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Abstract
Objectives  This study aimed to assess aspects of validity of four FACE-Q Aesthetics scales in a sample of patients undergo-
ing and planning facial minimally invasive cosmetic procedures (MICPs), such as botulinum toxin, lip augmentation and 
soft tissue augmentation treatments.
Methods  In 2023, a cross-sectional survey included 210 Hungarian women who had undergone and 147 planning facial 
MICPs, with similar mean ages Respondents completed four FACE-Q scales (Aging Appraisal, Appearance Distress, Early 
Life Impact and Age VAS), EQ-5D-5L, Rosenberg Self-Esteem Scale (RSES) and the Brief Fear of Negative Evaluation 
Scale-Straightforward Items (BFNE-S). Comprehensibility, ceiling/floor effects, structural validity (principal component 
analysis, confirmatory factor analysis), internal consistency, and construct validity (convergent, divergent, known-group 
validity) of the four FACE-Q scales were assessed.
Results  All FACE-Q scales, except the Age VAS, showed a ceiling effect (20–28%). Appearance Distress showed strong 
convergent validity with RSES (r = 0.742), BFNE-S (r = − 0.702), and EQ-5D-5L anxiety/depression (r = − 0.519). Aging 
Appraisal and Appearance Distress scales were unidimensional, whereas Early Life Impact Scale had a three-factor struc-
ture. All four FACE-Q scales were able to differentiate between known groups of patients based on self-esteem, fear of 
negative evaluation and acceptance of bodily appearance. Women who had undergone procedures reported higher Aging 
Appraisal (72.9 vs. 63.3) and Appearance Distress (77.1 vs. 68.4) scores and felt younger (− 5.0 vs. − 2.8 years) than those 
planning them (p < 0.001 for all).
Conclusions  Our findings provide initial support for the validity of the four FACE-Q scales in MICP populations, but further 
validation (e.g. assessment of responsiveness and test–retest reliability) is needed.
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Introduction

The demand for minimally invasive cosmetic procedures 
(MICPs) has increased steadily in recent years [1]. In con-
trast with cosmetic surgery, these procedures have shorter 
recovery time and include nonsurgical techniques such as 
injectable treatments (e.g. neuromodulators, soft tissue fill-
ers), lasers, chemical peels, microneedling and thread lifting 
[2, 3]. MICPs are most commonly sought by patients aged 
40–45 years, and 93% of the patients are women [1]. Moti-
vations often extend beyond enhancing physical beauty; 
many seek to improve their self-confidence, emotional state 
and social functioning [4, 5]. Several studies have shown 
that these procedures can improve health-related quality of 
life (HRQoL) [6–8]. However, patients might hesitate to 
openly discuss their concerns or personal goals with health-
care providers[9].

Assessing changes in HRQoL and understanding 
patients’ expectations has created a need for outcome mea-
sures that capture the patient’s perspective. HRQoL is com-
monly assessed using standardized questionnaires, which 
are typically categorized as either generic or condition-
specific [10, 11]. Generic measures assess domains such as 
physical or mental health that apply across a wide range of 
populations and conditions. In contrast, condition-specific 
measures focus on aspects relevant to individuals undergo-
ing particular procedures or living with specific conditions, 
and are more sensitive to detecting subtle, clinically mean-
ingful changes [11].

As MICPs are elective treatments, assessing whether 
patients’ expectations and treatment goals have been met 
is important to providers [12]. While objective outcomes, 
such as wrinkle reduction or volume restoration, can docu-
ment visible changes in facial appearance, they do not 
necessarily capture patients’ perceptions of those changes 
[13]. Moreover, unrealistic expectations, especially among 
patients with body dysmorphic disorder or other psychiat-
ric conditions, may lead to dissatisfaction and an increased 
risk of legal action [14]. Therefore, patient-reported out-
come measures (PROMs) assessing HRQoL are particularly 
important in populations undergoing MICPs. Until the early 
2010s, evidence on the psychosocial impact of MICPs was 
limited and research mainly focused on traditional cosmetic 
surgery [15]. Despite the increasing popularity of MICPs 
and reported improvements in HRQoL, there is a gap in the 
literature regarding the rigor of reporting and measuring 
HRQoL beyond aesthetic improvements, particularly men-
tal health outcomes (e.g. anxiety, depression) [16].

The FACE-Q™ Aesthetics is a modular PROM origi-
nally developed for patients undergoing aesthetic facial 
procedures, both surgical and nonsurgical (MICPs) [17]. 
Designed in accordance with established guidelines for 

instrument development [18, 19], it includes a set of inde-
pendently functioning scales and checklists that measure 
outcomes based on the patients’ own priorities and expe-
riences. The conceptual framework of FACE-Q Aesthetics 
covers four domains: facial appearance (27 scales), HRQoL 
(10 scales), natural (3 scales) and adverse effects (6 check-
lists) [20]. Various FACE-Q Aesthetics scales and checklists 
of the instrument have undergone psychometric testing [21–
29] and are widely used in both clinical and research set-
tings, including clinical trials [30–32]. Some of the FACE-Q 
components have also been validated in assessing the out-
comes in the context of certain non-aesthetic procedures 
(e.g. surgery for facial trauma or functional problems of 
malignancies) [33, 34]. In 2022, several FACE-Q Aesthetics 
scales were formally recognized by the US Food and Drug 
Administration (FDA) as qualified medical device develop-
ment tools, further underscoring its clinical and regulatory 
value [20].

Little is known about the psychometric performance 
of FACE-Q Aesthetics scales in other languages than the 
source language (English [31, 35–38]). Clinical trials often 
include multi-country populations, so outcome measures 
should perform well in other languages, similarly to the 
source language version [39]. However, most FACE-Q vali-
dation studies have focused on the English version, leaving 
clinicians and researchers without culturally adapted tools 
to standardize assessment of patients’ expectations and 
experiences. Furthermore, most existing FACE-Q valida-
tion studies have not conducted a comprehensive psycho-
metric analysis across multiple properties.

This study aimed to address this gap by validating four 
selected FACE-Q Aesthetics HRQoL scales for use among 
Hungarian patients undergoing or planning facial MICPs: 
Aging Appraisal, Appearance-Related Psychosocial Dis-
tress (hereafter: Appearance Distress), Early Life Impact of 
Treatment (hereafter: Early Life Impact), and the Patient-
Perceived Age Visual Analogue Scale (hereafter: Age VAS).

Methods

Study population

An online cross-sectional survey was conducted in Hungary 
between February and December 2023. Ethical approval 
for the study was obtained by the Semmelweis Univer-
sity Regional and Institutional Committee of Science and 
Research Ethics under reference no. SE/RKEB: 15/2023. 
The minimum sample size was determined in accordance 
with COSMIN recommendations, with at least 100 partici-
pants per subgroup (i.e. undergoing vs. planning groups) 
[40]. For the purposes of this study, MICPs were defined 
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as the following treatments: soft tissue augmentation, botu-
linum toxin treatments, mesotherapy, monofilament thread 
therapy, cog thread lifting, facial laser resurfacing, medical-
grade peeling and platelet-rich plasma treatment. Individuals 
were eligible to participate if they: (1) had undergone MICP 
within the previous two months (‘undergone group’) or 
planned to undergo MICP within the following two months 
(‘planning group’); (2) were 18 years of age or older; (3) 
were able to read and understand Hungarian; and (4) pro-
vided informed consent. Respondents who completed the 
questionnaire too quickly (under 6 min) or reported under-
going non-facial MICPs were excluded, as the selected 
FACE-Q scales are specific to facial MICPs. Participation 
was voluntary and anonymous. No financial incentives were 
provided. Participants were recruited via the research team's 
personal networks and social media groups. These groups 
serve as platforms for individuals to share experiences with 
MICPs. The questionnaire was distributed in six social 
media groups with membership sizes ranging from approxi-
mately 1,000 to 60,000 individuals. Additionally, the survey 
was shared on the social media platform of a large Hungar-
ian women’s lifestyle magazine.

Survey instrument

The survey consisted of four parts. The first section gath-
ered data on general health status and HRQoL, including 
a 5-point excellent-to-poor general health scale, the EQ-
5D-5L descriptive system and EQ Visual Analogue Scale 
(EQ VAS) and the skin irritation and self-confidence bolt-
ons. The second part focused on MICPs, gathering data on 
the type, date, and localization of completed or planned 
MICPs. Only participants who had undergone MICPs within 
the past two months completed the Early Life Impact Scale. 
The third section, completed by all respondents, included 
the Aging Appraisal Scale, Appearance Distress Scale, the 
Age VAS, the Rosenberg Self-Esteem Scale (RSES) and the 
Brief Fear of Negative Evaluation Scale – Straightforward 
Items (BFNE-S). This section also included one item from 
the World Health Organization Quality of Life Brief Version 
(WHOQOL-BREF) on bodily appearance (question 11), the 
social relationships, tiredness and sleep bolt-ons for the EQ-
5D-5L. The final part captured sociodemographic data and 
medical history. The order of the questions and instruments 
was fixed for all respondents. All survey questions were 
compulsory and had to be answered to proceed. The sur-
vey was programmed in Qualtrics (Qualtrics 2020, Provo, 
UT, USA). All questions were mandatory, and respondents 
could not proceed to the next question without answering 
the previous one; therefore, no missing data were present 
in the dataset.

FACE-Q Aesthetics scales

The HRQoL domain of the FACE-Q Aesthetics module 
contains 10 independently functioning scales [24].

The Aging Appraisal Scale consists of 7 items assessing 
patients’ perceptions of their facial aging (e.g. looking into 
the mirror and in photos) [22]. Items are rated on a 4-point 
Likert scale: ‘definitely agree’, ‘somewhat agree’, ‘some-
what disagree’, ‘definitely disagree’. Respondents are asked 
to consider how they feel ‘today’ about the age their face 
looks [22].

The Appearance Distress Scale consists of 8 items assess-
ing distress related to appearance, such as anxiety, stress 
and unhappiness. Items are rated on the same 4-point Likert 
scale [26]. This scale is completed without a defined recall 
period, as it reflects respondents’ general state.

The Early Life Impact Scale contains 12 items measuring 
the impact of a recent procedure by asking about the abil-
ity to do everyday activities (e.g. dining, social interactions) 
and statements about feelings (e.g. feeling anxious, tired). 
Responses are given on a 3-point Likert scale: ‘most of the 
time’, ‘some of the time’, ‘not at all’ [24]. Participants are 
asked to answer with reference to the previous 2 days.

The Age VAS is a single-item measure asking respon-
dents to indicate how old they believe they look, relative to 
their actual age, on a scale ranging from − 15 to + 15 years. 
Negative values indicate feeling younger, while positive 
values indicate feeling older, and a score of 0 reflects per-
ceiving oneself to look exactly one’s age [22]. The recall 
period is unspecified.

Selecting a limited number of scales helped reduce 
respondent burden, as the Hungarian versions are intended 
for use in routine clinical settings. The selected scales reflect 
the most commonly reported motivations for undergoing 
MICPs, including improving cosmetic appearance, look-
ing younger and increasing self-confidence [5]. Accord-
ingly, the Aging Appraisal  Scale was included to capture 
the global perception of facial appearance, while the Age 
VAS was selected to assess perceived age. The Appearance 
Distress Scale was included to measure appearance-related 
psychological burden and self-confidence. In addition, 
for participants who had previously undergone MICPs, 
the Early Life Impact Scale was included to assess the per-
ceived short-term effects of MICPs.

Translation, cultural adaptation and 
comprehensibility of the FACE-Q scales

Permission to translate and use the FACE-Q scales to Hun-
garian was obtained from the original development team. The 
translation process followed the recommendations set forth 
by the International Society for Pharmacoeconomics and 
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Outcomes Research (ISPOR) [41]. Initially, the scales were 
translated from English to Hungarian (forward translation) 
by two independent translators (a consultant dermatologist 
and a dermatology resident), both native Hungarian speak-
ers (target language) and proficient in English (source lan-
guage). Based on the two forward translations, a reconciled 
Hungarian version was produced. Afterward, the Hungarian 
version was back-translated into English by a native Eng-
lish-speaking person fluent in Hungarian, who was blinded 
to the original English version. The original English version 
and the back translation were checked for accuracy by the 
FACE-Q development team. Comprehensibility (a key ele-
ment of content validity) was evaluated during the transla-
tion and cultural adaptation process. Cognitive debriefing 
interviews were performed with a convenience sample of 
five native Hungarian speakers, three of whom were plan-
ning to undergo MICPs and two had already undergone 
MICPs. The cognitive debriefing interviews were conducted 
by a cosmetic dermatologist to assess whether any instruc-
tions, items or response options required modification to 
improve comprehensibility. Patients were asked how they 
interpreted the instructions and items, whether any wording 
was difficult to understand and whether improvements were 
needed. They were also asked to explain the meaning of the 
response options and the differences between them and to 
indicate if any part of the response options was difficult to 
understand. After the cognitive debriefing interviews, the 
finalized translation was sent back to the development team 
for approval. The final versions of each scale were included 
in the online cross-sectional survey.

Other outcome measures

EQ-5D-5L

The EQ-5D is a generic preference-accompanied HRQoL 
instrument, consisting of two parts: a descriptive system 
and a visual analogue scale (EQ VAS) [42–44].The EQ 
VAS records self-rated health on a vertical scale ranging 
from 0 (the worst health you can imagine) to 100 (the best 
health you can imagine). The descriptive system includes 
five dimensions—mobility, self-care, usual activities, pain/
discomfort, and anxiety/depression—each with five levels 
of severity: no problems (1), slight problems (2), moder-
ate problems (3), severe problems (4), and extreme prob-
lems/unable to (5). This structure defines 55 = 3125 unique 
health states. Respondents are asked to recall their current 
health (‘your health today’). In this study, five additional 
EQ-5D-5L dimensions (‘bolt-ons’) were also administered, 
with data on these dimensions published elsewhere [45].

In this study, EQ-5D-5L index values were derived using 
the Hungarian value set [46]. Index values range from 

−  0.848 to 1, where 1 indicates full health and negative 
values represent health states considered worse than being 
dead. The Hungarian version of the EQ-5D-5L has previ-
ously been validated both qualitatively and quantitatively 
across a wide range of dermatological conditions [47–55].

Rosenberg Self-Esteem Scale (RSES)

The RSES is a widely used instrument for measuring self-
esteem, consisting of ten items, each rated on a 4-point 
Likert scale (‘strongly agree’, ‘agree’, ‘disagree’, ‘strongly 
disagree’) [56, 57]. The total score ranges between 0 and 30, 
with higher scores indicating higher self-esteem, and a score 
below 15 representing low self-esteem [58]. The RSES has 
no specified recall period. The validated Hungarian version 
was used in this study [59].

Brief Fear of Negative Evaluation Scale-straightforward 
items (BFNE-S)

The BFNE-S is an eight-item questionnaire that assesses 
individuals’ concerns about being negatively judged by 
others. Each item is rated on a 5-point Likert scale, with 
response options ranging from ‘not at all characteristic of 
me’ (1) to ‘entirely characteristic of me’ (5). The total score 
ranges from 8 to 40, with higher scores indicating a greater 
fear of negative evaluation [60]. Like the RSES, the BFNE-
S has no specified recall period. The validated Hungarian 
version was administered in this study [61].

Bodily appearance question

One item from the World Health Organization Quality of 
Life Brief Version (WHOQOL-BREF) was included to 
assess bodily appearance: ‘Are you able to accept your 
bodily appearance?’ [62]. The item is rated on a 5-point 
Likert scale (‘Not at all’, ‘A little’, ‘Moderately’, ‘Mostly’, 
‘Completely’) and is answered with reference to the past 
two weeks.

Statistical analysis

Psychometric evaluation followed the recommendations 
of the COnsensus-based Standards for the selection of 
health Measurement Instruments (COSMIN) [63]. The 
psychometric analyses were conducted for the total sample 
and, where appropriate, separately for the two subgroups 
(‘planning’ and ‘undergone’). All statistical analyses were 
performed using R Statistical Software (version 4.3.2; R 
Foundation for Statistical Computing, Vienna, Austria). A 
significance level of 0.05 was used throughout. The follow-
ing measurement properties were evaluated in this study: 
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comprehensibility, floor and ceiling effects, structural valid-
ity assessed using principal component analysis and confir-
matory factor analysis, internal consistency and construct 
validity assessed through hypothesis testing (convergent, 
divergent and known-group validity).

Descriptive statistics

Descriptive statistics were used to summarize the sociode-
mographic and clinical characteristics of the study popu-
lation. Group differences between the ‘planning’ and 
‘undergone’ participants were examined using χ2 test (with 
Yates’ continuity correction, where applicable) for categori-
cal variables, and independent samples t-tests for continu-
ous variables.

Raw item scores were summed for each multi-item FACE-
Q scale and transformed using a Rasch-based Partial Credit 
Model and rescaled to a 0–100 range, where 0 represents 
the worst and 100 the best possible outcome [22, 24, 26]. 
This approach is recommended as the FACE-Q instruments 
were developed using Rasch Measurement Theory, which 
enables transformation of ordinal responses into interval-
level measures, thereby linearizing the data and improving 
the interpretability and comparability of scores [64]. In line 
with this recommendation, for the assessment of scale-level 
psychometric properties (e.g. ceiling, floor, convergent and 
known-groups validity), these Rasch-transformed scores 
were used. For item-based analyses (e.g. structural valid-
ity), the raw item responses were used.

For the FACE-Q scales, EQ VAS, RSES, and BFNE-S, 
we reported the minimum and maximum values, means and 
standard deviations (SD), as well as medians and interquar-
tile ranges (IQR). Item-level FACE-Q distributions were 
reported as relative frequencies.

Ceiling and floor

For each FACE-Q scale, we computed the proportion of 
respondents reporting the maximum (ceiling) and minimum 
(floor) values. A proportion greater than 15% was consid-
ered indicative of a ceiling or floor effect [65].

Convergent and divergent validity

Convergent and divergent validity were assessed by test-
ing a priori hypotheses regarding the associations between 
the FACE-Q scales and external measures. Pearson’s cor-
relation coefficients (r) were used for continuous variables 
(e.g. FACE-Q Rasch-transformed scores, EQ-5D-5L index 
value), and Spearman’s rank-order correlations (rₛ) were 
used for ordinal variables (e.g. FACE-Q items, EQ-5D-5L 
dimensions). Correlation strength was interpreted based on 

absolute values as follows: very weak (< 0.20), weak (0.20–
0.39), moderate (0.40–0.59), strong (0.60–0.79), and very 
strong (≥ 0.80) [66].

First, weak or very weak correlations were hypothesized 
between the FACE-Q scales and most EQ-5D-5L dimen-
sions, index values, and EQ VAS scores. An exception was 
the anxiety/depression dimension, which was expected to 
show at least a moderate correlation with the Appearance 
Distress Scale. Second, strong correlations were expected 
between the Appearance Distress Scale and both the 
RSES and BFNE-S, reflecting conceptual overlap between 
appearance-related psychosocial distress, self-esteem and 
fear of negative evaluation. Third, moderate or strong cor-
relations were anticipated between the Early Life Impact, 
Aging Appraisal scales and Age VAS and both the RSES 
and BFNE-S.

Structural validity

To assess structural validity, both principal component anal-
ysis (PCA) and confirmatory factor analysis (CFA) were 
conducted for all FACE-Q scales, except Age VAS. PCA 
was performed with varimax rotation. Sampling adequacy 
was evaluated using the Kaiser–Meyer–Olkin (KMO) sta-
tistic [67, 68] and factorability was confirmed via Bartlett’s 
test of sphericity [69]. KMO values above 0.50 were deemed 
acceptable [70], and a significant Bartlett’s test (p < 0.05) 
indicated suitability for PCA [71]. Factors were extracted 
based on the Kaiser’s criterion (eigenvalues > 1) [72], scree 
plot inspection, and parallel analysis [73]. Factor loadings 
were interpreted as acceptable (≥ 0.30), practically signifi-
cant (≥ 0.50), and representative of a well-defined structure 
(≥ 0.70) [72]. Communalities (h2) > 0.50 were considered 
acceptable [74].

CFA was used to confirm the factor structure of each 
FACE-Q scale. Due to the ordinal nature of the data, 
diagonally weighted least squares estimation with poly-
choric correlations was applied. Model fit was assessed 
using comparative fit index (CFI), root mean square error 
of approximation (RMSEA), and standardized root mean 
square residual (SRMR). Acceptable model fit was defined 
as CFI > 0.90 and RMSEA and SRMR ≤ 0.08 [75].

Internal consistency and discrimination

Internal consistency of each scale as a whole was evaluated 
using Cronbach’s alpha (α) coefficient. Cronbach’s α coef-
ficients were calculated for each scale and item discrimi-
nation was assessed using corrected item-total correlations 
and Cronbach’s α if an item was deleted [76]. Cronbach’s 
α values above 0.80 were considered good, while values 
between 0.70 and 0.80 were acceptable, between 0.60 and 
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Variables Total sample
(n = 357) 

Group 1 
(undergone)
(n = 210)

Group 2 
(planning)
(n = 147)

p-valued

Mean 
or n

SD 
or 
%

Mean 
or n

SD 
or 
%

Mean 
or n

SD 
or 
%

Age (years)
19–24 11 3.1 6 2.9 5 3.4 0.378
25–34 104 29.1 59 28.1 45 30.6
35–44 82 23.0 53 25.2 29 19.7
45–54 103 28.9 59 28.1 44 29.9
55–64 45 12.6 29 13.8 16 10.9
65 +  12 3.4 4 1.9 8 5.4
Place of residence
Capital 178 49.9 111 52.9 67 45.6 0.053
County town 81 22.7 37 17.6 44 29.9
Other town 68 19.0 44 21.0 24 16.3
Village 30 8.4 18 8.6 12 8.2
Highest level of education
Primary or secondary school 86 24.1 53 25.2 33 22.4 0.521
College/university 271 75.9 157 74.8 114 77.6
Employmenta

Full-time/self employed 286 80.1 173 82.4 113 76.9 0.015
Other 71 19.9 37 17.6 34 23.1
Body mass index (BMI) (kg/m2)b

Underweight (below 18.5) 22 6.2 16 7.6 6 4.1 0.106
Normal (between 18.5 and 24.9) 223 62.5 137 65.2 86 58.5
Overweight (between 25 and 29.9) 61 17.1 35 16.7 26 17.7
Obese (30 or over) 19 5.3 8 3.8 11 7.5
Type of procedure(s) performed in the last two months or planned in the next two 
monthsc

Lip augmentation 94 26.3 44 21.0 50 34.0 0.003
Soft tissue augmentation of other part of the face 81 22.7 43 20.5 38 25.9 0.164
Mesotherapy 55 15.4 27 12.9 28 19.0 0.070
Botulinum toxin treatment 159 44.5 97 46.2 62 42.2 0.401
Fine thread lifting 20 5.6 4 1.9 16 10.9  < 0.001
Cog thread lifting 35 9.8 9 4.3 26 17.7  < 0.001
Facial laser resurfacing 55 15.4 18 8.6 37 25.2  < 0.001
Medical grade peeling 21 5.9 6 2.9 15 10.2 0.002
Platelet rich plasma treatment 7 2.0 0 0.0 7 4.8  < 0.001
Other 19 5.3 14 6.7 5 3.4 0.118
Localisation of the procedure performed in the last two months or planned in the next 
two monthsc

Upper third of the face 221 61.9 138 65.7 83 56.5 0.076
Middle third of the face 149 41.7 88 41.9 61 41.5 0.939
Lower third of the face 184 51.5 93 44.3 91 61.9 0.001
Other 15 4.2 9 4.3 6 4.1 0.925
Adverse reaction(s) observed after the latest procedurec

No adverse reaction – – 139 66.2 – – –
Heamatoma – – 41 19.5 – – –
Pain – – 27 12.9 – – –
Oedema – – 31 14.8 – – –
Other – – 31 14.8 – – –
Number of procedures in the last two months

Table 1  Characteristics of the study population
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0.70 questionable, and below 0.60 poor [77]. Internal con-
sistency was assessed only for factors with three or more 
items.

Known-groups validity

Known-groups validity was assessed by comparing mean 
FACE-Q scale scores across subgroups a priori expected 
to differ. Participants were grouped by treatment status 
(planning vs. undergone MICPs), self-esteem (RSES < 15 

vs. ≥ 15), fear of negative evaluation (BFNE-S < 25 vs. ≥ 25), 
and responses to the WHOQOL-BREF bodily appearance 
question.

Mean differences were tested using independent samples 
t-test (two categories) or analysis of variance (three or more 
categories). Effect sizes were calculated using Cohen’s d 
for two groups comparisons and eta-squared (η2) for three 
or more groups. Effect sizes were interpreted as negligible 
(d < 0.2 or η2 < 0.01), small (0.2 ≤ d < 0.5 or 0.01 ≤ η2 < 0.06), 

Variables Total sample
(n = 357) 

Group 1 
(undergone)
(n = 210)

Group 2 
(planning)
(n = 147)

p-valued

Mean 
or n

SD 
or 
%

Mean 
or n

SD 
or 
%

Mean 
or n

SD 
or 
%

1 – – 155 73.8 – – –
2 – – 45 21.4 – –
More than 2 – – 10 4.8 – –
Date of the last procedure
Within one week – – 28 13.3 – – –
Within two weeks – – 31 14.8 – –
Within one month – – 37 17.6 – –
Within two months – – 114 54.3 – –
Total number of procedures performed during the lifetime
1–2 – – 61 29.0 – – –
3–5 – – 70 33.3 – –
6–9 – – 42 20.0 – –
10–15 – – 21 10.0 – –
16–20 – – 3 1.4 – –
More than 20 – – 13 6.2 – –
Number of chronic diseasesb

0 141 39.5 89 42.4 52 35.4 0.578
1 129 36.1 73 34.8 56 38.1
2–3 75 21.0 42 20.0 33 22.4
4 12 3.4 6 2.9 6 4.1
Most common chronic conditionsc

Allergies 69 19.3 41 19.5 28 19.0 0.911
Thyroid disease 62 17.4 32 15.2 30 20.4 0.204
Hypertension 35 9.8 16 7.6 19 12.9 0.097
Anxiety 26 7.3 17 8.1 9 6.1 0.480
Atopic dermatitis 17 4.8 7 3.3 10 6.8 0.130
Rheumatic disease 16 4.5 11 5.2 5 3.4 0.409
Diabetes 16 4.5 8 3.8 8 5.4 0.463
Asthma or chronic obstructive pulmonary disease 16 4.5 11 5.2 5 3.4 0.409
Other dermatologic disease 14 3.9 8 3.8 6 4.1 0.896
Depression 12 3.4 6 2.9 6 4.1 0.528
Cardiovascular disease 10 2.8 5 2.4 5 3.4 0.565
Other disease 42 11.8 22 10.5 20 13.6 0.366
aThe ‘other’ category of employment status includes part-time employed, unemployed, retired, homemaker and student
bThe number of respondents who responded do not know and/or refused to answer was n = 22 (6.2%) for the body mass index (BMI) and n = 8 
(2.2%) for the diagnosis of any chronic disease
cRespondents could choose more than one
dPearson’s χ2 (with Yates’ continuity correction, where applicable) was used for categorical variables

Table 1  (continued) 
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medium (0.5 ≤ d < 0.8 or 0.06 ≤ η2 < 0.14), and large (0.8 ≤ d 
or 0.14 ≤ η2) [78].

We hypothesized that participants who had undergone 
MICPs reported higher self-esteem, lower fear of negative 
evaluation, or greater acceptance of their appearance would 
score more favorably on the FACE-Q scales, i.e. lower 
appearance distress, more positive aging appraisal, and a 
perceived age equal to or lower than their actual age.

Results

Characteristics of the study population

The final analytic sample consisted of 357 women, of whom 
210 had recently undergone and 147 were planning MICPs 
(Table 1). Of the 942 individuals who opened the question-
naire, 387 completed it (response rate: 41.0%). To ensure 
a homogeneous study population, men (n = 16) and nonbi-
nary (n = 2) respondents were excluded. Furthermore, in line 
with the exclusion criteria, ‘speeders’ (i.e. those who com-
pleted the survey too quickly, n = 5) and others who reported 
undergoing non-facial MICP(s) (n = 7) were also excluded 
from the analysis.

The mean age of the total sample was 42.3 years 
(SD = 11.5, range: 19–71), with no significant age differ-
ence between the ‘undergone’ (mean = 42.2, SD = 10.9) and 
‘planning’ (mean = 42.5, SD = 12.4) groups (Table  1). The 
two subsamples did not differ significantly in sociodemo-
graphic characteristics, including education level, resi-
dence or employment status. In the  ‘undergone’ group, 
the most frequent MICPs were botulinum toxin treatment 
(46.2%), lip augmentation (21.0%), and soft tissue augmen-
tation (20.5%). In the ‘planning’ group, participants most 
often planned botulinum toxin treatment (42.2%), lip aug-
mentation (34.0%), and laser resurfacing (25.2%).

Comprehensibility

The cognitive debriefing interviews indicated that the 
instructions, items and response options were understand-
able in the context of MICPs. One small modification to 
the initial Hungarian version of the Age VAS was required: 
the first sentence was revised to emphasize ‘how old you 
believe you look’ rather than ‘how old you look’. Moreover, 
the labels of the Likert scales for the Aging Appraisal and 
Appearance Distress scales were slightly revised to improve 
clarity and distinguishability of the response levels in Hun-
garian. The original response options (‘not at all agree’, 
‘slightly disagree’, ‘slightly agree’, ‘completely agree’) 
were reworded for clarity (‘definitely disagree’, ‘somewhat 

disagree’, ‘somewhat agree’, ‘definitely agree’) (literal 
back-translation from Hungarian to English).

Outcome measures and group comparisons

Table 2 summarizes the descriptive statistics of the FACE-
Q scales, EQ-5D-5L index values, EQ VAS, BFNE-S and 
RSES by treatment status. Compared to the ‘planning’ 
group, participants who had undergone reported more 
favorable scores on the FACE-Q Aging Appraisal (72.90 
vs. 63.26; p < 0.001) and Appearance Distress Scale (77.13 
vs. 68.44; p < 0.001) and perceived themselves as look-
ing younger than their actual age (− 4.97 vs. − 2.81 years; 
p < 0.001). They also showed slightly better general HRQoL 
as indicated by the EQ-5D-5L index values (0.96 vs. 0.93; 
p = 0.017) and EQ VAS scores (86.57 vs. 83.57; p = 0.032), 
as well as lower fear of negative evaluation (17.02 vs. 
20.42; p < 0.001), and higher self-esteem (21.99 vs. 19.88; 
p = 0.003). Among participants who had already undergone 
MICPs, the Early Life Impact Scale yielded a mean score 
of 75.29 (SD = 20.67). Figure  1 illustrates the distribution 
of perceived age differences across the total sample and by 
subgroup. While responses in the ‘planning’ group clustered 
around zero, those in the ‘undergone’ group more frequently 
reported feeling 5 to 10 years younger than their chronologi-
cal age.

Ceiling and floor effects

In the total sample, 19.9% of participants achieved the 
maximum possible score on the Aging Appraisal Scale 
and 26.1% on the Appearance Distress Scale, while 47.6% 
reached the maximum on the EQ-5D-5L index value and 
9.8% on the EQ VAS. In the’undergone’ group, the propor-
tions of participants achieving the maximum score were 
24.3% for Aging Appraisal Scale, 31.0% for Appearance 
Distress Scale, 54.3% for the EQ-5D-5L index value and 
10.0% for the EQ VAS. In the’planning’ group, the cor-
responding proportions were 13.6%, 19.1%, 38.1%, and 
9.5%, respectively (Table  2). None of the four FACE-Q 
scales showed floor effects across any subgroup.

Convergent and divergent validity

In line with our hypothesis, the FACE-Q scales showed 
weak or very weak correlations with EQ-5D-5L dimen-
sions, index values, and EQ VAS (Table  3). The Appear-
ance Distress Scale demonstrated a moderate correlation 
with EQ-5D-5L anxiety/depression (rs = − 0.519) and with 
the EQ VAS (rs = 0.410). This scale also showed strong cor-
relations with both the RSES (r = 0.742) and BFNE-S total 
scores (r = − 0.702).
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As anticipated, most items from the Early Life Impact 
and Aging Appraisal scales showed weak or very weak cor-
relations with EQ-5D-5L dimensions, except for six items 
of the Appearance Distress Scale, which moderately cor-
related with the EQ-5D-5L anxiety/depression dimension 
(Table 4).

Principal component analysis

PCA identified a four-factor structure for the Early Life 
Impact Scale, with most items loading onto one of the four 
factors. Item 5 and item 7 showed lower factor loadings, 
while item 11 cross-loaded on two factors. In contrast, the 
Aging Appraisal and Appearance Distress Scale demon-
strated clear unidimensionality, with consistently high factor 
loadings and communalities across all samples. Factor load-
ings ranged from 0.67 to 0.87 for the Aging Appraisal Scale 
and from 0.55 to 0.88 for the Appearance Distress Scale in 
the total sample. One item showed relatively weaker perfor-
mance on each scale across all samples: item 2 on the Aging 
Appraisal and item 8 on the Appearance Distress Scale, both 
showing the lowest factor loadings and communalities in 
their respective scales (Table 5).

Confirmatory factor analysis

CFA generally supported the factorial structure of FACE-
Q scales (Table  6). For the Early Life Impact Scale, the 
four-factor model could not be tested because one factor 
comprised only two items; therefore, a three-factor model 
(excluding items 3 and 5) was evaluated. In the ‘undergone’ 
group, model fit indices were CFI = 0.988, RMSEA = 0.050, 
and SRMR = 0.118. For the Aging Appraisal and Appearance 
Distress scales, CFI values ranged from 0.996 to 0.998 and 
SRMR from 0.056 to 0.069, while RMSEA values ranged 
from 0.071 to 0.130, with the highest values observed in the 
‘planning’ group (0.108–0.130).

Table 3  Convergent and divergent validity of the FACE-Q scale scores
FACE-Q 
early life 
impact 
scale

FACE-Q 
aging 
appraisal 
scale

FACE-Q 
appear-
ance 
distress

FACE-Q 
age VAS

EQ-5D-5L
Mobility  − 0.066*  − 0.181  − 0.108  − 0.032*
Self-care  − 0.075*  − 0.073*  − 0.054*  − 0.071*
Usual activities  − 0.138  − 0.232  − 0.277 0.114
Pain/discomfort  − 0.114*  − 0.185  − 0.328 0.142
Anxiety/depression  − 0.225  − 0.185  − 0.519 0.223
EQ-5D-5L index 
values

0.170 0.262 0.372  − 0.101*

EQ VAS scores 0.248 0.311 0.410  − 0.155
Rosenberg Self-Esteem 
Scale

0.213 0.320 0.742  − 0.423

Brief Fear of Negative 
Evaluation Scale—
Straightforward Items

 − 0.248  − 0.359  − 0.702 0.415

Pearson’s correlation was used for continuous variables, and Spear-
man’s rank-order correlation for ordinal dimensions
*Correlation coefficient p-value ≥ 0.05

Fig. 1  Distribution of FACE-Q Age VAS
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Internal consistency and discrimination

Cronbach’s α coefficients for the Early Life Impact Scale 
ranged from 0.605 to 0.754 across factors (Table  7). The 
highest internal consistency was observed for Factor 1 
(α = 0.754), while Factors 2 and 3 showed lower values 
(α = 0.605 and α = 0.658, respectively). Corrected item-total 
correlations ranged from 0.224 to 0.638.

In contrast, the Aging Appraisal and Appearance Distress 
scales demonstrated excellent internal consistency across 
the total sample and subgroups (α = 0.913–0.926). Corrected 
item-total correlations ranged from 0.546 to 0.899 (Table 8).

Known-group validity

As hypothesized, participants who had undergone MICPs 
reported significantly more favorable outcomes on the 
FACE-Q scales than those planning MICPs (Table  9). 

Similarly, participants with higher self-esteem (RSES ≥ 15) 
also scored significantly better on all FACE-Q scales and 
felt younger, while those with greater fear of negative evalu-
ation (BFNE-S ≥ 25) had significantly lower scores across 
all FACE-Q scales and, on average, perceived themselves 
as looking older. Scores on all four FACE-Q scales also 
increased with higher levels of acceptance of bodily appear-
ance. Based on effect sizes, the Appearance Distress Scale 
showed three large and one small effect, followed by the 
Aging Appraisal Scale and Age VAS (each showing one 
large, two medium, and one small), while the Early Life 
Impact Scale showed one medium and two small effects.

Items EQ-5D-5L
Mobility Self-care Usual 

activities
Pain/discomfort Anxiety/

depression
FACE-Q Early Life 
Impact—items
Item 1—Regret 0.054* 0.013* 0.045* 0.056*  − 0.013*
Item 2—Anxious  − 0.087*  − 0.193  − 0.188  − 0.170  − 0.167
Item 3—Sleeping  − 0.141  − 0.122*  − 0.168  − 0.123*  − 0.145*
Item 4—Worthwhile 0.018* 0.032*  − 0.007*  − 0.096* 0.006*
Item 5—Tired 0.044* 0.020*  − 0.162  − 0.062*  − 0.146*
Item 6—Head movements 0.062* 0.044* 0.068* 0.093*  − 0.097*
Item 7—Usual activities  − 0.010* 0.024*  − 0.113* 0.038*  − 0.002*
Item 8—Facial movements 0.035* 0.047*  − 0.024* 0.053*  − 0.096*
Item 9—Drinking 0.006* 0.020*  − 0.047*  − 0.087*  − 0.204
Item 10—Eating  − 0.026* 0.017*  − 0.088*  − 0.166  − 0.187
Item 11—Social situations  − 0.092* 0.030*  − 0.118* 0.009*  − 0.126
Item 12—Intimacy  − 0.101*  − 0.198  − 0.201  − 0.098*  − 0.123*
FACE-Q appearance distress 
items
Item 1—Feel unhappy  − 0.062*  − 0.011*  − 0.199  − 0.273  − 0.413
Item 2—Feel stressed  − 0.098*  − 0.010*  − 0.171  − 0.244  − 0.387
Item 3—Feel down  − 0.082* 0.041*  − 0.222  − 0.317  − 0.423
Item 4—Feel anxious  − 0.046*  − 0.001*  − 0.181  − 0.276  − 0.458
Item 5—Look normal  − 0.089*  − 0.015*  − 0.123  − 0.158  − 0.331
Item 6—Ugly  − 0.050* 0.008*  − 0.132  − 0.217  − 0.441
Item 7—Avoid people  − 0.073*  − 0.077*  − 0.265  − 0.289  − 0.462
Item 8—Doing things  − 0.119  − 0.078*  − 0.304  − 0.340  − 0.417
FACE-Q aging 
appraisal—items
Item 1—Don’t recognize  − 0.192  − 0.092*  − 0.297  − 0.188  − 0.194
Item 2—Look in mirror  − 0.162  − 0.059*  − 0.313  − 0.305  − 0.330
Item 3—Bothered  − 0.226  − 0.043*  − 0.216  − 0.195  − 0.165
Item 4—Older  − 0.107 0.007*  − 0.207  − 0.172  − 0.153
Item 5—Worried  − 0.130  − 0.064*  − 0.160  − 0.124  − 0.113
Item 6—Photos  − 0.149  − 0.033*  − 0.212  − 0.197  − 0.182
Item 7—Reflection  − 0.143  − 0.027*  − 0.211  − 0.150  − 0.172

Table 4  Convergent and diver-
gent validity of the EQ-5D-5L 
dimensions

Spearman’s rank-order cor-
relation was used to assess 
associations between individual 
FACE-Q scale items and EQ-
5D-5L dimensions
* Correlation coefficient 
p-value ≥ 0.05
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Discussion

In this study we provided initial support for validity and 
reliability four FACE-Q Aesthetics scales (Aging Appraisal, 
Appearance Distress, Early Life Impact, and the Age VAS) 
among Hungarian women planning and undergoing MICPs. 
Despite small ceiling effects in three of the four scales, all 
scales demonstrated acceptable psychometric performance, 
with strong evidence for construct and known-groups valid-
ity, particularly for the Appearance Distress Scale. This 
scale showed strong correlation with external measures of 
self-esteem, fear of negative evaluation, anxiety and depres-
sion. Aging Appraisal and Appearance Distress scales dem-
onstrated a unidimensional structure, whereas the Early 
Life Impact Scale showed a three-factor structure. Regard-
ing reliability, the Early Life Impact Scale showed variable 
reliability, with acceptable internal consistency for Factor 
1 and questionable values for Factors 2–3. In contrast, the 
Aging Appraisal and Appearance Distress scales demon-
strated high reliability and strong item–total correlations, 
indicating more consistent measurement. In addition, all 
four FACE-Q scales differentiated between groups defined 
by self-esteem, fear of negative evaluation, and acceptance 
of bodily appearance. Women who had undergone MICPs 
reported higher Aging Appraisal and Appearance Distress 
scores and perceived themselves as younger compared with 
those planning treatment.

The four FACE-Q scales have earlier been translated into 
several languages [79]. However, to date, none of them have 
been validated in populations undergoing MICPs. Validation 
studies using the FACE-Q instrument in aesthetic popula-
tions have primarily focused on procedure-specific mod-
ules, particularly in surgical contexts. Several cross-cultural 
adaptations have been reported, including validation stud-
ies of the German FACE-Q Eye module in blepharoplasty 
patients [80], rhinoplasty modules in Dutch [81], Finnish 
[82] and French [83] populations, and the Satisfaction with 
Facial Appearance Overall scale in Brazilian rhytidoplasty 
patients [84]. These studies reported acceptable psychomet-
ric properties, including internal consistency, reliability and 
construct validity across different cultural settings.

We were able to directly compare the’planning’ 
and’undergone’ groups, as they were well matched on 
key sociodemographics, including age, education, and 
residence. As hypothesized, women who had undergone 
MICPs reported more favorable outcomes than those plan-
ning such procedures: they experienced significantly lower 
appearance distress, more positive appraisals of aging, and 
perceived themselves younger. This finding reinforces pre-
vious research suggesting that the pursuit of a more youth-
ful appearance is a key motivation for undergoing MICPs 
[5] and that individuals undergoing such procedures often 
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report favorable HRQoL and self-esteem outcomes [85]. 
However, the results should be interpreted considering the 
cross-sectional design of the study.

The Early Life Impact, Aging Appraisal, and Appear-
ance Distress scales showed notable ceiling effects in the 
group that had undergone MICPs, whereas in the ‘plan-
ning’ group, only the Appearance Distress Scale demon-
strated a ceiling effect. Ceiling effects may be expected in 
MICP populations, where post-treatment satisfaction and 
psychosocial scores are often high following successful 
MICPs [12]. These effects may limit the ability of the scales 

to distinguish between respondents with very high scores 
and to detect further improvement over time in longitudinal 
assessments. It is also worth noting that body dysmorphic 
disorder may be present in approximately 10% of patients 
in cosmetic dermatology practices and these patients may 
report greater dissatisfaction with their appearance [86].

A particular strength of our study is the combined use of 
the EQ-5D-5L and FACE-Q Aesthetics in the same survey, 
which has not been investigated before. In terms of con-
struct validity, correlations with most EQ-5D-5L dimen-
sions were weak, which may reflect not only the limited 
sensitivity of generic HRQoL instruments in capturing 
the specific effects of MICPs, but also differences in the 
constructs assessed by generic and appearance-specific 
instruments. The EQ-5D-5L [42, 44] primarily focuses on 
generic HRQoL dimensions (e.g. mobility, pain/discom-
fort), whereas appearance-specific scales such as Psychoso-
cial Distress and Aging Appraisal reflect appearance-related 
psychosocial functioning. Our previous study found that 
adding relevant bolt-ons (e.g. self-confidence) substantially 
enhanced the psychometric performance of the EQ-5D-5L 
in this population [45]. By contrast, the Appearance Distress 
Scale correlated moderately with the EQ-5D-5L anxiety/
depression dimension and the EQ VAS and strongly with 
both the RSES and BFNE-S. This pattern highlights the 
conceptual overlap between appearance-related distress and 
broader psychosocial problems such as self-esteem, fear of 
negative evaluation, anxiety and depression [87–90]. Impor-
tantly, patients experiencing elevated appearance-related 
distress may remain dissatisfied despite objectively success-
ful treatment outcomes, a conclusion supported by evidence 
from skin cancer populations where pre-existing anxiety or 
depression predicted greater postoperative appearance dis-
tress [91].

Table 6  Results of the confirmatory factor analysis
CFI RMSEA SRMR

FACE-Q Early Life Impact
Group 1 (undergone, n = 210)
Three-factor model excluding items 3 
and 5

0.988 0.050 0.118

FACE-Q Aging Appraisal
Total sample (n = 357)
One-factor model including all items 0.996 0.118 0.058
Group 1 (undergone, n = 210)
One-factor model including all items 0.997 0.097 0.063
Group 2 (planning, n = 147)
One-factor model including all items 0.996 0.130 0.063
FACE-Q Appearance Distress Distress
Total sample (n = 357)
One-factor model including all items 0.997 0.095 0.058
Group 1 (undergone, n = 210)
One-factor model including all items 0.998 0.071 0.056
Group 2 (planning, n = 147)
One-factor model including all items 0.997 0.108 0.069
Recommended values: CFI > 0.90, RMSEA and SRMR ≤ 0.08. Values 
meeting the cut-off criteria are indicated in bold
CFI comparative fit index, RMSEA root mean square error of approx-
imation, SRMR standardized root mean square residual

FACE-Q™ early life 
impact—items

Group 1. (undergone, n = 210)
Factor 1 Cronbach’s 
alpha (if item 
removed)

Factor 2 Cron-
bach’s alpha (if 
item removed)

Factor 3 Cron-
bach’s alpha (if 
item removed)

Discrimina-
tion (corrected 
item-total 
correlation)

Item 1—Regret – 0.557 – 0.323
Item 2—Anxious – 0.547 – 0.366
Item 3—Sleeping – 0.556 – 0.382
Item 4—Worthwhile – 0.517 – 0.348
Item 5—Tired – – – 0.224
Item 6—Head movements – – 0.626 0.287
Item 7—Usual activities – – 0.628 0.544
Item 8—Facial movements – – 0.482 0.477
Item 9—Drinking 0.684 – – 0.591
Item 10—Eating 0.719 – – 0.587
Item 11—Social situations 0.717 0.573 – 0.638
Item 12—Intimacy 0.651 – 0.609 0.626
Scale 0.754 0.605 0.658 –

Table 7  Internal consistency and 
item statistics of the Early Life 
Impact scale
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Factor analysis indicated a single-factor structure for 
Aging Appraisal and Appearance Distress scales, with all 
items loading on a single factor. This is consistent with the 
structure reported for the original instrument [22, 26]. The 
Early Life Impact scale showed a more complex factor struc-
ture, PCA yielded a four-factor solution rather than a single 
factor, while CFA supported a three-factor model (exclud-
ing the two-item Factor 4). The identified factors reflected 
different aspects of the early post-procedure period, includ-
ing social and functional difficulties, post-procedure regret 
and anxiety, movement and activity limitations. This sug-
gests that early treatment impact following MICPs may 
not represent a single underlying domain. This divergence 
may reflect differences in the nature of MICPs compared to 
surgical procedures (such as facelift surgery and minimally 
invasive lip treatments) studied in earlier validation studies 
[24]. MICPs include a wide range of procedures with dif-
ferent recovery patterns and adverse events. Injectable pro-
cedures, such as botulinum toxin treatment and soft tissue 
fillers, are commonly associated with early local reactions 
including pain, oedema, erythema and ecchymosis, while 
rare severe early complications include vascular occlusion 
and necrosis. In contrast, adverse events following proce-
dures such as chemical peels may develop over subsequent 
weeks and include prolonged erythema, delayed wound 
healing, dyspigmentation and scarring [92]. This variability 
in early post-procedure experiences may contribute to the 

complex factor structure observed for the Early Life Impact 
scale and may also suggest cultural variation in how Hun-
garian patients conceptualize post-treatment impacts, with a 
clearer distinction between social and physical domains of 
experience.

Clinically, the validated Hungarian FACE-Q scales have 
several applications. Their use in cosmetic dermatology 
practice could facilitate pre-treatment counseling by clari-
fying patient expectations and identifying those at risk of 
heightened appearance distress. Their systematic use in 
follow-up may also help monitor outcomes, align clini-
cal results with patient satisfaction, and reduce the risk of 
unmet expectations [26]. From a research perspective, these 
scales enable standardized outcome measurement in Hun-
garian populations, and their availability opens the way for 
cross-national comparisons.

This study has several limitations. First, convenience sam-
pling and inclusion of only women may limit the represen-
tativeness of the sample, reducing generalizability to men, 
older adults, or other demographic subgroups. Although 
MICPs are more commonly performed among women, the 
number of male patients undergoing MICPs is increasing 
[1], and further validation in more gender-diverse popula-
tions is needed. Second, the study was not conducted in a 
clinical setting, data were collected via a self-administered 
online survey, relying on self-reported clinical information 
that was not verified by physicians. The results reflect this 

Table 8  Internal consistency and item statistics of the aging appraisal and appearance distress scales
Total sample (n = 357) Group 1. (undergone, n = 210) Group 2. (planning, n = 147)
Cronbach’s alpha 
(if item removed)

Discrimina-
tion (corrected 
item-total 
correlation)

Cronbach’s 
alpha (if item 
removed)

Discrimina-
tion (corrected 
item-total 
correlation)

Cronbach’s 
alpha (if item 
removed)

Discrimina-
tion (corrected 
item-total 
correlation)

FACE-Q™ aging appraisal—items
Item 1—Don’t recognize 0.916 0.741 0.911 0.709 0.914 0.760
Item 2—Look in mirror 0.919 0.688 0.907 0.739 0.928 0.608
Item 3—Bothered 0.901 0.862 0.894 0.832 0.900 0.890
Item 4—Older 0.907 0.797 0.901 0.758 0.906 0.831
Item 5—Worried 0.911 0.768 0.902 0.764 0.912 0.772
Item 6—Photos 0.903 0.838 0.895 0.818 0.904 0.848
Item 7—Reflection 0.900 0.863 0.890 0.858 0.901 0.867
Scale 0.920 – 0.913 – 0.922 –
FACE-Q™ appearance 
distress—items
Item 1—Feel unhappy 0.912 0.840 0.904 0.810 0.911 0.863
Item 2—Feel stressed 0.913 0.821 0.905 0.811 0.914 0.820
Item 3—Feel down 0.911 0.845 0.902 0.846 0.913 0.833
Item 4—Feel anxious 0.908 0.875 0.901 0.849 0.907 0.899
Item 5—Look normal 0.918 0.748 0.911 0.730 0.918 0.753
Item 6—Ugly 0.912 0.822 0.905 0.797 0.912 0.835
Item 7—Avoid people 0.921 0.727 0.912 0.727 0.922 0.713
Item 8—Doing things 0.931 0.559 0.923 0.548 0.933 0.546
Scale 0.926 – 0.919 – 0.926 –
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specific online sample, which may be subject to self-selec-
tion bias and may not be generalizable to the wider MICPs 
populations in Hungary or beyond. Third, the fixed order 
of standardized questionnaires may have introduced order 
effects. Fourth, content validity assessment in this study was 
limited to comprehensibility as part of the cognitive debrief-
ing after the translations and a small sample. Therefore, 
evaluation of other important aspects, including relevance 
and comprehensiveness of the FACE-Q scales in larger 
MICP samples, is recommended in the future. Moreover, 
the included FACE-Q scales use different recall periods, 
which may have influenced participants’ responses. Finally, 
given the cross-sectional design of this study, test–retest 
reliability, measurement error, and responsiveness were not 
assessed, which also represents a limitation of the compari-
son between the’undergone’ and’planning’ groups. Future 
studies using longitudinal designs could further evaluate 
these measurement properties. Cross-cultural validity (e.g. 
measurement invariance by language) was also not assessed 
in this study, therefore, equivalence with the original English 
version cannot yet be assumed. However, a clear strength 
of the study was the ability to compare the ‘planning’ and 
‘undergone’ groups, as well as the validation conducted in a 
language other than English and in a context different from 
previous validation studies, which were mainly carried out 
in Western countries.

In conclusion, this is the first psychometric assessment 
of four FACE-Q Aesthetics scales in the context of facial 
MICPs, supporting their preliminary use in both clinical and 
research settings. The different factor structure of the Early 
Life Impact Scale requires further investigation in diverse 
populations. While the results provide initial support for 
the validity of the Hungarian FACE-Q HRQoL scales, fur-
ther validation work (e.g. assessment of responsiveness and 
test–retest reliability) is needed before these four scales can 
be considered fully validated. Routine application of FACE-
Q could enhance patient-centered care in cosmetic derma-
tology and contribute to a more nuanced understanding of 
psychosocial outcomes of MICPs.
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