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Abstract. This review describes the historical development of
aesthetic surgery in Japan and parallels with the development
of the specialty in the United States. The focus is on the con-
sequences of aesthetic surgery in the male patient when col-
laboration between mental health clinicians and surgeons lags.
The cultural, social, and psychological issues raised are rel-
evant to the diverse cultural groups now seeking aesthetic sur-
gery in the United States. Case illustrations are a reminder to
aesthetic surgeons of the potential need for more comprehen-
sive evaluation in the group of male patients who may be at
added risk for negative outcomes in terms of satisfaction.
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Psychological problems in male patients seeking cos-
metic surgery are well known to plastic surgeons, psy-
chiatrists, and other clinicians in the United States and
Japan. However, the manner in which surgeons manage
these psychological issues and their awareness of spe-
cific concerns differ in the two countries. This paper
details the psychological problems specific to male pa-
tients seeking aesthetic surgery and discusses the impli-
cations for surgical intervention from a cross-cultural
perspective, using Japan as a model. The authors focus
on Japanese male cosmetic patients because their number
is increasing and their request for change appears greatly
influenced by shifts in cultural norms and expectations.

Historical Perspective

Japanese culture was primarily influenced by China and
Korea and later by Western traders from the Netherlands
and Portugal. During the Edo-period (1603–1867) a dis-
tinctive Japanese culture and life-style developed and
flourished [1]. Not until 1856 did Japan open her ports to
the American fleet under Commodore Perry. The Japa-
nese were suddenly “astonished” by all things Western.
For the next 50 years, Japan admired Western ways and
rapidly modernized [1]. During the period of westerniza-
tion, the first cosmetic surgery was performed by Mi-
kamo in 1896. The operation was the formation of a
double eyelid to correct “a partial defect of the muscle
fibers that end on the skin of the upper eyelids making
the facial expression monotonous and impassive—can
also cause narrowed vision” [2]. It is interesting to note
that the indications were both functional and aesthetic.
The next reported blepharoplasty was two decades later,
performed by Dr. Uchida [2], an optometrist. Just as
blepharoplasty began to grow in popularity, along came
World War II and cosmetic surgery ceased.

After the great Kanto earthquake in 1923, Tokyo
emerged as a cosmopolitan city, once again receptive to
Western popular culture [2]. The traditional ideal of
beauty had always been “straight eyes and nose, flat
eyelids, and receding chin (which expressed) the Bud-
dhist idea of harmony and universality” [3]. The new
paragon became Caucasian-like facial features, the round
eyes with a tarsal crease and strong nasal dorsum. Cos-
metic surgery became especially popular among young
Japanese women. There was a high demand for the
double-eyelid operation followed by augmentation rhi-
noplasty both of which remain the most frequently per-
formed cosmetic procedures in Japan [3]. Often the
double-eyelid procedure was accomplished during the
lunch hour. Most Japanese plastic surgeons place the
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tacking sutures from the transconjunctival rather than the
external approach.

Initially, cosmetic procedures were performed by oto-
laryngologists, optometrists, dermatologists and orthope-
dists [4]. In 1956, the first team of plastic surgeons was
formed in Japan in the Department of Orthopedic Sur-
gery at Tokyo University Hospital [5]. This was done to
emphasize the specific technical competence of plastic
surgeons specializing in this emerging field. The term
“plastic surgery” initially applied to both reconstructive
and aesthetic problems, but soon the subspecialty of aes-
thetic surgery separated when the term “plastic” became
synonymous with reconstructive surgery. This distinc-
tion was codified, and a separate Japanese specialty of
aesthetic surgery was legally established in 1978.

Demographics

Although cosmetic surgery has a longer history in the
United States than in Japan, there are some interesting
parallel developments. In 1994, members of the Ameri-
can Society of Plastic and Reconstructive Surgeons
(ASPRS) reported 47,410 cosmetic procedures in male
patients, which is 12% of all such procedures in that year.
However, by 1997 the number of male face-lift opera-
tions was almost double that in 1992. Reliable Japanese
data for cosmetic procedures is not available, but re-
quests for these operations is growing [6,7]. In particular,
there is heightened interest in aesthetic surgery among
men [8]. Koda et al. [8] suggested that requests for cos-
metic procedures from males now approaches that for
females.

Psychological Issues in Male Cosmetic Patients

American plastic surgeons underscore their concern that
males seeking cosmetic changes are likely to have un-
derlying psychological problems. Jacobson et al. [9]
studied 20 male patients whose complaints and symp-
toms were of a cosmetic nature and whose minimal de-
formities were not related to trauma or congenital mal-
formation. Eighteen of the 20 patients were referred for
psychiatric evaluation and all were given a psychiatric
diagnosis (psychosis was diagnosed in seven patients and
neurosis in four). Seven patients were diagnosed as hav-
ing a moderate to severe personality trait disorder. These
investigators also analyzed 98 consecutive cosmetic pa-
tients presenting with minimal facial deformity. Of these,
14 were male, and 11 requested rhinoplasty. Ten of the
11 male patients were diagnosed with a psychiatric di-
agnosis as compared with 70% of the total sample. Goin
and Goin [10] describe 27 selected rhinoplasty patients
who had a psychological disorder; all were in therapy at
the time of rhinoplasty. Ten of the 27 were male and the
number of men exhibiting postoperative disturbance was
high (3 out of 6). Interestingly, these authors found that
overtly effeminate, homosexual males seemed to have
fewer psychological disturbances following rhinoplasty.

Thus, Goin and Goin [10] hypothesized that homosexual
patients had less psychosexual conflict because their sex-
ual identity was secure. In contrast, the non-homosexual
male patient seeking rhinoplasty may be more confused
emotionally and intellectually about his gender identity
and consequently uncertain about his perception of his
nose [11].

The psychological effect of a face-lift is thought to
differ from other cosmetic procedures. The patient hopes
to return to an earlier, more youthful appearance, i.e., the
patient is not seeking to change basic appearance or as-
sume a new physical identity [12]. Such a patient’s self-
image is assumed to be stable and the procedure would
have less impact on this internalized image than for
someone seeking a more radical change in basic appear-
ance. In Edgerton’s study of 106 consecutive patients
seeking rhytidectomy, only 7 (9%) were male. Of these
7, all were found to have suffered emotional illness in the
past and all had a current psychiatric diagnosis.

Although Japanese surgeons are aware of psychologi-
cal issues in their cosmetic patients, they have written
relatively few papers on the subject. Fukuda and Yamada
[13] analyzed 274 patients (170 males, 104 females) with
no observable deformity or a minimal deformity who had
persistent and exaggerated complaints about how they
look. Of the 274, 179 were judged by plastic surgeons to
have psychological problems, including 22 patients with
a delusional thought disorder. Seventy percent of the 179
patients were male, and most were between the ages 17
to 19. The surgeons had the impression that the disturbed
patients maintained a masculine identity. Of the 179 psy-
chologically disturbed patients, only 15 agreed to meet a
psychiatrist, and 13 of these were diagnosed as being
psychotic, including 5 with schizophrenia. The diagnoses
of all 179 patients were not reported because of the dif-
ficulty in obtaining a formal psychiatric evaluation.

At Kitasato University Hospital, Ishigooka et al. [14],
using a team of plastic surgeons and psychiatrists, stud-
ied a series of consecutive cosmetic patients. All fifteen
patients (9 males, 5 females, age 16 to 58) who sought
cosmetic surgery were evaluated by psychiatrists. Four
male and 2 female patients (a total of 40% of all patients)
met the diagnostic criteria for dysmorphophobia or body
dysmorphophobic disorders (BDD); 7 patients (6 male, 1
female) (47%) had ideas of reference; and 7 patients (5
male, 2 female) (47%) evidenced poor social adjustment.

From the same hospital, Koda et al. [8] reported on
180 patients requesting cosmetic surgery (49 male pa-
tients and 131 female patients, mean age of 36.0 years).
Sixty-three (24 male) (35%) patients were found to have
psychiatric problems: 20 (11.1%) patients with dysmor-
phophobia; 17 (9.4%) had suffered depression; 5 (2.8%)
were schizophrenic; and 21 (11.7%) had other diagnoses,
including anxiety neurosis, borderline personality disor-
der, among others. Among the female patients, depres-
sion, neurosis, and personality disorder accounted for
74% of the diagnoses. In contrast, these psychiatric dis-
orders were found in about 37% of male patients. Dys-
morphophobia was diagnosed in 58% of male patients.
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This high incidence of psychological disturbance, espe-
cially male dysmorphophobia, is consistent with other
studies from Kitasato University Hospital [15].

In 1998 Ishigooka et al. [16] reported on 415 patients
seeking cosmetic surgery; all had similar demographic
features. Two hundred eighty-five patients were female
and 130 were male. Of the 130 male patients, 85 (65.4%)
met ICD-10 diagnostic criteria (because some patients
were excluded from data analysis, only 72.1% of all male
patients were assessed). Twenty-six patients were diag-
nosed with a hypochondriacal disorder (dysmorphopho-
bia, nondelusional), 22 with neurotic disorder, 17 with
persistent delusional disorder (dysmorphophobia), 7 with
depression, 6 with schizophrenia, 1 with paranoid per-
sonality disorder, and 6 patients with other psychiatric
diagnoses. In addition, 88 male patients were assessed as
having poor social adjustment. In comparison, 113
(39.6%) of female patients had a psychiatric disorder and
118 (48%) had poor social adjustment. It was noted that
male patients were significantly younger than female pa-
tients at time of psychiatric diagnosis (26.6 ± 9.5, 38.9 ±
13.6, respectively). Sixty-six male patients had more
than one cosmetic procedure, however, there was no spe-
cific correlation between frequency of procedures and
the diagnosis of a social adjustment disorder.

It is important to underscore that all the studies cited
above were carried out in Japanese university hospitals.
There could be a referral bias because in Japan university
centers for cosmetic surgery are better equipped than
private clinics. Thus, they could be seeing a higher per-
centage of referred patients who are perceived to be dis-
turbed or at high risk. The high percentage of male pa-
tients in the university study populations contrasts with
the 1:11 or 1:4 male:female ratio reported by some pri-
vate Japanese clinics [17,18]. The Japanese cosmetic
population shows an increasing number of older male
patients as well as female patients [17], reflecting the
increasing proportion of senior citizens in Japan. Ko-
bayashi and Shirakabe [19] estimated the overall per-
centage of “problem patients” in the private cosmetic
clinics to be less than 5%.

In summary, studies from both the United States and
Japan show that male patients seeking cosmetic surgery
are more psychologically disturbed than female patients
seeking similar procedures [8,9,12–16,20–24]. Plastic
surgeons and psychiatrists in both countries have pro-
posed similar hypotheses to explain this observation. In
the past, both societies have shown more acceptance of
women focusing on physical attractiveness than men
[9,12,25–28]. Thus, male patients seeking cosmetic sur-
gery do so in a milieu of some prejudice. Namba et al.
[25,29,30] reported on 108 Japanese patients (57 females
and 51 males) who had a conspicuous cosmetic defor-
mity. This study was done in the early 60s when it was
less common for women to work full time. They found
that men articulated more concern than women about
their psychological difficulties and anxiety about the fu-
ture. Namba [29] stated that “. . . it is a liethat men care
less of . . . ugliness than women. In Japan, men perceive

they suffer socioeconomic disadvantage when seen as
being ugly . . . But in general, a focus on ugliness in men
is given less importance than for women. Men in Japan
tend to feel ashamed to be preoccupied with their ap-
pearance. This distress may result in greater psychologi-
cal disturbance among men than women.”

Characteristics Specific to Male Cosmetic Patients

Male cosmetic patients in both the U.S. and Japan are
described as shy, rigid, and guarded. They are difficult to
interview and are reported to have problems in interper-
sonal relationships, especially with women. They are
sometimes described as sexually inhibited. Jacobson et
al. [9] noted a specific type of relationship between these
male patients and their parents, i.e., they are close to their
mother and express dislike for their father. A male’s
sense of deformity is frequently linked with a conscious
wish to dissociate himself from the father’s undesirable
traits or weaknesses. The inability of a boy to form a
normal relationship with his father can lead to an abnor-
mal male identification. At a less conscious level, there is
a wish to disavow the primitive destructive rage, primar-
ily directed at the mother, from whom the male patient
was not rescued. In Freudian terms, this failure to master
the intense ambivalence in relation to his mother is at the
root of his difficulty in forming deep relationships with
other women. Male cosmetic patients are frequently
single or have serious problems in their marriages
[8,9,22,31]. They are more likely to have a history of
numerous cosmetic procedures, to be unmarried, and to
be between the ages of 20 to 35. These patients have a
heightened likelihood of having unrealistic expectations,
and this is particularly true of male patients in their late
40s and early 50s who have face lifts. These males are
often widowed or divorced, and they prefer dating
younger women [12,32,33].

Druss et al. [27] explained the development of unre-
alistic expectations among cosmetic surgical patients as a
result of either denial, projection, concretization, or pre-
occupation. As reality is denied, real problems are pro-
jected onto body parts. During the process of concreti-
zation, the development of a fixed focus with definable
areas of concern, there is a concentration on a specific
body part that requires surgical attention. This focus be-
comes a preoccupation. The patient goes from surgeon to
surgeon and from hospital to hospital to seek help. The
sequence is similar in patients with body dysmorphic
disorder (BDD), once believed to occur primarily in fe-
males, in both the U.S. and Japan. Recent studies in the
U.S. have shown no or minor gender differences in BDD
[34,35]. The percentage of BDD male compared to fe-
male patients is higher in Japan than in the United States.

In both the U.S. and Japan, male cosmetic patients are
reported to be more psychologically disturbed than fe-
male patients. Pertschuk et al. [36] found that in response
to a questionnaire comparing body image in men who
seek cosmetic surgery with women seeking similar pro-
cedures that male and female patients do not differ in the
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degree of dissatisfaction with the specific body part they
were considering for correction, or in their overall physi-
cal appearance. However, males reported significantly
more symptoms of BDD. Other investigators hypoth-
esized that the etiology of BDD is a heightened sensi-
tivity to asymmetry [37]. Based on the fact that in both
the animal and human world, symmetry implies better
biological fitness and resistance to developmental dis-
ruptions. Thus, animals and humans value symmetry,
and humans seek it when possible. BDD patients may be
able to perceive subtle deviations of symmetry and be-
come obsessed with what they perceive to be asymme-
tries.

Despite the psychological disturbances noted in male
cosmetic surgery patients in the U.S., they are often de-
scribed as intelligent, highly educated achievers, with
good work records and well-adjusted social lives but are
preoccupied with their self-perceived deformity. On the
contrary, Japanese men who seek surgery are described
as having a poor social life, as being nervous and intro-
verted, and exhibiting aggressive behavior [8,14,16,25,
29].

Psychiatric Assessment

Notwithstanding the evidence for psychiatric concerns in
male and female patients undergoing cosmetic surgery, it
is the consensus that these patients, even those with
BDD, can benefit from a change in their appearance,
particularly if undertaken in conjunction with psychiatric
intervention. Edgerton et al. [23] reviewed the long-term
outcomes of 100 (65 females and 35 males) aesthetic
surgical patients presenting with significant psychologi-
cal disturbances. Of the 100, 87 underwent a variety of
procedures. The average time between the initial consul-
tation and the operation was 13.7 months for males and
9.8 months for females. Seventy-two of the 87 patients
(82.8%) had a clearly positive psychological outcome,
12 (13.8%) reported no discernible subjective or objec-
tive change, and only 3 patients (3.4%) were negatively
impacted by the operation. There were no major negative
reactions after the cosmetic procedures, such as inci-
dence of attempted suicide or psychotic decompensation.
Edgerton et al. commented “The combination of psycho-
logical assessment-intervention and surgery is the key to
helping these long-suffering patients.”

In Japan by contrast, although many surgeons are
aware of the importance of psychiatric consultation, they
rarely refer these patients to a psychiatrist, and collabo-
ration between surgeons and psychiatrists is uncommon.
This difference in referral and collaboration probably
relates to the patient and surgeon’s concerns with stig-
matization, but may also reflect a lack of the surgeon’s
interest in referral as being essential and routine to the
evaluation. Fukuyama and Yamada [38], both surgeons,
succeeded in gaining consent from only 15 of 179 pa-
tients who were thought to have psychiatric problems.
They stressed the barrier posed by the negative conno-
tation of seeing a psychiatrist and also the psychiatrist’s

unfamiliarity with the psychological aspects of cosmetic
surgical procedures or the impact on patients. There is
general agreement among cosmetic surgeons that psy-
chological support, either by the plastic surgeon or con-
sulting psychiatrist, is critical to a favorable outcome in
these patients. In general, patients who seek cosmetic
surgery, whether in Japan or the West, are anxious to
improve their body image, self-confidence, or self-
esteem, in other words, their psychological well being.
Many surgeons do not consider psychiatric/psycho-
logical intervention and, instead, rely on their own psy-
chological acumen, especially for unrealistic expecta-
tions.

Case Reports

The following patient described by Nawate [39], a Japa-
nese plastic surgeon, illustrates the danger of cosmetic
surgery when the motivations or understanding of a pro-
cedure is not adequately explored.

A 22-year-old Japanese college student was told by his
dance partner, “You look good when you open your eyes
wide.” Motivated by her words, he underwent a double-
eyelid procedure at a cosmetic clinic in Tokyo but was
not satisfied with the results. He became distressed and
stopped attending classes, stayed in his apartment, and
spent all day looking at himself in a mirror. He visited
several plastic surgeons, including one at a university
hospital, and asked that they return him to his former
appearance, but none agreed to undo the procedure. He
finally went back to his hometown where his mother
lived.

When he again presented to a surgical clinic, he was
wearing black sunglasses, and often burst into tears. The
surgeon’s impression was “There is no doubt that he will
need a psychiatrist if his condition doesn’t change.” Af-
ter the surgeon learned of the patient’s history he advised
him to return to college, obtain a job, and stop seeking
additional procedures.

But a year later, having problems in relationships at
work, he again became preoccupied with his appearance.
At that time, he was diagnosed by a psychiatrist as hav-
ing schizophrenia. He was hospitalized and discharged
after a course of treatment.

In contrast, the next case, described by Edgerton et al.
[23], illustrates a successful outcome when surgical care
is combined with psychological consultation.

E.D. was a 20-year-old man with a history of having
undergone three rhinoplasties and one septoplasty. He
acknowledged that these operations “straightened the
bridge of my nose, but it made the tip more bulbous
appearing, diminishing my small chin and mouth.” E.D.
was preoccupied with self-examination of his small chin
and mouth. Psychiatric treatment was recommended to
the patient but he rejected it. Under duress, however, he
consulted the team’s psychiatrist. After careful team
evaluation over a 7-month period, a surgical procedure
was suggested.

E.D. underwent nine surgical procedures, designed ac-
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cording to the patient’s wishes, addressing refinement of
the nose and widening of the jaw line. He stopped seek-
ing surgical correction after 12 years stating, “My nose
looks the best it has been.” Fourteen years after his last
procedure, E.D. was reevaluated and found to be proud
of his appearance. He did not request any more proce-
dures.

Cosmetic procedures among the older population are
increasing in both the U.S. and Japan. The following case
report from the U.S. illustrates a common scenario asso-
ciated with male patients seeking cosmetic alteration
[40].

M.L., a 37-year-old married management consultant,
sought a rhinoplasty at age 35 when he was at a high
point in his career. He was referred for preoperative psy-
chiatric consultation because of the general concern
about adult males who request rhinoplasty.

In college, he had few outside interests other than his
studies and few friends. He had never dated before col-
lege. M.L. received a doctorate degree in a science but to
achieve financial security he chose a career in manage-
ment, in which he was successful. He married the first
woman he dated, one who made few demands and who
by virtue of her training could be financially indepen-
dent. Retrospectively, M.L. saw his marriage as a cal-
culated decision, made at the right time with the right
person, and one that caused the least disruption of his
family.

Although M.L. had a nasal deformity, he had a more
divergent strabismus. At the time he requested the rhi-
noplasty, he stated that he was feeling better about him-
self, generally took more pride in himself, and wanted a
rhinoplasty to achieve a more pleasing profile. He had
previously lost 13.6 kg through diet and exercise and had
begun to dress fashionably. There was no evidence of
overt marital discord, but M.L. said that his wife “lacked
the vision of the future” that he had attained as he be-
came successful.

Postoperatively M.L. expressed immediate satisfac-
tion with his rhinoplasty. Two months later he called the
psychiatric consultant for an appointment and said that
he was considering a separation from his wife. There had
been no intervening psychological crises. Others re-
sponse to the rhinoplasty, at work, socially, and within
his family, was entirely satisfactory. However, the pa-
tient now felt that his wife would be unable to match his
lifestyle, and when he confronted her with the changes he
wanted her to make, she refused; this led to their eventual
separation and divorce. At a 20-year follow-up M.L. had
been in a new stable marriage for over 15 years and he
had continued to enjoy success in his work. He never
again asked for another cosmetic surgical procedure.

Conclusions

Cosmetic surgery had its shadowy beginnings in the late
19th century in both Japan and the United States, but
evolved in different ways, influenced by culture and
clinical practice. Traditional Japanese values reflect the

view that “more precious in a woman is a virtuous heart
than a face of beauty” [41]. Furthermore, if a woman was
obsessed with glamour it was seen as detracting from her
efforts to achieve inner beauty and role fulfillment. For
example, facial makeup is still forbidden in some high
schools in Japan because “to care about outside beauty
disturbs the concentration on study,” or it is often stated
“You get tired of beauty after 3 days but get used to
ugliness after 3 days.”

The U.S. is composed of people from many different
countries whereas Japanese society is almost uniracial.
People grow up in relatively the same culture and with
individuals of similar appearance. Perhaps this pheno-
typic uniformity makes them more sensitive to any kind
of deviation. Other factors, such as the influence of
Western culture and globalization, along with the new
pressures on males to compete with peers and younger
individuals, are causing changes in cultural norms, in-
cluding acceptance of cosmetic surgery.

There are relatively few collaborative efforts between
plastic surgeons and psychiatrists in Japan. Plastic sur-
geons point to psychiatrists’ lack of experience and
knowledge for assessing and intervening with patients
seeking cosmetic surgery, with specific reference to the
assessment of body dysmorphic disorder and other body
image distortions. The barrier imposed by stigmatization
of patients seeking psychological evaluations needs to be
overcome through better integration of psychological
and surgical services, and development of teams wherein
the surgeon can introduce the psychiatrist as a partner in
the care of the patient.

At the dawn of the 21st century, there is increasing
acceptance of cosmetic surgery among both men and
women in both cultures. Edgerton et al.’s [12] statement
is prescient, “In the future, as cultural patterns change,
we may see male patients of less disturbed type.” For
those potentially at risk in seeking cosmetic correction it
is important to develop culturally specific and acceptable
surgical-psychiatric collaboration.
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