 

Under semi-continuous enrollment, 114 participants responded in some degree to 

the study. Enrollment was stopped when 84 complete questionnaires were received. One 

participant who returned the initial questionnaire did not qualify for the study; six 

returned the surveys incomplete; nine declined to participate in the study after learning 

more details; and 14 who initially agreed to participate did not respond to follow-up calls 

or return the original mailed questionnaires. 

Demographic Characteristics of the Sample 

 Table 1 presents a frequency distribution of the participants’ demographic 

characteristics.  Consistent with the demographic composition of the average age 

represented in the statistic obtained from the American Society of Plastic Surgery (2005), 

75%  (N=63, SD=9.5) of the participants were between the ages of 21 and 40, and almost 

half were married (N=39, 47%). The majority of the participants lived in the United 

States (N=73, 87%), were Caucasian (N=46, 55%), had under-graduate degrees (N=41, 

49%), and had no previous cosmetic surgical procedures in the past (N=68, 81%). The 

standard deviation is one of several indices of variability used to characterize the 
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dispersion among the measures in a given population; therefore, for this study age was 

the only demographic characteristic that required a scale of measurement (SD) (Polit, 

Beck & Hungler, 2001). For purposes of further analysis, demographic questions one 

through six were statistically studied using ANOVA, SAS’s Proc GLM to determine the 

marginal means and correlations between participants’ demographic profiles and their 

levels of self-esteem and sexuality.  

Table 1 

Frequency Distribution of Participants’ Demographics (N=84) 

Variable                   (mean scores)               n    % 

Age                          21-30    35    42 

                         31-40    28    33 

                         41-50    20    23 

                         51-60    2    2 

Marital Status  Married   39    47 

   Single    28    33 

   Widowed   1    1 

   Divorced   7    8 

Separated   5    6 

   Living with s/o  4    5 

         (table continues) 
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Table 1 (continued) 

Frequency Distribution of Participants’ Demographics (N=84) 

 

Variable      n    % 

Residency  

USA      73    87 

 Caribbean Islands    11    13 

Ethnicity 

 Hispanic     34    41 

 Caucasian     46    55 

 African American    2    2 

 European     2    2 

Educational Level   

High School     20    24 

 Under-graduate    41    49 

Graduate     22    26 

Doctorate     1    1 

                                                                                                                   (table continues) 
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Table 1 (continued) 

Frequency Distribution of Participants’ Demographics (N=84) 

 

Variable      n    % 

 

History of Previous Cosmetic Surgery 

 Yes      16    19 

 No      68    81 

 

 

Table 2 gives the means and standard deviations for the continuous demographic 

variable, age. The age of the participants ranged from 21 to 57 years with a mean age of 

33 (SD = 9.5).  

Table 2 

Descriptive Statistics for Participants’ Demographics 

 

Variable   N   Range         M   SD  

 

Age    84  21-57  33  9.5 
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Measurement Instruments 

Item Descriptive Statistics 

In the 10-item Rosenberg Self-Esteem Scale (RSES), the mean preoperative score 

was 20.7 (SD 6.3), with a range of five to 30, and a median score of 21. Nine participants 

(10.7%), preoperatively, had the maximum possible score of 30 for self-esteem. Scores 

obtained from the postoperative Rosenberg Self-Esteem Scale, indicated a slightly higher 

mean score of 24.9 (SD 4.6), with a range of four to 30, and a median score of 26. Fifteen 

participants (17.9%), postoperatively, had the maximum possible score of 30 for self-

esteem. The cumulative percent of participants who did not have score changes or scored 

lower in the postoperative RSES questionnaire following surgery was 17.4% (N=15). The 

number of participants that scored greater than their preoperative score was 82.2% (N= 

69). The higher the score the greater the self-esteem level (see table 3). 

Table 3 

Descriptive Statistics for the 10-Item Rosenberg Self-Esteem Scale Scores   

Pre-RSES Mean         Range              Median      SD 

        20.7           5 - 30                        21       6.3 

Post-RSES Mean        Range   Median      SD 

       24.9                 4 - 30       26       4.6 

 

In the 19-Item Female Sexual Function Index (FSFI), the mean preoperative score 

was 27.2 (SD=7.97) with a range of one to 36, and a median score of 30. Three 



71 

  

participants (3.6%), preoperatively, had the maximum possible score of 36 for sexuality. 

Scores obtained from the postoperative FSFI, indicated a slightly higher mean score of 

31.4 (SD=5.09), with a range of two to 36, and a median score of 33. Seven participants 

(8.3%), postoperatively, had the maximum possible score of 36 for sexuality.  The 

cumulative percent of participants who did not have score changes or scored lower in the 

postoperative FSFI questionnaire, following surgery was 16.7% (N=14). The number of 

participants that scored greater than their preoperative score was 83.3% (N= 70). The 

higher the score the greater the sexuality level (see table 4 and figure 3). 

Table 4   

Descriptive Statistics for the 19-Item Female Sexual Function Index Scores 

 

Pre-FSFI Mean         Range              Median     SD 

        27.2           1 - 36                        30      7.97 

Post-FSFI Mean        Range   Median     SD 

       31.4                 2 - 36      33      5.09 
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Figure 3 

Descriptive Statistic for the 19-Item Female Sexual Function Index Scores 

Pre-Operative FSFI Questionnaire Results
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Post-Operative FSFI Questionnaire Results
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Descriptive Statistics for the 19-Item Female Sexual Function Index Scores 

In the 19-Item Female Sexual Function Index, the mean preoperative score for the 

desire subscale score was 4.1 (SD 1.2) with a range of six to 23, and a median score of 
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four. Nine participants (10.7%), preoperatively, had the maximum possible score of six 

for the subscale score desire. Scores obtained from the postoperative FSFI desire subscale 

score, indicated a higher mean score of 4.9 (SD 1), with a range of six to 27, and a 

median score of five. Participants that obtained the maximal score of six postoperatively 

were 28 (33.3%). There were no declines in the desire subscale FSFI score 

postoperatively.  There was a 78.6% increase in the desire subscale FSFI score 

postoperatively (see table 5). 

The statistical mean preoperative score for the arousal subscale score was 4.4 (SD 

1.4), with a range of six to seven, and a median score of five. Ten participants (11.9%), 

preoperatively, had the maximum possible score of six for the subscale score arousal. 

Scores obtained from the postoperative FSFI arousal subscale score, indicated a higher 

mean score of 5.2 (SD 1.3), with a range of six to 11, and a median score of six. 

Participants that obtained the maximal score of six postoperatively were 36 (42.9%). 

There was an 81% increase in the arousal subscale FSFI score postoperatively (see table 

5). 

The statistical mean preoperative score for the FSFI lubrication subscale score 

was 5.0 (SD 1.5), with a range of six to nine, and a median score of five. Thirty three 

participants (39.3%), preoperatively, had the maximum possible score of six for the FSFI 

subscale score for lubrication. Scores obtained from the postoperative FSFI lubrication 

subscale score, indicated a higher mean score of 5.4 (SD 1.2), with a range of six to 11, 

and a median score of six. Participants that obtained the maximal score of six 

postoperatively were 49 (58.3%). There was a 50% increase in the lubrication subscale 

FSFI score postoperatively (see table 5). 
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The statistical mean preoperative score for the FSFI orgasm subscale score was 

4.5 (SD 1.5), with a range of six to eight, and a median score of five. Seventeen 

participants (20.3%), preoperatively, had the maximum possible score of six for the FSFI 

subscale score for orgasm. Scores obtained from the postoperative FSFI orgasm subscale 

score, indicated a higher mean score of 5.3 (SD 1.2), with a range of six to 12, and a 

median score of six. Participants that obtained the maximal score of six postoperatively 

were 43 (51.2%). There was a 63.1% increase in the orgasm subscale FSFI score 

postoperatively (see table 5). 

The statistical mean preoperative score for the FSFI satisfaction subscale score 

was 4.5 (SD 1.6), with a range of six to 20, and a median score of five. Twenty-two 

participants (26.2%), preoperatively, had the maximum possible score of six for the FSFI 

subscale score for satisfaction. Scores obtained from the postoperative FSFI satisfaction 

subscale score, indicated a higher mean score of 5.2 (SD 1.2), with a range of six to nine, 

and a median score of six. Participants that obtained the maximal score of six 

postoperatively were 42 (50%). There was a 57.1% increase in the satisfaction subscale 

FSFI score postoperatively (see table 5). 

The statistical mean preoperative score for the FSFI pain subscale score was 4.9 

(SD 1.8), with a range of four to six, and a median score of six. Forty-two participants 

(50%), preoperatively, had the maximum possible score of six for the FSFI subscale 

score for pain. Scores obtained from the postoperative FSFI pain subscale score, 

indicated a higher mean score of 5.4 (SD 1.4), with a range of six to nine, and a median 

score of six. Participants that obtained the maximal score of six postoperatively were 55 
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(65.5%). There was a 36.9% increase in the pain subscale FSFI score postoperatively (see 

table 5). 

Table 5  

Descriptive Statistics for the Sexuality Subscale Scores Pre and Post Operative Breast 

Augmentation  

Sexual                     Preoperative                       Postoperative                            Post-Op %                   

Subscale   Score                  SD        Score                   SD            Increase 

Desire              4.1     1.2          4.9            1.0         78.6% 

Arousal  4.4                      1.4          5.2                     1.3                81.0% 

Lubrication  5.0     1.5           5.4                     1.2                50.0% 

Orgasm  4.5                1.5             5.3                     1.2         63.1% 

Satisfaction  4.5     1.6          5.2                     1.2                57.1% 

Pain                         4.9                      1.8             5.4                     1.4                36.9% 

 

Reliability of Instruments  

Internal consistency reliability was assessed for all instruments used in this study. 

Table 6 shows that the Cronbach’s alpha reliability of the Rosenberg Self-Esteem Scale 

estimates ranged from .86 to .92 indicating highly favorable reliability (see table 6). The 

internal reliability was consistent with the previously reported alpha reliability 

coefficients of 0.85 at pretest and 0.86 at posttest (Schaumber, Patsdaughter, Selder & 

Napholz, 1995). Consistency with reliability estimates was also found with the previously 
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reported 0.89 Cronbach’s alpha coefficient for the RSES total sample (Sarwer et. al., 

2002). 

The Cronbach’s alpha reliability of the Female Sexual Function Index ranged 

from .84 to .98 also indicating highly favorable reliability (see table 6). The internal 

reliability was consistent with the previously reported alpha reliability coefficients of 

0.79 to 0.86 (Rosen et. al., 2000). In addition, consistency with reliability estimates was 

found with the previously reported 0.82 and higher Cronbach’s alpha coefficient for the 

FSFI (Rosen et. al., 2000).  

Table 6 

Reliability Estimates: Internal Consistency (Cronbach’s Alpha Coefficients) for 

Instrument Measures (N=84) 

Instrument         Number of Items       Cronbach’s Alpha Coefficient 

 

Rosenberg Self-Esteem Scale               10        Pre.Op. = .86   Post.Op. = .92 

Female Sexual Function Index             19        Pre.Op. = .84   Post.Op. = .98 

 

 Hypothesis Testing 

Hypothesis 1 

 Hypothesis one stated that there would be a significant increase on the levels of 

self-esteem in mean scores, as measured by the RSES, following breast augmentation 

surgery. The null hypothesis was rejected (probability is very low that the observed 
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results could have happened by chance alone). The implication for the relevant statistical 

test (paired t-test) for H1 reported a statistical significance in the levels of self-esteem 

following breast augmentation surgery (p=<.0001), t (84) value of 9.83. This significance 

thereby, accepts the hypothesis, stating that there was a significant increase in the levels 

of self-esteem in mean scores following breast augmentation surgery. H1: (μ2 – μ1) > 0, 

therefore, H0: (μ2 – μ1) = 0   

Hypothesis 2 

 Hypothesis two stated that there would be a significant increase on the levels of 

sexuality in mean scores, as measured by the FSFI, following breast augmentation 

surgery. The implication for the relevant statistical test, paired t-test, for H2 reported a 

statistical significance in the levels of sexuality following breast augmentation 

(p=<.0001), t (84) value of 6.46. This significance thereby, accepts the hypothesis, stating 

that there was a significant increase in the levels of sexuality in mean scores following 

breast augmentation surgery. 

Hypothesis 3 

 Hypothesis three stated that there would be a significant increase in the sexuality 

subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) after receiving 

breast augmentation. The implication for the relevant statistical difference (repeated 

measures ANOVA, SAS’s Proc GLM) in the sexuality subscale scores (desire, arousal, 

lubrication, orgasm, satisfaction, pain), H3, indicated that the null hypothesis was 

rejected. Therefore, the hypothesis that there was a positive significant increase in the 

sexuality subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) after 

receiving breast augmentation was accepted.  
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A repeated measures analysis of variance (ANOVA, SAS’s Proc GLM) was 

performed to assess the impact of breast augmentation on the FSFI subscale scores 

(desire, arousal, lubrication, orgasm, satisfaction, pain). However, classic straight-

forward ANOVA (as in the original agricultural model) requires a balanced experimental 

design, not present here, and also the satisfaction of several assumptions, which were 

questionable, since the FSFI values are synthetic numeric representations of abstract 

concepts, and may have properties unlike normal numbers (an aspect of FSFI not 

discussed in the literature). Hence the ANOVA in SAS was done using Proc GLM 

(General Linear Model), which is robust in regards to those considerations, rather than 

Proc ANOVA, which is not suitable for unbalanced designs. In a model that also included 

AGE and AGE-squared (to allow for curvature), the results for the FSFI subscale 

domains were as follows (see table 7): 

Table 7  

FSFI Subscale Domain Scores 

 
 

Subscale Type III Sum of Squares F value P > F 

Desire 32.4192959 32.6 <.0001    

Arousal 23.4005526 13.09   0.0004 

Lubrication 9.1934025 5.03          0.0262 

Orgasm 27.2009680 14.48   0.0002 

Satisfaction 24.0771518 12.79   0.0005 

Pain 11.9466749 4.62   0.0330 
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As seen in table 7, the results are significant at the .05 level for every subscale 

domain, thus refuting the null hypothesis that there would be no change due to the 

surgery and confirming the hypotheses of improved scores. Even Pain, which to some 

degree could be a manifestation of pre-existing physical issues that this type of surgery 

was not intended to address, showed a statistically significant result (P= 0.0330). 

 The Least-Square Means (LS Means), in other words, the pre and post-means for 

each of these subscales, after accounting for all the factors in the model (age in this case), 

are shown in table 8. The table demonstrates that not only are these effects statistically 

significant, they seem to be relatively large in a practical sense as well.  

The theoretical model developed to this study investigated the relationship 

between breast augmentation procedures and patient’s levels of sexuality, including 

investigation of the six FSFI subscale domains (desire, arousal, lubrication, orgasm, 

satisfaction, pain). As shown in table 7 and 8, the subscale scores significance, at the .05 

level and the postoperative mean score changes, supported the conceptual model 

developed to this study and demonstrated how the concepts influenced each other. 

Table 8  

FSFI Subscale Least-Square Mean Scores 

Description Desire Arousal Lubrication Orgasm Satisfaction Pain 

Pre-Subscale Scores 4.049999 4.417856 4.957142 4.476190 4.452380 4.871428 

Post-Subscale Scores 4.928571 5.164285 5.424999 5.280952 5.209523 5.404761 

Change 0.878572 0.746429 0.467857 0.804762 0.757143 0.533334 
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Hypothesis 4 

 Hypothesis 4 stated that there would be a positive correlation between self-

esteem, sexuality and breast augmentation. The evidence rejected the null hypothesis, that 

there would be no relationships between self-esteem, sexuality, and breast augmentation. 

The implication for the relevant statistical test H4, Pearson Correlation Coefficients, 

N=168, indicated a strong correlation between self-esteem and breast augmentation 

(p=<.0001), self-esteem and sexuality (p=<.0001), and sexuality and breast augmentation 

(p=<.0001). This significance thereby, accepts H4.  

Hypothesis 5 

 Hypothesis 5 stated that there would be a correlation between demographic 

variables and levels of self-esteem and sexuality before and after receiving breast 

augmentation. The implication for relevant statistical tests (ANOVA, SAS Proc GLM) to 

determine the marginal means and correlation between breast augmentation, self-esteem, 

and the demographic variables rejected the null hypothesis. There was strong correlation 

associated with the participant’s educational level (p= 0.0036), and history of previous 

cosmetic surgery (p= 0.0005). However, there were no significant contributions to the 

model from the other demographic variables, age, marital status, residency, or ethnicity.  

 There was no correlation between breast augmentation, sexuality associated with 

the demographic variables; age, marital status, residency, ethnicity, educational level, or 

history of previous cosmetic surgery. The evidence is insufficiently strong to reject the 

null hypothesis (there is a relatively high likelihood that the observed results could have 

happened by chance alone), and thus the hypothesis remains unproven. It is possible that 
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the premise of the hypothesis was just wrong, or it may be that there is not enough data 

for this particular analysis to make the case. 

Summary 

This chapter has presented the results of this research study. The target population 

for this study consisted of 84 preoperative and postoperative breast augmentation surgical 

patients. Under semi-continuous enrollment, 114 participants responded in some degree 

to the study. Enrollment was stopped when 84 complete questionnaires were received. 

One participant who returned the initial questionnaire did not qualify for the study; six 

returned the surveys incomplete; nine declined to participate in the study after learning 

more details; and 14 who initially agreed to participate did not respond to follow-up calls 

or return the original mailed questionnaires. 

Consistent with the demographic composition of the average age represented in 

the statistic obtained from the American Society of Plastic Surgery (2005), 75%  (N=63) 

of the participants were between the ages of 21 and 40, and were married (N=39, 47%). 

The majority of the participants lived in the United States (N=73, 87%), were Caucasian 

(N=46, 55%), had under-graduate degrees (N=41, 49%), and had no previous cosmetic 

surgical procedures in the past (N=68, 81%). Internal reliability was assessed for all 

instruments used in this study with Cronbach’s alpha reliability estimates indicating 

highly favorable reliability.    

Hypothesis testing was conducted (a) to specify the relative statistical difference 

in the level of self-esteem and sexuality before and after receiving breast augmentation; 

(b) the relative statistical differences in the sexuality subscale scores (desire, arousal, 

lubrication, orgasm, satisfaction, pain) before and after breast augmentation; (c) the 
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relative positive correlation between self-esteem, sexuality, and breast augmentation; and 

(d) the relative correlation between demographic variables and levels of self-esteem and 

sexuality before and after receiving breast augmentation.  

It was concluded that the null hypothese for H1, H2, H3 and H4 were rejected. 

Therefore, the hypotheses were accepted and positively significant for the variables; 

breast augmentation, self-esteem and sexuality. The implication for relevant statistical 

tests (ANOVA, SAS Proc GLM) to determine the marginal means and correlation 

between breast augmentation, self-esteem and the demographic variables rejected the null 

hypothesis, thus accepting the hypothesis as being true regarding the strong correlation 

associated with the participants educational level (p= 0.0036), and history of previous 

cosmetic surgery (p= 0.0005). However, there were no significant correlations between 

the other demographic variables, age, marital status, residency, or ethnicity. Additionally, 

there were no correlations between breast augmentation, and sexuality associated with the 

demographic variables; age, marital status, residency, ethnicity, educational level, or 

history of previous cosmetic surgery. Therefore, H5 was rejected, and remains unproven. 
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Chapter V 

Discussion, Conclusion, and Recommendations 

Introduction 

This chapter presents a summary of the study and discussion of the findings 

related to demographic background characteristics of the participants; significant and 

non-significant statistical differences and correlations between the variables: self-esteem, 

sexuality and breast augmentation procedures; significant and non-significant difference 

in the sexuality subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) 

before and after receiving breast augmentation; significant and non-significant statistical 

correlations between demographic variables and levels of self-esteem and sexuality 

before and after breast augmentation; limitations of the study; and implications for 

nursing, education, practice, and future research. 

Discussion of Findings and Conclusions 

Significant and Non-Significant Differences and Correlations between Variables 

The implication for the relevant statistical test, paired t-test, for H1 which stated 

that there would be a significant increase on the levels of self-esteem in mean scores, as 

measured by the RSES, following breast augmentation surgery, reported a significance in 

the levels of self-esteem following breast augmentation surgery (p=<.0001), t (84) value 

of 9.83. This finding results in acceptance of the hypothesis stating that there is a 

significant increase in the levels of self-esteem in mean scores following breast 

augmentation surgery. The meta-analysis literature review performed by Figueroa (2003) 

also indicated a positive, direct correlation between self-esteem levels and cosmetic 

surgery. This review identified an increased level of self-esteem correlated with improved 
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levels of depression, improved healing processes, and the ability to cope with changes in 

body image (positive or negative interpretations by the patients). The model used for this 

study supports the findings both in the literature review and in the results obtained from 

the study. 

 The implication for the relevant statistical test, paired t-test, for H2 stating that 

there would be a significant increase on the levels of sexuality in mean scores, as 

measured by the FSFI, following breast augmentation surgery, reported a significance in 

the levels of sexuality following breast augmentation (p=<.0001), t (84) value of 6.46. 

This finding results in acceptance of the hypothesis stating that there is a significant 

increase in the levels of sexuality in mean scores following breast augmentation surgery. 

There has been limited research investigating the relationship between sexuality and 

breast augmentation.  However, associations within the concepts exist and can be utilized 

to make connections to the model used in this study. Rowland et. al., (2000) examined 

the role of reconstructive surgery on physical and emotional outcomes among breast 

cancer survivors. The findings from their study substantiated the importance of woman’s 

breast size, and shape, and how the breast can impact feelings of sexual attractiveness 

following breast surgery. Other studies indicated that immediate post-mastectomy 

reconstruction procedures greatly increased patient’s self-perceived sexual attractiveness 

(Al-Ghazal, et. al., 2000). As revealed in this research study, the increase in sexuality 

scores following breast augmentation procedures is supported by the related concepts 

associated with sexuality which were studied in the literature review, in addition, 

connected to the conceptual model which was used for this study.   
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The implication for the relevant statistical test, Pearson Correlation Coefficients 

(N=168), for H4 stating that there would be a positive correlation between self-esteem, 

sexuality and breast augmentation, indicated a strong correlation between self-esteem and 

breast augmentation (p=<.0001), self-esteem and sexuality (p=<.0001), and sexuality and 

breast augmentation (p=<.0001). This finding results in acceptance of the H4. The 

literature reviewed has also supported the results. The psychological effects on cosmetic 

surgery patients have also been noted by Davis (1997). Davis adds, obsession on a real or 

perceived flaw, thereby resorting to cosmetic surgery, may indicate other hidden 

psychological and or social issues. Researchers Young et. al., (1995) performed a study 

examining the efficacy of breast augmentation on 112 women. Eighty six percent of the 

group reported decreased self-consciousness and 88% reported heightened self-

confidence. In this group, a two, three, and five year postoperative follow up survey 

revealed that the level of satisfaction remained unchanged. Physical, social and 

psychological burdens have direct affects on the motivational factors that influence 

women to obtain breast augmentation procedures. In addition to the results of the 

literature reviewed, this significant outcome is moreover grounded back to the conceptual 

framework developed for this study. The study reveals that all of the variables examined 

are interrelated.   

Significant and Non-Significant Difference in Sexuality Subscale Scores 

The implication for the relevant statistical difference ( repeated measures 

ANOVA, SAS’s Proc GLM) in the sexuality subscale scores (desire, arousal, lubrication, 

orgasm, satisfaction, pain) for H3 stated that there would be a significant increase in the 

sexuality subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) after 
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receiving breast augmentation, indicated that the null hypothesis was rejected therefore 

accepting the hypothesis stating that there is a positive significant increase in the 

sexuality subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) after 

receiving breast augmentation.  A repeated measures analysis of variance (ANOVA, 

SAS’s Proc GLM) was performed to assess the impact of breast augmentation on the 

FSFI subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain). However, 

classic straight-forward ANOVA (as in the original agricultural model) requires a 

balanced experimental design not present here. This also requires the satisfaction of 

several assumptions, which were questionable, since the FSFI values are synthetic 

numeric representations of abstract concepts and may have properties unlike normal 

numbers (an aspect of FSFI not discussed in the literature). Hence the ANOVA in SAS 

was done using Proc GLM (General Linear Model), which is robust in regards to those 

considerations, rather than Proc ANOVA, which is not suitable for unbalanced designs. 

The results are significant at the .05 level for every subscale domain (desire, 

arousal, lubrication, orgasm, satisfaction, pain), thus refuting the null hypothesis, no 

change due to the surgery and confirming the hypotheses of improved scores. Even pain, 

which to some degree could be a manifestation of pre-existing physical issues that this 

type of surgery was not intended to address, showed a statistically significant results (P= 

0.0330). Table 5 presents the percent increases from all six subscale domains (desire, 

arousal, lubrication, orgasm, satisfaction, pain). The highest percent increase occurred 

from the arousal subscale score. There was an 81% increase in arousal scores following 

the breast augmentation procedures. The percent increase from the desire subscale score 

was 78.6% following surgery. There was a 63.1% increase in the orgasm subscale score, 
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a 57.1% increase in the satisfaction subscale score, and 50% increase in the lubrication 

subscale score and a 36.9% increase in the pain subscale score following breast 

augmentation procedures. Therefore, all of the subscale scores (desire, arousal, 

lubrication, orgasm, satisfaction, pain) were increased significantly after receiving breast 

augmentation.   

The literature review additionally supports the statistical findings for H3. Sander 

(2004) comments, that throughout the ages, the female breast has been a symbol of 

sexuality regardless of culture. The multidimensional influences i.e., desire, arousal, 

lubrication, orgasm, satisfaction and pain, that affect levels of sexuality are therefore 

apparent. The findings from a study performed by Rowland et. al. (2000) also 

substantiates the importance of woman’s breast size, and shape, and how the breast can 

impact feelings of sexual attractiveness following breast surgery. Therefore, the sexuality 

subscale score results were supported by the model which was used to develop this study 

stating that sexuality levels are interrelated with other variables (desire, arousal, 

lubrication, orgasm, satisfaction, pain) that were tested using the FSFI questionnaire.  

During the development of this study, there were no studies found that utilized the 

Female Sexual Function Index questionnaire which correlated its use with cosmetic 

surgery patients, namely, breast augmentation procedures. However, the subscale scores 

(desire, arousal, lubrication, orgasm, satisfaction, pain) have been validated and 

determined to be reliable when used to test women’s sexuality (Bayer AG & Zonagen, 

Inc; Rosen et. al., 2000; Meston, 2003; & Wiegel et. al., 2005). The interrelatedness of 

the six sexuality subscale scores (desire, arousal, lubrication, orgasm, satisfaction, pain) 
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supports the developed theory and model, indicating how the concepts influence each 

other and are interrelated.  

Significant and Non-Significant Statistical Correlations between Demographic Variables 

and Levels of Self-Esteem and Sexuality 

The implication for relevant statistical tests (ANOVA, SAS Proc GLM) to 

determine the marginal means and correlation between breast augmentation, self-esteem 

and the demographic variables rejected the null hypothesis, thus accepting the hypothesis 

H5 as being true regarding the strong correlation associated with participants’ educational 

levels (p= 0.0036), and history of previous cosmetic surgery (p= 0.0005). However, there 

were no significant correlations between the other demographic variables, age, marital 

status, residency, or ethnicity.  

This study is unique in that it does not mimic previous research studies. There 

have been no documented studies investigating the correlations between breast 

augmentation, self-esteem, sexuality, or demographic variables. However, Sarwer et. al. 

(2000), conducted a review designed to provide an overview of the medical and 

psychological literature on cosmetic breast augmentation. Researchers found that the 

typical breast augmentation patient was Caucasian, in her 20s or 30s, with an average age 

of 31 years. The positive correlation between the history of previous cosmetic surgery 

and breast augmentation was also revealed by Sultan (2005). This study noted that more 

than one-third of cosmetic surgery individuals already had at least one prior procedure. 

The model used in this study correlates breast augmentation with history of previous 

surgery, and is additionally supported by the reviewed literature.  
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However, this study found no correlation between breast augmentation, sexuality 

associated with the demographic variables; age, marital status, residency, ethnicity, 

educational level, or history of previous cosmetic surgery. The evidence is insufficiently 

strong to reject the null hypothesis (there is a relatively high likelihood that the observed 

results could have happened by chance alone), and thus the hypothesis remains unproven. 

It is possible that the premise of the hypothesis was just wrong, or it may be that there is 

not enough data for this particular analysis to make the case. 

Demographic, Educational, and Background Characteristics of Participants 

The demographic composition of the study sample was consistent with the latest 

statistics obtained from the American Society of Plastic Surgeons (2005). According to 

the ASPS, persons aged 35-50 accounted for the most cosmetic procedures in 2003 (45% 

of the total). Twenty four percent of the population was between the ages of 19-34, 23% 

were aged 51–64, and ages 65 and above accounted for five percent. Less than three 

percent of the population who had cosmetic surgery were 18 years old or younger. The 

mean age of this study was 33 (46%), and the majority of the participants were married 

(N=39, 47%), with only 8% (N=7) in the divorced category. ASPS 2005 statistics 

indicated that Hispanics ranked highest (eight percent) in the racial and ethnic minority 

group that obtained cosmetic surgery. In this study, results concluded that the majority of 

the population were from the United States (N=73, 87%), and that the Caucasian group 

ranked highest (55 %, N=46). The highest ranked education level was under-graduate 

(49%, N=41), and 19% (N=16) had already undergone previous cosmetic surgery. In a 

recent 12-month period, 6,600,000 people underwent cosmetic procedures. More than 



90 

  

one-third of cosmetic surgery individuals already had at least one prior procedure (Sultan, 

2005). 

Limitations of the Study 

Findings from this study have provided insight regarding the major study 

variables and gained understanding of the changes that occur in the levels of self-esteem 

and sexuality following breast augmentation procedures. However, there were limitations 

to this study, which are as follows: 

1. The sampling plan was limited to a gender specific cosmetic surgery, limiting 

the number of responses from a more diverse sample. 

2. Missing data and inaccuracies in completing the self report surveys limited the 

number of responses.  

3. The cosmetic surgery procedure was of an elective nature. 

4. Some of the participants were uncomfortable completing the sexuality survey, 

therefore declined to participate, limiting the number of responses. 

5. The psycho-social limitations, i.e., acceptance, re-imaging and obsession were 

not measured in this study, preventing the analysis of these effects on the 

study variables, particularly on self-esteem and sexuality. 

6. There was no one encompassing theory for self-esteem, and theoretical 

linkages were not tested. 

7. The results of the study are limited by the reliability of the instruments; 

however, the instruments had highly favorable reliability estimates. 
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8. Convenience sampling caused sampling bias due to limiting generality. 

9. Participants’ responses to the surveys were voluntary and participants were 

self-selected. 

10. Limiting the geographical area to Florida may have caused sampling bias due 

to limiting generality. 

Implications for Nursing Education and Practice 

The cosmetic surgical nurse who can identify the various responses that routinely 

occur with their patients is better prepared to normalize their experiences and implement 

the necessary interventions toward overall rehabilitation (Grunert & Maksud-Sagrillo, 

1998). The number of people having cosmetic surgery has tripled since 1992. This surge 

in cosmetic surgery illustrates the increased willingness of individuals to incorporate 

cosmetic surgery into their health and beauty regimens. One of the most dramatic 

increases this decade has been in breast augmentation.  As the increase in cosmetic 

procedures escalate with men and baby boomers, it is most likely that patients will talk to 

their nurse about their desires for and possibly their concerns about cosmetic surgery. To 

respond appropriately, nurses must be aware of the psychological issues that accompany 

cosmetic procedures (Metules, 2005). The need to maximize immediate and long-term 

augmentation mammoplasty results with skilled perioperative nursing intervention has 

never been greater (Gladfelter, 2003).  

As health care continues to evolve and take on new shapes, nursing education 

must prepare nurses at all levels to provide quality and meaningful preoperative and 

postoperative care. As research on cosmetic surgery advances, so should the development 
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of nursing programs. The International Council of Nurses (1998) supports the inclusion 

of health care issues, and the nurse’s role in all levels of nursing education and programs. 

This knowledge can be gained through nursing educators who can ensure that the nursing 

curriculum at the undergraduate, graduate, and continuing education levels are regularly 

updated and included in clinical practice. Dewey (1916) in 1889 viewed education as a 

tool to facilitate the abilities of the student to usefully incorporate his or her culture. He 

claimed that schools should reflect society and felt that there was an intimate connection 

between education and social action (Dewey, 1916). Nursing education and nurse 

educators of the future must certainly listen to the words of the past scholars and prepare 

curricula to reflect societal change.   

When preparing nursing students for clinical experiences, nurse educators should 

address the populations on the periphery, which should include the cosmetic surgical 

patient, whether undergoing an elective surgical intervention or one that is reconstructive. 

In nursing education, professors are challenged to think out of the box to develop unique 

classroom and clinical activities. Nurse educators are weavers and possess a power for 

connectedness and can take the fabric of the classroom and weave it throughout the fabric 

of clinical excellence (Palmer, 1998). The nurse educator’s responsibility is to be a role 

model for students, and there are many creative and innovative ways to incorporate 

caring for the cosmetic surgical patient, namely the breast augmentation patient. 

Gladfelter (2003) discovered that heightening her level of awareness through use of the 

Internet resources, educated her on methods of caring for the cosmetic surgical patient 

and understanding psychological implications which occur prior to and following 

surgery. Nursing educators can also instruct nursing students in this manner and can 
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further expand their roles as patient educators in various capacities in corporate industries 

that are lacking the medical knowledge possessed by specialized nurses (Gladfelter, 

2003). Therefore, by exploring the results of this research study and this phenomenon 

further, nurses will be better prepared to provide optimal health care for the cosmetic 

surgical patient.  

Implications for Further Research 

 Although findings from this study added to the awareness of nurses’ regarding the 

psychological, and sociological effects to women following breast augmentation, and 

added to the body of nursing knowledge, it has opened just a small window in 

understanding the importance for nurses to predict outcomes in this specialized 

population. With this knowledge, nurses may better be prepared to normalize their 

experiences and implement the necessary interventions toward overall acceptance 

(Grunert & Maksud-Sagrillo, 1998). 

This study additionally provided motivation for future studies related to the 

effects of breast augmentation and the psychological and or sociological factors that can 

alter following the procedure. Because of the sensitivity of the subject matter, it may 

behoove the researcher to obtain similar data via an Internet website linked to cosmetic 

surgery in general. Additionally, expanding the variable, breast augmentation procedure, 

to cosmetic breast surgery, excluding reconstructive surgery, may also increase the 

sample size with greater ease.  To meet the specific needs of the psychological concepts 

that women may be predisposed to seeking cosmetic surgery, a suggestion to explicitly 

select subjects seeking improvements in the specific life dimensions being measured 

would be beneficial. Testing for the variables (i.e., acceptance, re-imaging, obsession, 
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anxiety, depression or body image) was not addressed in this study although supported by 

the literature review, requires additional study.  

In addition, other areas of interest for further research associated with breast 

augmentation procedures should include demographic variables, such as age, marital 

status, gender, residency, ethnicity, level of education, and history of prior cosmetic 

surgery. Results obtained from this study, indicated a strong correlation associated with 

the participants’ educational levels, and history of previous cosmetic surgeries in relation 

to self-esteem levels. In light of this association, it would be beneficial to expand on 

those related concepts and attempt to identify and explore their relationship to each other. 

Therefore, it would be strongly suggested that this area of interest continue to be 

researched and conceptually explored.  

Women’s studies must continue to develop. The lack of responses, perhaps 

related to participants’ experiencing unpleasant emotional experience, suggest the barrier 

that is still apparent, that our society does not discuss openly topics such as self-esteem 

and sexuality.  Women’s self-esteem and sexuality are key components to their overall 

wellbeing. Ignoring either one would be detrimental, and avoiding sensitive subjects, 

such as sexuality levels, would compromise the advancement of woman’s research. 

Researchers, nurse advocates, and nurse specialists must insist that these concepts be 

further explored and investigated, so that this population of patients can benefit and have 

maximum positive outcomes from their surgery.  

Ethnicity and age differences are issues or concepts that were not addressed in 

this study but should be addressed in the future. The limitations to this study offer 

guidelines for future studies. By providing an expanded range of study there may be 
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significant changes of the study results, namely the demographic variables that had no 

correlations to the studies variables. Examples of these studied variables are: increasing 

the participant numbers, or including other types of cosmetic breast surgery (i.e., 

mastopexies with implants, breast reduction with implants, breast reconstruction 

following mastectomies or male cosmetic and/or reconstructive surgery). Additionally, 

reconsidering the demographic resident living area of study may have had an alternate 

affect on the outcome of the ethnic population. Other considerations may include 

opinions from men, and their views on how they perceive women who undergo breast 

augmentation. This inquiry may constitute their impressions of women in relation to their 

levels of self-esteem and or sexuality levels following their surgery. 

Summary 

The purpose of this study was to gain an understanding of the changes that 

occurred in the levels of self-esteem, and sexuality, following breast augmentation 

procedures. This study indicated the degree to which self-esteem and sexuality are 

affected by breast augmentation. The data analysis revealed a positive increase in both 

levels of self-esteem and sexuality subsequent to the surgery.  

The model developed for this study investigated the relationship between breast 

augmentation procedures and the patient’s levels of self-esteem and sexuality. In 

addition, the relationship between self-esteem and sexuality was explored following 

breast augmentation. Although the model supports the literature review and the findings 

of this study, it needs further testing and refinement. Many of the relationships were 

supported in this study, but others need further exploration. 
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The concepts derived from this literature review, support apparent physical, social 

and psychological burdens that occur prior to and following breast augmentation: Re-

imaging, acceptance, obsession, anxiety, depression & body image. This study did not 

test for all concepts derived from the literature review; nevertheless, future research into 

the meaning and the association with the cosmetic surgical patient would be beneficial. 

Nurses need to ensure quality care to the cosmetic surgical patient, understand an 

individual’s reasons for seeking such care, and be able to display compassion in the 

provision of these services that promote self-esteem and improved levels of sexuality, as 

well as other psychological benefits that may accrue following cosmetic surgery. 

Cosmetic surgery can provide genuine improvement to a patient’s self-esteem, self-

confidence, interpersonal relationships, productivity, energy level and happiness (Sultan, 

2005). With the arrival of same day and short-stay surgery, nurse educators will use such 

surgical experiences for student learning with patients preoperatively and postoperatively. 

This study provides the impetus for future studies related to self-esteem, human sexuality, 

and cosmetic surgery. Nurses can have a major impact on caring for this population of 

patients, thereby, expectantly pledging optimal outcomes following their patient’s 

cosmetic surgery.  



97 

  

References 

Abacquer – Seggelin, C. (2004). Unbecoming levity: U.S. military offers free breast 

augmentation to soldiers. Retrieved December 2, 2004, from 

http://unbecominglevity.blogharbor.com  

Adult Sexuality Web. (1998). Retrieved December 2, 2004, from http://www.minou.com/ 

adultsexuality/breast.htm 

Akin, J. (2002). Office education: Sharing your knowledge. Plastic Surgical Nursing, 

22(3), 157. 

Al-Ghazal, S., Fallowfield, L., & Blamey, W. (1999). Does cosmetic outcome from 

treatment of primary breast cancer influence psychosocial morbidity? European 

Journal of Surgical Oncology, 25, 571–573.  

Al-Ghazal, S., Sully, L., Fallowfield, L., & Blamey, W. (2000). The psychological impact 

of immediate rather than delayed breast reconstruction. European Journal of 

Surgical Oncology, 26, 17-19. 

American Nurses Association. (2003). Nursing’s social policy statement 2003. Draft. 

      Washington, DC: American Nurses Association. Retrieved July 10, 2004, from  

       http://nursingworl.org/socpoly,htm  

American Society of Plastic Surgeons. (2001, April 23). Retrieved January 22, 2002, 

from http://www.plasticsurgery.org 

American Society of Plastic Surgeons. (2005). Retrieved May 16, 2005, from 

http://www.plasticsurgery.org 

Anderson, E. (200). Self-esteem and optimism in men and women infected with HIV. 

Nursing Research, 49(5), 262-271. 

http://unbecominglevity.blogharbor.com/
http://www.minou.com/
http://nursingworl.org/socpoly,htm


98 

  

Baardman, I. (1989). Ingebeelde Lelijkheid. Amsterdam: Vrije Universiteit te 

Amsterdam. 

Banbury, J., Yetman, R., Lucas, A., Papay, F., Graves, K., & Zin, J. (2004). Prospective 

analysis of the outcome of sub-pectoral breast augmentation: Sensory changes, 

muscle function, and body image. Plastic and Reconstructive Surgery, 113(2), 

701–707.                         

Baumeister, R. (1998). The self. Handbook of Social Psychology. (4th Ed.). New York: 

McGraw-Hill, 680–740. 

Baumeister, R. (2001, April). Too much self-esteem! Magazine, Retrieved January 27, 

2002, from http://www.safe-nz.org.nz/esteem.htm 

Blair, L., & Shalmon, M. (2005). Cosmetic surgery and the cultural construction of 

beauty. Art Education. 58(3), 14-19. 

Body Image and Self-Esteem. (2000, December). Women’s Health Queensland Wide. 

Retrieved January 17, 2002, from 

http://www.womhealth.org.au/factshts/bodyimg.htm 

Brennan, K., Clark, C., & Shaver, P. (1998). Self-report measurement of adult 

attachment: An integrative overview. In J.A. Simpson & W.S. Rholes, Attachment 

theory and close relationships. New York: Guilford Press, 46-76. 

Brown, T. Cash, T., & Mikulka, P. (1990). Attitudinal body-image assessment: Factor 

analysis of the body-self relations questionnaire. Journal of Personality 

Assessment, 55, 135-144.  

Brumberg, J. (1997). The body project: An Intimate history of American girls. Random 

Home, Inc., 98. 

http://www.safe-nz.org.nz/esteem.htm


99 

  

Busby, D., Crane, D., Larson, J., & Christensen, C. (1995). A revision of the dyadic 

adjustment scale for use with distressed and non-distressed couples: Construct 

hierarchy and multidimensional scales. Journal of Marital Family Therapy, 21, 

289-308. 

Campbell, R., & Wasco, S. (2000). Feminist approaches to social science: 

Epistemological and methodological tenets. American Journal of Community 

Psychology, 28(6). 773–791. 

Cash, T. (1990). The Multidimensional Body-Self Relations Questionnaire. Unpublished 

test manual, Old Dominion University, Norfolk, VA. 

Cash, T., Duel, L., & Perkins, L. (2002). Women’s psychosocial outcomes of breast 

augmentation with silicone gel-filled implants: A 2-year prospective study. 

Plastic Reconstructive Surgery, 109(2112). 

Cash, T., & Labarge, A. (1996). Development of the Appearance Schemas Inventory: A 

new cognitive body-image assessment. Cognitive Therapy and Research, 20(30). 

Cash, T., Wood, K., Phelps, K., & Boyd, K. (1991). New assessments of weight-related 

body image derived from extant instruments. Perceptual and Motor Skills, 73, 

234-241. 

Cast, T., Winstead, B., & Janda, L. (1986). The great American shape-up: Body image 

survey reports. Psychology Today, 20(30). 

Cast, A., & Burke, P. (2002). A theory of self-esteem. Social Forces, 80(3), 1041–1068.  

Cheng, J. (2002). When you feel no joy in sex. Women and Sexuality, Retrieved 

December 2, 2004, from http://www.CouplesCompany.com 

http://www.couplescompany.com/


100 

  

Cheng, H., & Furnham, A. (2002). Personality, self-esteem, and demographic predictions 

of happiness and depression. Personality and Individual Differences, 34(6), 921-

942. 

Clarke, L. (2001). Older women’s bodies and the self: The construction of identity in 

later life. The Canadian Review of Sociology and Anthropology, Concordia 

University Department, Toronto. 

Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd Ed.). 

Hillsdale, NJ: Lawrence Erlbaum. 

Conlee, D. (1981). Put a new face on your care of cosmetic surgery patients. Nursing81, 

11, 90–95. 

Coopersmith, S. (1967). Self-esteem inventory. Palo Alto, CA, Consulting Psychologists 

Press, Inc. 

Crooks, R., & Baur, K. (2002). Our Sexuality.  (8). California: Wadsworth. Retrieved  

   September 22, 2004, from 

http://www.soc.ucsb.edu/sexinfo/?article=anatomy&refid=002 

Daker-White, G. (2002). Reliable and valid self-report outcome measures in sexual 

dysfunction: A systematic review. Archives of Sexual Behavior, New York. 

Plenum Publishing Corporation. 

Davis, D., & Vernon, M. (2002). Sculpting the body beautiful: Attachment style, 

neuroticism, and use of cosmetic surgery. Sex Roles, 47(3&4), 129–139. 

Davis, S. (1997). Plastic surgery junkies: Why are perfectly pretty women getting 

hooked? Cosmopolitan, 6(222), 218-222. 



101 

  

Department of Health and Human Services. (2001). Code of Federal Regulations, Title 

45 Part 46. Retrieved August 27, 2004, from 

http://ohrp.osophs.dhhs.gov/humansubjects /guidance / 45cfr46.htm#46.101 

Derogatis, L. (1978). Derogatis Sexual Functioning Inventory, revised edition. Clinical 

Psychometrics Research. 

Dewey, J. (1916). Democracy and education; an introduction to the philosophy of 

education, by John Dewey. New York: Macmillan. 

Didie, E., & Sarwer, D. (2003). Factors that influence the decision to undergo cosmetic 

breast surgery. Journal of Womens Health, 12(3), 241-253. 

Dugas, B. (1999). The good old days: A look back at cosmetic surgery. Plastic Surgical 

Nursing, 19(2), 74. 

Erdfelder, E., Faul, F., & Buchner, A. (1996). GPOWER: A general power analysis 

program. Behavior Research Methods, Instruments, and Computers, 28, 1-11. 

Erdfelder, E., Faul, F., & Buchner, A. (2001). G*POWER. Universitat of Düsseldorf 

Website, Retrieved August 27, 2004, from 

http://www.psycho.uniduesseldorf.de/aap/ projects/gpower /index.html  

Faith, J., & Nygren, A. (1995). Breast cancer: A feminist view part II. Off Our Backs, 

25(9), Retrieved December 2, 2004, from http://proquest.umi.com  

Female Sexual Function Index Website. (2000). Bayer AG, Zonagen, Inc. and Target 

Health Inc., Retrieved May 29, 2002, www.fsfiquestionnaire.com  

Fenigestein, A., Scheier, M., & Buss, A. (1975). Public and private self-consciousness: 

Assessment and theory. Journal of Consulting and Clinical Psychology, 43, 522-

527. 

http://ohrp.osophs.dhhs.gov/humansubjects%20/guidance%20/
http://www.psycho.uniduesseldorf/
http://proquest.umi.com/


102 

  

Figueroa, C. (2003). Self-esteem and cosmetic surgery: Is there a relationship between 

the two?  Plastic Surgical Nursing, 23(1), 21-24. 

Flentje, J. (2001). Body image, sexuality and sexual health. Virtually Healthy, Retrieved 

December 2, 2004, from http://www.chdf.org 

Flynn, W. (2004). Breast augmentation: What you should know. Breast Implants 411, 

Retrieved December 2, 2004, from http://www.breastimplants411.com  

Folkman, S., & Lazarus, R. (2004). The premier measurement of coping: Measures the 

thoughts and actions people use to handle stressful encounters. Retrieved March 

22, 2005, from http://www.mindgarden.com/products/wayss.htm 

Frisch, M. (1994). Quality of Life Inventory. Minneapolis: National Computer Systems. 

Gladfelter, J. (2003). The internet as an educational tool for breast augmentation. Plastic 

Surgical Nursing, 23(3), 121-124. 

Goldstein, R. (1989). Power and sample size via MS/PC-DOS computers. American 

Statistician, 43, 253–260. 

Grunert, B., & Maksud-Sagrillo, D. (1998). Psychological adjustment to hand injuries: 

Nursing management. Plastic Surgical Nursing, 18(3), 163-167.   

Hall, D. (2005). The history of human sexuality. Electronic Journal of Human Sexuality. 

Retrieved February 28, 2005, from http://www.ejhs.org  

Hartcourt, D., & Rumsey, N. (2001). Psychological aspects of breast reconstruction: A 

review of the literature. Journal of Advanced Nursing, 35(4), 477-487. 

Hays, R., Sherbourne, C., & Mazel, R (1993). The RAND 36-item health survey 1.0, 

Health Economics, 2, 217-227. 

http://www.breast/
http://www.ejhs.org/


103 

  

Heinberg, L., Thompson, J., & Stormer, S. (1995). Development and validation of the 

Sociocultural Attitudes Towards Appearance Questionnaire (SATAQ). 

International Journal for Eating Disorders, 17(81). 

Hopewood, P. (1993). The assessment of body image in cancer patients. European 

Journal of Cancer, 29(A), 276-281. 

Hopewood, P. (1999). Body Image Scale. Personal Communication. 

Hughes, M., & Demo, D. (1989). Self-perceptions of black Americans: Self-esteem and 

personal efficacy. American Journal of Sociology.  95(1), 132–159. 

International Council of Nurses. (1998). Nurses and human rights. Position Statement. 

Geneva, Switzerland: International Council of Nurses. Retrieved September 23, 

2005, from http://www.inc.ch.pshumrights.htm 

James, W. (1890). The Principles of Psychology. Cambridge, M.A.: Harvard University 

Press, 296. 

Josephs, R., Markus, H., & Tafarodi, R. (1992). Gender and self-esteem. Journal of 

Personality and Social Psychology, 63(3), 391–402. 

Jourard, S., & Secord, P. (1955). Body-cathexis and personality. British Journal of 

Psychology, 46(130). 

Katz, L., & Tello, J. (2003). ‘I love me’ How to nurture self-esteem. Scholastic Parent 

and Child, 10(6), 82–86. 

King, K. (1997). Self-concept and self-esteem: A clarification of terms. Journal of School 

Health, 67(2), 68-71. 

Kling, K., Hyde, J., Showers, C., & Buswell, B. (1999). Gender differences in self-

esteem: A meta-analysis. Psychological Bulletin, 125(4), 470–500. 



104 

  

Koff, E., & Benavage, A. (1998). Breast size perceptions and satisfaction, body image, 

and psychological functioning in Caucasian and Asian American college women. 

Sex Roles, 38(7&8), 655–674. 

Lippa, CJ. (1990). Cosmetic surgery and the motivation for health and beauty. Nursing 

Forum. 25(1), 25–31.  

Lunday, K., Winer, W., & Batchelor, A. (1999). Developing clinical learning sites for 

undergraduate nursing students. Association of Operating Room Nurses, 70(1), 

64-71. 

Mac Pherson, S., (2005). Self-esteem and cosmetic enhancement. Plastic Surgical 

Nursing, 25(1), 5-20. 

Maksud, D., & Anderson, R. (1995). Psychological dimensions of aesthetic surgery: 

Essentials for nurses. Plastic Surgical Nursing, 15(3), 137–144. 

Meston, C. (2003). Validation of the Female Sexual Function Index (FSFI) in women 

with female orgasmic disorder and in women with hypoactive sexual desire 

disorder. Journal of Sex and Marital Therapy, 29, 39-46. 

Metules, T. (2005). Cosmetic surgery: Is it really right for your patient? RNweb From 

RN. Retrieved September 23, 2005, from http://rnweb.com   

Michelmore, J. (2005). Sexuality. Retrieved November 2, 2005, from The Jean Hailes 

Foundation Magazine http://www.jeanhailes.org.au/issues/sexuality.htm  

Microsoft Encarta. (2002). Retrieved July 29, 2002, from World English Dictionary and 

Thesaurus. 

Mruk, C. (1995). Self-Esteem: Research, Theory, and Practice. New York: Springer 

Publishing Company. 

http://www.jeanhailes.org.au/issues/sexuality.htm


105 

  

Munro, B. (2001). Statistical methods for health care research (4th ed.). Philadelphia: 

Lippincott. 

Norris, J., Kunes-Connell, M., & Stockard-Spelic, S. (1998). A grounded theory of 

reimaging. Advances in Nursing Science, 20(3), 1-12. 

Ogden, G. (1999). Women’s sexuality across the life span: Challenging myths, creating 

meanings. The Journal of Sex Research, 36(4). 413. 

Oxley, G. (2001). HIV/AIDS knowledge and self-esteem among adolescents. Clinical 

Nursing Research, 10(2), 214–224. 

Palmer, P. (1998). The courage to teach. San Francisco: Jossey-Bass. 

Peden, A., Hall, L., Rayens, M., & Beebe, L. (2000). Negative thinking mediates the 

effect of self-esteem on depressive symptoms in college women. Nursing 

Research, 49(4), 201-207.  

Polit, D., Beck, C., & Hungler, B. (2001). Essentials of nursing research: Methods, 

appraisal and utilization. 5th Edition, Philadelphia, Lippincott Williams and 

Wilkins Publishers. 

Radloff, L. (1977). The CES-D scale: a self-report depression scale for research in the 

general population. Applied Psychological Measurement, 1, 385-401.  

Rankin, M., Borah, G., & Kosa, E. (1998). Research priorities and concerns of plastic 

surgical nurses. Plastic Surgical Nursing, 18(2), 86-90.  

Rankin, M., Borah, G., Perry, A., & Wey, P. (1998). Quality of life outcomes after 

cosmetic surgery. Plastic and Reconstruction Surgery, 10 (6), 2139-2145. 

Roberts, T., & Gettman, J. (2004). Mere exposure: Gender differences in the negative 

effects of priming a state of self-objectification. Sex Roles, 51, 17-27. 



106 

  

Ronan, S. (2004). My philosophy. Retrieved December 2, 2004, from Breast Implants 411 

http://BreastImplants411.com 

Rosen, R., Brown, C., Heiman, J., Leiblum, S., Meston, C., Shabsigh, R., Ferguson, D., 

& D’Agostino, R. (2000). The female sexual function index (FSFI): A 

multidimensional self-report instrument for the assessment of female sexual 

function. Journal of Sex and Marital Therapy, 26, 191-208.  

Rosen, J., & Reiter, J. (1996). Development of the body dysmorphic disorder 

examination. Behaviour Research and Therapy, 34(755).  

Rosenberg, M. (1965). Rosenberg self-esteem scale (RSES). Princeton University Press.  

Florence Slade, Princeton, N.J. 

Rosenberg, M. (1965). Society and the adolescent self-image. Princeton, NJ: Princeton 

University Press. 

Rowland, J., Desmond, K., Meyerowitz, B., Belin, T., Wyatt, G., & Ganz, P. (2000). Role 

of breast reconstructive surgery in physical and emotional outcomes among breast 

cancer survivors. Journal of the National Cancer Institute, 92 (17), 1422-1428. 

Salkind, N. (2000). Exploring research (4th Ed.). Upper Saddle River, NJ: Prentice Hall.  

Sanders, S. (2004). Human Sexuality. Microsoft Encarta Online Encyclopedia. Retrieved 

August 10, 2004, from http:Encarta.msn.com 

Sarwer, D. (2001). Psychological considerations in cosmetic surgery. The Unfavorable 

Result in Plastic Surgery, 3, 14-23. 

Sarwer, D., Bartlett, S., Bucky, L., LaRossa, D., Low, D., Pertschuk, M., Wadden, T., & 

Whitaker, L. (1998). Bigger is not always better: Body image dissatisfaction in 



107 

  

breast reduction and breast augmentation patients. Plastic and Reconstructive 

Surgery, 101(7), 1956–1961. 

Sarwer, D., & Crerand, C. (2004). Body image and cosmetic medical treatments. Body 

Image, 7(1), 99-111. 

Sarwer, D., LaRossa, D., Bartlett, S., Low, D., Bucky, L., & Whitaker, L. (2003). Body 

image concerns of breast augmentation patients. Plastic and Reconstructive 

Surgery, 7, 83-90. 

Sarwer, D., Nordmann, J., & Herbert, J. (2000). Cosmetic breast augmentation surgery: A 

critical overview. Journal of Women’s Health and Gender-Based Medicine, 9, 

843-856. 

Sarwer, D., Wadden, T., & Whitaker, L. (2002). An investigation of changes in body 

image following cosmetic surgery. Plastic and Reconstructive Surgery, 109(1), 

363-369. 

SAS, Inc. (1999-2004). SAS for Windows Release 8.02 TS Level 02M0 [Computer 

software]. Cary, NC: SAS Institute.  

Schag, C., Heinrich, R., & Ganz, P. (1983). Cancer inventory of problem situations: An 

instrument for assessing cancer patients’ rehabilitation needs. Journal of 

Psychosocial Oncology, 1, 11-24. 

Schaumber, L., Patsdaughter, C., Selder, F., & Napholz, L. (1995). Hypnosis as a clinical 

intervention for weight reduction and self-esteem improvement in young adult 

women. The International Journal of Psychiatric Nursing Research, 1(3), 99-107. 

Secord, P., & Jourard, S. (1953). The appraisal of body-cathexis: Body-cathexis and the 

self. Journal of Consulting Psychology, 17(343). 



108 

  

Sherbourne, C., & Stewart, A. (1991).The MOS social support survey. Social Science 

and Medicine, 32, 705-714. 

Simis, K., Hovius, S., de Beaufort, I., Verhulst, F., Koot, H., & the Adolescence Plastic 

Surgical Research Group (2002). After plastic surgery: Adolescent-reported 

appearance ratings and appearance-related burdens in patients and general 

population groups. Plastic and Reconstructive Surgery, 109(1), 9-17. 

Spanier, G. (1976). Measuring dyadic adjustment: New scales for assessing the quality of 

marriage and similar dyads. Journal of Marriage and the Family, 38(15). 

Sultan, M. (2005). When plastic surgeons say no. USA Today, 133(2720), 70-71.  

Tantleff-Dunn, S. (2002). Breast and chest size: Ideals and stereotypes through the 1990s. 

Sex Roles, 45, 231-242.  

Test Catalog. (2002). Retrieved January 24, 2002, from http://www.psychtest.com 

The Arc of the United States. (2004). Position statement on sexuality. The Arc of the 

United States, Retrieved March 20, 2005, from http://thearc.org/posits/sex.html 

The Nation. (1992). Hot flash. 254(23), 808–809, Retrieved December 1, 2004, from 

http://proquest.umi.com 

The Society for the Scientific Study of Sexuality. (2002). The Journal of Sex Research. 

Retrieved August 13, 2002, from http://www.sexscience.org/ 

Thompson, J., & Altabe, M. (1991). Psychometric qualities of the figure rating scale. 

International Journal of Eating Disorders, 10, 615-619.  

Thompson, J., Fabian, L., Moulton, D., Dunn, M., & Altabe, M. (1991). Development 

and validation of the Physical Appearance-Related Teasing Scale. Journal of 

Personality Assessment, 56(513).  

http://www.psychtest.com/


109 

  

Thompson, J., & Tantleff, S. (1992) Female and male ratings of upper torso: Actual ideal 

and stereotypical conceptions. Journal of Social Behavior and Personality, 7, 

345-354. 

Trzesniewski, K., Donnellan, M., & Robins, R. (2003). Stability of self-esteem across the 

life span. Journal of Personality and Social Psychology, 84(1), 205–220. 

Turner, J. (1998). The Structure of Sociological Theory. (6th Ed.). Belmont, CA: 

Wadsworth Publishing Company. 

Twenge, J., & Campbell, W. (2002). Self-esteem and socioeconomic status: A meta-

analytic review. Personality and Social Psychology Review, 6(1), 59–71. 

Watts, R. (1982). Sexual functioning, health beliefs, and compliance with high blood 

pressure medications. Nursing Research, 31, 278-283. 

Wiegel, M., Meston, C., & Rosen, R. (2005). The Female Sexual Function Index (FSFI): 

Cross-validation and development of clinical cutoff scores. Journal of Sex and 

Marital Therapy, 31, 1-20. 

Young, V., Nemecek, J., & Nemecek, D. (1995). The efficacy of breast augmentation; 

Breast size increase, patient satisfaction, and psychological effects. Plastic and 

Reconstructive Surgery, 94(7), 958–969.  

Zigmond, A., & Snaith, R. (1983). The hospital anxiety and depression scale. Acta 

Psychiatrica Scandinavica, 67, 361-370. 

Zuckerman, D. (2004). Breast augmentation: A public health perspective. Retrieved 

December 2, 2004, from http://askmen.healthology.com   

 

http://askmen.healthology.com/


110 

  

Appendix A 

Letter of Introduction 

 
Dear Participant, 
 

I am a nurse researcher in the doctoral program at Barry University, School of 
Nursing, studying the effects of breast augmentation mammoplasty procedures on a 
woman’s self-esteem, and sexuality.  
 
 The research project was approved by the research subjects Internal Review 
Board (IRB), and involves about 20 to 30 minutes of your time, to answer the questions. 
Your consent to be a research subject is strictly voluntary. If you agree to participate in 
this study, you will be asked to sign a consent form that has been provided for you. If 
agreed, you will then complete the demographic questionnaire, the Rosenberg Self-
Esteem Scale and the Female Sexual Function Index questionnaires. The later two 
questionnaires will be completed once again, approximately one to two months following 
your surgery. 
 
 Approximately 84 subjects are needed to complete this study, which involves no 
anticipated risk to you. You may choose not to participate in the study, without 
jeopardizing the delivery of your healthcare. All of the results of this study will be kept 
confidential, and the results will only be used in scientific papers, and presentations. Any 
published results of the research will refer to group averages only and no names will be 
used in the study. Data will be kept in a locked file in the researcher’s office. Your signed 
consent form will be kept separate from the data. All data will be destroyed after five 
years. Should you choose to withdraw from this research, your study material will be 
destroyed, and the results will not be included in the study. 
  
 This research will help Advanced Practice Nurses and Researchers understand the 
importance of patient’s choice to seek cosmetic surgery. In addition, this scientific 
understanding will enlighten other healthcare providers to the extent to which surgical 
modifiers effect the self-esteem and sexuality of an individual. I urge you to consider 
participating in this needed research.  
 

Please read the attached consent form and feel free to contact me, Cynthia 
Figueroa-Haas at 305-467-6749, my supervisor, Dr. J. Colin, at 305-899-8030, or the 
Institutional Review Board (IRB) point of contact, Ms. Avril Brenner, @ 305-899-3020, 
for further clarification of the research study. 
 
Sincerely, 
 
Cynthia Figueroa-Haas MSN, ARNP 
Doctoral student at Barry University 
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Appendix B 

Barry University 

Informed Consent Form 

You are being asked to participate in a research study. The title of the study is Effect of 
Breast Augmentation Mammoplasty on Self-Esteem and Sexuality: A Quantitative 
Analysis. The research is being conducted by Cynthia Figueroa-Haas, a student in the 
Nursing department at Barry University, and is seeking information that will be useful in 
the field of Nursing. The purpose of this study is to evaluate the effects of breast 
augmentation procedures on woman’s self-esteem and sexuality.  
 
If you agree to participate in the study, you will be asked to complete the study 
instruments, the Rosenberg Self-Esteem Scale (RSES), the Female Sexual Function Index 
(FSFI), and the researchers designed demographic questionnaire. The amount of your 
time needed for this project is about 20 to 30 minutes. Your consent to be a research 
subject is strictly voluntary. Should you decline to participate, or should you choose to 
drop out at any time during the study, there will be no adverse effects on the delivery of 
your healthcare in the present healthcare facility where you receive healthcare benefits.  
 
Upon completion of the research project, at your request, you will be notified of the study 
results. Data will be kept in a locked file in the researcher’s office. Your signed consent 
form will be kept separate from the data. All data will be destroyed after five years. 
Approximately 84 subjects are needed to complete this study, which involves no 
anticipated risk to you. Benefits from this research include the opportunity to articulate 
your views about the benefits of research in the field of plastic surgery. A copy of this 
consent form will be available to you. To protect your privacy, information you provide 
will be held in confidence, to the extent permitted by law. The code, and information 
gained from the data, will be kept in a locked file. Results of the study will be used only 
in scientific papers, and presentations, where anonymity is fully protected. By signing 
this form, you are freely agreeing to participate in this study.  
 
Please feel free to ask any questions concerning this study. Phone numbers of the 
researcher, and supervisor, are provided below. If you are satisfied with the information 
provided, and are willing to participate in this research, please signify your consent by 
signing this consent form.  
 
Researcher: Cynthia Figueroa-Haas MSN, ARNP 305-467-6749. Supervisor: Dr. Jessie 
Colin 305-899-8030, and available Institutional Review Board point of contact, Ms. Avril 
Brenner, at 305-899-3020. 
 
Signature of Participant: ___________________________   Date: __________________ 
 
Signature of Researcher: ___________________________   Date: __________________  
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Appendix C  

Socio-Demographic Questionnaire     (Place an X in the appropriate box) 

 
1.    What is your age? ______________ 

 
2. What is your marital status?  1. Married:  � 
       2. Single:  � 
        3. Widowed:  � 
      4. Divorced:  � 
       5. Separated:  � 
     6. Living with s/o:       � 
 
3.  Where do you live?  1. USA:   �  

        2. Middle East:  �  
       3. Caribbean Islands: � 
 

4. What is your ethnicity?  1. Hispanic:  �   
       2. Caucasian:  �    
       3. African American: � 
       4. Asian:  �  
     5. Jamaican:  � 
      6. Bahamian:  � 
      7. European:  � 
                                             8. Haitian:                      �  
 
5. What is your educational level? 1. High School:  � 
       2. Under-graduate: � 
       3. Graduate:  � 
     4. Doctorate:  � 
 
6. Have you had other cosmetic surgical procedures in the past? 
       Yes:   � 
       No:   � 

 
7. Are you having other surgical procedures in addition to breast 

augmentation?    Yes: �               No:  � 
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Appendix D 
 

Rosenberg Self-Esteem Scale and Author Permission  
 
Below is a list of statements dealing with your general feelings about 
yourself. If you strongly agree, circle SA. If you agree with the statements, 
circle A. If you disagree, circle D. If you strongly disagree, circle SD. 
 

  1. 
STRONGLY 

AGREE  

2 
 

AGREE  

3. 
 

DISAGREE  

4. 
STRONGLY 
DISAGREE  

1. I feel that I'm a person of 
worth, at least on an equal 
plane with others. 

SA  A  D  SD  

2. I feel that I have a number of 
good qualities. SA  A  D  SD  

3. All in all, I am inclined to feel 
that I am a failure. SA  A  D  SD  

4. I am able to do things as well 
as most other people. SA  A  D  SD  

5. I feel I do not have much to be 
proud of. SA  A  D  SD  

6. I take a positive attitude toward 
myself. SA  A  D  SD  

7. On the whole, I am satisfied 
with myself. SA  A  D  SD  

8. I wish I could have more 
respect for myself. SA  A  D  SD  

9. I certainly feel useless at 
times. SA  A  D  SD  

10. At times I think I am no good at 
all. SA  A  D  SD  

 
The scale may be used without explicit permission. The author's family, however, would like to be kept informed 
of its use: 
 
The Morris Rosenberg Foundation c/o Dept. Of Sociology 
University of Maryland 2112 Art/Soc Building College Park, MD 20742-1315 
 

• To score the items, assign a value to each of the 10 items as follows:  

• For items 1, 2, 4, 6, 7: Strongly Agree=3, Agree=2, Disagree=1, and Strongly Disagree=0.  

• For items 3, 5, 8, 9, 10 (which are reversed in valence, and noted with the asterisks** below):   

Strongly Agree=0, Agree=1, Disagree=2, and Strongly Disagree=3. 

  

• The scale ranges from 0-30, with 30 indicating the highest score possible. Other scoring options are possible. For 

example, you can assign values 1-4 rather than 0-3; then scores will range from 10-40. Some researchers use 5- or 7-

point Likert scales, and again, scale ranges would vary based on the addition of "middle" categories of agreement.  
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Appendix E 

Permission email letter allowing usage of FSFI Tool. 
 
 
 
-----Original Message-----  
From: Figueroa, Cynthia (Forward)  
Sent: Wed 5/29/2002 9:31 PM  
To: info@fsfi-questionnaire.com  
Cc:  
Subject: FSFI Tool 

 

Good afternoon, 

I am a doctorate student at Barry University in Miami Shores, Florida.  

I would be very interested in using your FSFI Tool in my dissertation 

research study. Please advice regarding processes involved in doing so. 

Thank you for your assistance in this matter. 

Cynthia Firpi Figueroa MSN, ARNP 

 

 

 

Response:  

You may use it and download it from the web. Jules T. Mitchel   At 01:31 AM 
5/30/02  
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Appendix F 
 

Female Sexual Function Index (FSFI)  
 
INSTRUCTIONS: These questions ask about your sexual feelings and responses during the past 
4 weeks. Please answer the following questions as honestly and clearly as possible. Your 
responses will be kept completely confidential. In answering these questions the following 
definitions apply: 
 
Sexual activity can include caressing, foreplay, masturbation and vaginal intercourse. 
Sexual intercourse is defined as penile penetration (entry) of the vagina. 
Sexual stimulation includes situations like foreplay with a partner, self-stimulation 
(masturbation), or sexual fantasy. 
 
CHECK ONLY ONE BOX PER QUESTION. 
Sexual desire or interest is a feeling that includes wanting to have a sexual experience, feeling 
receptive to a partner's sexual initiation, and thinking or fantasizing about having sex. 
 

1. Over the past 4 weeks, how often did you feel sexual desire or interest 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
2. Over the past 4 weeks, how would you rate your level (degree) of sexual desire or interest? 

□ Very high 
□ High 
□ Moderate 
□ Low 
□ Very low or none at all 

 
Sexual arousal is a feeling that includes both physical and mental aspects of sexual excitement. It 
may include feelings of warmth or tingling in the genitals, lubrication (wetness), or muscle 
contractions. 
 
3. Over the past 4 weeks, how often did you feel sexually aroused ("turned on") during sexual 
activity or intercourse? 

□ No sexual activity 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
4. Over the past 4 weeks, how would you rate your level of sexual arousal ("turn on") during 
sexual activity or intercourse? 

□ No sexual activity 
□ Very high 
□ High 
□ Moderate 
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□ Low 
□ Very low or none at all 

5. Over the past 4 weeks, how confident were you about becoming sexually aroused during 
sexual activity or intercourse? 

□ No sexual activity 
□ Very high confidence 
□ High confidence 
□ Moderate confidence 
□ Low confidence 
□ Very low or no confidence 

 
6. Over the past 4 weeks, how often have you been satisfied with your arousal (excitement) 
during sexual activity or intercourse? 
 

□ No sexual activity 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
7. Over the past 4 weeks, how often did you become lubricated ("wet") during sexual activity or 
intercourse? 

□ No sexual activity 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
8. Over the past 4 weeks, how difficult was it to become lubricated ("wet") during sexual activity 
or intercourse? 

□ No sexual activity 
□ Extremely difficult or impossible 
□ Very difficult 
□ Difficult 
□ Slightly difficult 
□ Not difficult 
 

9. Over the past 4 weeks, how often did you maintain your lubrication ("wetness") until 
completion of sexual activity or intercourse? 

□ No sexual activity 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
10. Over the past 4 weeks, how difficult was it to maintain your lubrication ("wetness") until 
completion of sexual activity or intercourse? 

□ No sexual activity 
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□ Extremely difficult or impossible 
□ Very difficult 
□ Difficult 
□ Slightly difficult 
□ Not difficult 

 
11. Over the past 4 weeks, when you had sexual stimulation or intercourse, how often did you 
reach orgasm (climax)? 

□ No sexual activity 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
12. Over the past 4 weeks, when you had sexual stimulation or intercourse, how difficult was it 
for you to reach orgasm (climax)? 

□ No sexual activity 
□ Extremely difficult or impossible 
□ Very difficult 
□ Difficult 
□ Slightly difficult 
□ Not difficult 

 
13. Over the past 4 weeks, how satisfied were you with your ability to reach orgasm (climax) 
during sexual activity or intercourse? 

□ No sexual activity 
□ Very satisfied 
□ Moderately satisfied 
□ About equally satisfied and dissatisfied 
□ Moderately dissatisfied 
□ Very dissatisfied 
 

14. Over the past 4 weeks, how satisfied have you been with the amount of emotional closeness 
during sexual activity between you and your partner? 

□ No sexual activity 
□ Very satisfied 
□ Moderately satisfied 
□ About equally satisfied and dissatisfied 
□ Moderately dissatisfied 
□ Very dissatisfied 

 
15. Over the past 4 weeks, how satisfied have you been with your sexual relationship with your 
partner? 

□ Very satisfied 
□ Moderately satisfied 
□ About equally satisfied and dissatisfied 
□ Moderately dissatisfied 
□ Very dissatisfied 

 
16. Over the past 4 weeks, how satisfied have you been with your overall sexual life? 
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□ Very satisfied 
□ Moderately satisfied 
□ About equally satisfied and dissatisfied 
□ Moderately dissatisfied 
□ Very dissatisfied 

 
17. Over the past 4 weeks, how often did you experience discomfort or pain during vaginal 
penetration? 

□ Did not attempt intercourse 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
18. Over the past 4 weeks, how often did you experience discomfort or pain following vaginal 
penetration? 

□ Did not attempt intercourse 
□ Almost always or always 
□ Most times (more than half the time) 
□ Sometimes (about half the time) 
□ A few times (less than half the time) 
□ Almost never or never 

 
19. Over the past 4 weeks, how would you rate your level (degree) of discomfort or pain during 
or following vaginal penetration? 

□ Did not attempt intercourse 
□ Very high 
□ High 
□ Moderate 
□ Low 
□ Very low or none at all 
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Appendix G  
 

Female Sexual Function Index Scoring Tool 
 
Question Response Options 
 
1. Over the past 4 weeks, how often did you feel sexual desire or interest? 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
 
2. Over the past 4 weeks, how would you rate your level (degree) of sexual desire or 
interest? 
5 = Very high 
4 = High 
3 = Moderate 
2 = Low 
1 = Very low or none at all 
 
3. Over the past 4 weeks, how often did you feel sexually aroused ("turned on") during 
sexual activity or intercourse? 
0 = No sexual activity 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
 
4. Over the past 4 weeks, how would you rate your level of sexual arousal ("turn on") 
during sexual activity or intercourse? 
0 = No sexual activity 
5 = Very high 
4 = High 
3 = Moderate 
2 = Low 
1 = Very low or none at all 
 
5. Over the past 4 weeks, how confident were you about becoming sexually aroused 
during sexual activity or intercourse? 
0 = No sexual activity 
5 = Very high confidence 
4 = High confidence 
3 = Moderate confidence 
2 = Low confidence 
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1 = Very low or no confidence 
 
6. Over the past 4 weeks, how often have you been satisfied with your arousal 
(excitement) during sexual activity or intercourse? 
0 = No sexual activity 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
 
7. Over the past 4 weeks, how often did you become lubricated ("wet") during sexual 
activity or intercourse? 
0 = No sexual activity 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
 
8. Over the past 4 weeks, how difficult was it to become lubricated ("wet") during sexual 
activity or intercourse? 
0 = No sexual activity 
1 = Extremely difficult or impossible 
2 = Very difficult 
3 = Difficult 
4 = Slightly difficult 
5 = Not difficult 
 
9. Over the past 4 weeks, how often did you maintain your lubrication ("wetness") until 
completion of sexual activity or intercourse? 
0 = No sexual activity 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
 
10. Over the past 4 weeks, how difficult was it to maintain your lubrication ("wetness") 
until completion of sexual activity or intercourse? 
0 = No sexual activity 
1 = Extremely difficult or impossible 
2 = Very difficult 
3 = Difficult 
4 = Slightly difficult 
5 = Not difficult 
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11. Over the past 4 weeks, when you had sexual stimulation or intercourse, how often did 
you reach orgasm (climax)? 
0 = No sexual activity 
5 = Almost always or always 
4 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
2 = A few times (less than half the time) 
1 = Almost never or never 
 
12. Over the past 4 weeks, when you had sexual stimulation or intercourse, how difficult 
was it for you to reach orgasm (climax)? 
0 = No sexual activity 
1 = Extremely difficult or impossible 
2 = Very difficult 
3 = Difficult 
4 = Slightly difficult 
5 = Not difficult 
 
13. Over the past 4 weeks, how satisfied were you with your ability to reach orgasm 
(climax) during sexual activity or intercourse? 
0 = No sexual activity 
5 = Very satisfied 
4 = Moderately satisfied 
3 = About equally satisfied and dissatisfied 
2 = Moderately dissatisfied 
1 = Very dissatisfied 
 
14. Over the past 4 weeks, how satisfied have you been with the amount of emotional 
closeness during sexual activity between you and your partner? 
0 = No sexual activity 
5 = Very satisfied 
4 = Moderately satisfied 
3 = About equally satisfied and dissatisfied 
2 = Moderately dissatisfied 
1 = Very dissatisfied 
 
15. Over the past 4 weeks, how satisfied have you been with your sexual relationship 
with your partner? 
5 = Very satisfied 
4 = Moderately satisfied 
3 = About equally satisfied and dissatisfied 
2 = Moderately dissatisfied 
1 = Very dissatisfied 
 
16. Over the past 4 weeks, how satisfied have you been with your overall sexual life? 
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5 = Very satisfied 
4 = Moderately satisfied 
3 = About equally satisfied and dissatisfied 
2 = Moderately dissatisfied 
1 = Very dissatisfied 
 
17. Over the past 4 weeks, how often did you experience discomfort or pain during 
vaginal penetration? 
0 = Did not attempt intercourse 
1 = Almost always or always 
2 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
4 = A few times (less than half the time) 
5 = Almost never or never 
 
18. Over the past 4 weeks, how often did you experience discomfort or pain following 
vaginal penetration? 
0 = Did not attempt intercourse 
1 = Almost always or always 
2 = Most times (more than half the time) 
3 = Sometimes (about half the time) 
4 = A few times (less than half the time) 
5 = Almost never or never 
 
19. Over the past 4 weeks, how would you rate your level (degree) of discomfort or pain 
during or following vaginal penetration? 
0 = Did not attempt intercourse 
1 = Very high 
2 = High 
3 = Moderate 
4 = Low 
5 = Very low or none at all
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Appendix H 
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Appendix I 

 Research Question Hypothesis Instrument Statistical 
Test 

Result 

1 Is there a statistical 
difference in the level 
of self-esteem before 
and after receiving 
breast augmentation? 

There will be a 
significant increase on 
the levels of self-
esteem in mean scores, 
as measured by the 
RSES, following breast 
augmentation surgery. 

Rosenberg 
Self-Esteem 
Inventory 

Paired t – test The implication for the relevant 
statistical test (paired t-test) for H1 
reported a statistical significance in the 
levels of self-esteem following breast 
augmentation surgery (p=<.0001), t 
(84) value of 9.83. 

2 Is there a statistical 
difference in the level 
of sexuality before and 
after receiving breast 
augmentation? 

There will be a 
significant increase on 
the levels of sexuality 
in mean scores, as 
measured by the FSFI, 
following breast 
augmentation surgery. 

Female Sexual 
Function 
Index 

Paired t – test The implication for the relevant 
statistical test, paired t-test, for H2 
reported a statistical significance in the 
levels of sexuality following breast 
augmentation (p=<.0001), t (84) value 
of 6.46. 

3 Is there a statistical 
difference in the 
sexuality subscale 
scores (desire, arousal, 
lubrication, orgasm, 
satisfaction, pain) 
before and after 
receiving breast 
augmentation? 

There will be a 
significant increase in 
the sexuality subscale 
scores (desire, arousal, 
lubrication, orgasm, 
satisfaction, pain) after 
receiving breast 
augmentation. 

Female Sexual 
Function 
Index 

Repeated 
Measures 
ANOVA 
using Proc 
GLM 
(General 
Linear Model)   

 

The implication for the relevant 
statistical difference (repeated 
measures ANOVA, SAS’s Proc GLM) 
in the sexuality subscale scores (desire, 
arousal, lubrication, orgasm, 
satisfaction, pain), for H3, indicated 
that the null hypothesis was rejected. 
Therefore, the hypothesis that there 
was a positive significant increase in 
the sexuality subscale scores after 
receiving breast augmentation was 
accepted.  

 

4  
Is there a positive 
correlation between 
self-esteem, sexuality, 
and breast 
augmentation? 

 

There will be a positive 
correlation between 
self-esteem, sexuality 
and breast 
augmentation. 

Demographic 
Survey 

Rosenberg 
Self-Esteem 
Inventory 

Female Sexual 
Function 
Index 

Pearson r The implication for the relevant 
statistical test H4, Pearson Correlation 
Coefficients, N=168, indicated a strong 
correlation between self-esteem and 
breast augmentation (p=<.0001), self-
esteem and sexuality (p=<.0001), and 
sexuality and breast augmentation 
(p=<.0001). 

5  
Is there a correlation 
between demographic 
variables and levels of 
self-esteem and 
sexuality before and 
after receiving breast 
augmentation? 

There will be a 
correlation between 
demographic variables 
and levels of self-
esteem and sexuality 
before and after 
receiving breast 
augmentation. 

Demographic 
Survey 

Rosenberg 
Self-Esteem 
Inventory 

Female Sexual 
Function 
Index 

Repeated 
Measures 
ANOVA 
using Proc 
GLM 

The implication for relevant statistical 
tests (ANOVA, SAS Proc GLM) to 
determine the marginal means and 
correlation between breast 
augmentation, self-esteem, and the 
demographic variables rejected the null 
hypothesis. There was strong 
correlation associated with the 
participant’s educational level (p= 
0.0036), and history of previous 
cosmetic surgery (p= 0.0005). 

There was no correlation between 
breast augmentation, sexuality 
associated with the demographic 
variables; age, marital status, 
residency, ethnicity, educational level, 
or history of previous cosmetic 
surgery. 
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Appendix J 

 

Surgical Facility Permission Form 

 

 

I, Dr. ____________________________________________ (print), do hereby give, 

Cynthia Figueroa-Haas MSN, ARNP, Barry University Doctoral Nursing student, 

permission to conduct her study, Effect of Breast Augmentation Mammoplasty on Self-

Esteem and Sexuality: A Quantitative Analysis, on my cosmetic center patients, upon 

their consent. This study on eligible breast augmentation patients and the effect on their 

self-esteem and sexuality is welcomed. 

 

_______________________________ 

Signature/Date 
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Appendix K 

Rosenberg Self-Esteem Scale Teleform Form © 
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Appendix L  
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Appendix M 

Flyer for Research Study 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

     *Must be 21 Years or Older   *First Time Breast Augmentation  

  Contact Cindi Figueroa-Haas today! IRB Approved 6/22/2005 

352-379-5557/305-467-6749 

Seeking Participants  
For Doctoral Research 

Women are needed to complete two questionnaires    
measuring self-esteem & sexuality; prior to surgery and 
approximately 1-2 months after surgery. This research    
study is being conducted as partial fulfillment for a       
nursing doctoral program.                
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Appendix N 

IRB Barry University Letter of Introduction Approval Form 
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Appendix O 

IRB - Barry University Approval for Informed Consent Form 
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Appendix P 

IRB Barry University Approval Letter 
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