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Abstract 
 

BACKGROUND:  While orofacial clefts affect the facial appearance of many children and 

adolescents with this birth defect, there has not been specific research examining the impact of 

orofacial clefts on developing body image.  Body image development in the general population 

follows a trend in which adolescence is characterized by more negative body image than in 

prepubescent children.  However, as children with orofacial clefts have altered appearances from 

birth, their body image may differ from that of the general population.  This study aims to 

examine the relationship between orofacial clefts and body image throughout childhood and 

adolescence.  

PARTICIPANTS:  Participants included children and adolescents who were seen in the 

multidisciplinary craniofacial clinic at Children’s Health/Children’s Medical Center between 

March 2011 and April 2015.  Patients included in the sample had a diagnosis of cleft lip and/or 

palate (CL/P), were between the ages of 8 and 18 years of age, and had no complex medical or 

genetic diagnoses.  

METHOD:  This study utilized a retrospective chart review of patients seen in the craniofacial 

clinic at Children’s Health from March 2011 to April 2015.  Data collected from the patient 

charts included demographic information, medical and surgical history, and history of speech 

intervention and recommendations.  Each patient was interviewed by a clinician and filled out 

self-report questionnaires. Items from the self-report questionnaires relevant to body image and 

self-perception were used in this study along with a body image concern item asked during the 

clinician interview. Participants were separated into groups based on orofacial cleft diagnosis 

(bilateral CL/P, unilateral CL/P, cleft lip only, and cleft palate only). 
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RESULTS:  There was no significant relationship found between body image and category of 

orofacial cleft diagnosis.  Age also did not correlate with body image scores.  Body image scores 

that were taken from the body image-related items were also not highly correlated.   

DISCUSSION:  There were no significant relationships found between the variables of interest 

in this study.  However, orofacial clefts are unique conditions that may necessitate ongoing 

surgical and related medical intervention throughout childhood and adolescence.  For patients 

with CL/P, body image development may not follow a typical trend and may fluctuate rapidly 

depending on the success of their treatment, how well treatment outcomes meet expectations, as 

well as patients’ adaptability to their changing appearance.  As a result, there may not be a 

clearly identifiable correlation between age and body image scores.  Other factors such as the 

orofacial cleft diagnostic categories used for this study, the uneven group sizes, and the body 

image-related items used as a measure of body image may have impacted the results.  As the 

body image-related items were not significantly correlated, another measure that has been 

validated to assess body image may be more efficient and necessary in future studies so that the 

relationship between age, orofacial cleft condition, and body image can be more precisely 

examined. 

 Keywords:  cleft, orofacial, craniofacial, body image, pediatric, children, adolescent, age, 

facial difference. 

 

 

 

 

 



BODY IMAGE AND AGE  5 
 

 

TABLE OF CONTENTS 

CHAPTER ONE:  INTRODUCTION ……………………………………………………... 9 
 
CHAPTER TWO:  REVIEW OF THE LITERATURE …………………………………... 11 

 
 Cleft Lip and Cleft Palate ……………………………………………………….. 11 

 
 Importance of Appearance  ....………………………………………………….. 19 

 
 Self-Perception  ………………………………………………………………….. 22 
 
 Current Study  .………………………………………………………………….. 30 
 
CHAPTER THREE:  METHOD ………………..………………………………………… 33 

 
 Participants ….…………………………………………………………………… 33 

 
 Measures …………………………………………………………………………. 34 
 
CHAPTER FOUR:  RESULTS ……………………………………………………………. 37 
 
 Statistical Analyses ………………………………………………………………. 37 
 
CHAPTER FIVE:  DISCUSSION ………………………………………………………… 42 

 
 Limitations ………………………………………………………………….. 46 

 
 Directions for Future Research ....……………………………………………….. 50 
 
REFERENCES …………………………………………………………………………… 55 
 

 

 

 

  



BODY IMAGE AND AGE  6 
 

 

LIST OF TABLES 

TABLE 1 …………………………………………………………..……………………….. 64 
 

TABLE 2 ……………………………………………………..…………………………….. 65 
 
TABLE 3 ……………………………………………………..…………………………….. 66 
 
TABLE 4 ……………………………………………………..…………………………….. 67 
 
TABLE 5 ……………………………………………………..…………………………….. 68 
 

 

 

 

  



BODY IMAGE AND AGE  7 
 

 

LIST OF APPENDICES 
 

APPENDIX A ………………………………………….……………………………….. 69 
 

 Self-Reported Questionnaire - English  …………………………………………... 69 
 

 Self-Reported Questionnaire - Spanish ……...…………………………………. 70 
 
 

 

 

  



BODY IMAGE AND AGE  8 
 

 

LIST OF ABBREVIATIONS 

CL/P – Cleft Lip and Cleft Palate 

 

  



BODY IMAGE AND AGE  9 
 

 

CHAPTER ONE 
 

Introduction 
 

From an early age, children become aware of societal standards of beauty (Broder & 

Strauss, 1989).  Taught by family, school, media, and social interactions, children begin to utilize 

these attractiveness standards to determine how and with whom they interact (Saman, Gross, 

Ovchinsky, & Wood-Smith, 2011).  According to social expectancy theory, facial appearance is 

associated with certain expectations of behavior (Langlois et al., 2000; Okkerse et al., 2001; 

Saman et al., 2011).  Specifically, more attractive physical features are seen to indicate favorable 

qualities such as friendliness, altruism, and overall social competency, while less attractive 

features correlate with perceptions of lower social competence (Langlois et al., 2000; van den 

Elzen et al., 2012).  Dion, Berscheid, and Walster (1972) coined the phrase “beauty is good” to 

describe this attribution of positive qualities to good-looking people.  Along with the discrepancy 

between media portrayals of beauty and the appearance of the average person, this tendency to 

reward physical beauty and reject those who do not fit these standards can be detrimental to the 

development of positive body image (Hargreaves & Tiggemann, 2004; Saman et al., 2011).   

Children have also been found to evaluate their peers based on facial appearance.  Even 

by age eight, children use adult attractiveness standards to judge peers, which can have profound 

effects on a child’s developing self-image, self-esteem, and body image (Bolton, Lobben, & 

Stern, 2010; Broder & Strauss, 1989; Goffman, 1963).  As children enter adolescence, their 

emphasis on physical appearance increases significantly, and the psychological distress related to 

differences in facial features may become more significant as well (Berger & Dalton, 2009; 

Hunt, Burden, Hepper, & Johnston, 2005; Richman & Millard, 1997).  For children and 

adolescents with facial differences such as orofacial clefts, the high value placed on physical 
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appearance, especially during this developmental period, may have a negative impact on their 

sense of identity and body image.  These individuals may experience negative reactions from 

their peers, especially for those with externally visible facial differences such as cleft lip (Bolton 

et al., 2010; Gardiner et al., 2010; Lawrence, Fauerbach, & Thombs, 2006; Thompson & Kent, 

2001; Tiggemann, 2004).  The present study will seek to clarify the relationship between facial 

appearance and reported body image for children and adolescents with cleft lip and/or palate 

(CL/P) at different ages. 
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CHAPTER TWO 
 

Review of the Literature 

Cleft Lip and Cleft Palate 

According to the World Health Organization (WHO), craniofacial anomalies are 

structural anomalies in the development of the head that result in malformations of the skull and 

facial bones and tissues.  While there is not a single identified cause for these diagnoses, 

craniofacial anomalies including orofacial conditions such as CL/P are some of the most 

common birth defects in the United States (WHO, 2014).  Approximately 4,437 infants each year 

are born with cleft lip in the United States, with the highest frequencies of occurrence in Asian 

and Native American populations (Centers for Disease Control and Prevention, 2014).   

Between the fourth and ninth weeks of pregnancy, the bone and skin that forms the lip 

and the palate begin to fuse together (Centers for Disease Control and Prevention, 2014).  

However, if these tissues do not join together completely, a cleft occurs.  Orofacial clefts are 

categorized based on severity and location (International Craniofacial Institute, 2015).  For 

example, a single cleft on one side of the lip is referred to as a unilateral cleft, while a cleft on 

both sides of the lip is classified as bilateral (Children’s Hospital of Los Angeles, 2015).  A 

complete cleft lip refers to a cleft that extends into the nose, while an incomplete cleft lip does 

not.  A cleft lip may also include a corresponding cleft in the alveolus which is the dental ridge 

covered by the upper lip that holds the teeth in place (International Craniofacial Institute, 2015).  

Clefts in the palate may also be labeled as complete or incomplete (Children’s Hospital of Los 

Angeles, 2015).  In this case, a complete cleft palate is a gap that extends from the soft palate in 

the back of the mouth through the hard palate which opens the nasal cavity to the mouth cavity.  

In contrast, an incomplete cleft palate only refers to an opening in the soft palate.  
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As the type and severity of CL/P may vary between patients, the surgical treatment 

required also is individualized.  Upon recognizing an orofacial cleft prenatally or at birth, an 

infant will ideally be assessed by a cleft team (American Cleft Palate-Craniofacial Association, 

2007).  Orthopedic appliances may be recommended for infants in order to help maintain or 

shape the tissues surrounding the cleft before surgery is possible (International Craniofacial 

Institute, 2015).  Typically, a cleft lip can be repaired by the third to fourth month after birth 

when is it clear the baby is healthy, as it may be difficult for a very young infant to handle the 

stresses of a major surgery.  This repair also may help the appearance of the nose as a cleft lip 

tends to pull down on the structure of the nose (Rohrich, Love, Byrd, & Johns, 2000).  While the 

lip may need several revisions over time as a child develops, this first cleft lip repair is essential 

in improving the function and appearance of the lip (American Cleft Palate-Craniofacial 

Association, 2007).  Palate repair is typically performed between ages six months to eighteen 

months.  Completing the surgery during this time range may help to prevent delays in speech 

development as an open palate can cause difficulties producing certain sounds (Rohrich et al., 

2000).  Speech therapy is often initiated around two to three years of age if there are difficulties 

with articulation, although it may be recommended prior to this age in order to address feeding 

concerns or early language delays (American Cleft Palate-Craniofacial Association, 2007; 

Children’s Hospital of Los Angeles, 2015).  Other surgeries may include pressure equalization 

tubes for the ears to help manage fluid buildup that may occur due to structural blockage from a 

malformed palate (International Craniofacial Institute, 2015).   

Though major surgical repairs are often completed before 3 to 5 years of age, preschool-

aged children may benefit from secondary surgeries to assist with hypernasal speech, also known 

as velopharyngeal insufficiency.  By modifying the pharynx, the patient is able to fully close the 
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airway between the nose and mouth when producing certain sounds, allowing for clearer and 

more intelligible speech (American Cleft Palate-Craniofacial Association, 2007).  As the child 

continues to develop, facial structures are likely to change, which may necessitate additional 

surgical revisions to repair distorted features caused by scar tissue from previous surgeries 

(Kosowski, Weathers, & Ridgway, 2012).  These revisions often occur around elementary school 

age, when appearance becomes important for peer interactions (American Cleft Palate-

Craniofacial Association, 2007).  Dental and orthodontic concerns are also targeted for 

intervention at this time as a result of the appearance of adult teeth.  For example, an alveolar 

bone graft between the ages of seven to nine years helps future adult teeth grow in with the 

proper alignment and may provide structure for future dental implants, if needed (International 

Craniofacial Institute, 2015).  It also may help to close off existing fistulas between the mouth 

and nose.  Orthodontic intervention may help with dental aesthetics as well (American Cleft 

Palate and Craniofacial Association, 2007).   

Most surgeries involving the jaw or the nose are performed when facial development is 

complete which is usually during late adolescence, as these areas of the face are some of the last 

to complete the growth process (American Cleft Palate and Craniofacial Association, 2007; 

Kosowski et al., 2012).  By adulthood, surgical treatment of an orofacial cleft is usually finished, 

although the patient may wish to pursue further revisions for aesthetic reasons (International 

Craniofacial Institute, 2015).       

Associated medical issues.  Orofacial clefts may result in a range of medical difficulties 

for the affected child that may be treated by the surgical interventions discussed previously 

(Kosowski et al., 2012).  These difficulties may include feeding concerns, developmental delays 

in language and speech development, and hearing impairment (Broder, Smith, & Strauss, 1992; 



BODY IMAGE AND AGE  14 
 

 

Kapp-Simon, 2006).  Feeding is often problematic as infants with cleft palate are unable to form 

proper suction around a nipple and thus require intervention in order to obtain adequate 

nourishment (Ward et al., 2013).  Also as a result of structural differences such as a missing or 

malformed palate, velopharyngeal insufficiency, or irregular dental growth that inhibits the 

production of certain sounds, there may be a high risk of delay for language acquisition and 

development of intelligible speech for children with CL/P (Kapp-Simon, 2006).  Speech and 

language delays may also be due to hearing impairment in patients with CL/P (American Cleft 

Palate-Craniofacial Association, 2007; Broder et al., 1992).  Children with orofacial clefts are at 

an increased risk for ear infections because of fluid buildup in the inner ear due to clefts 

interfering with the ear pressure regulatory system; about 90% of children with CL/P will 

develop an ear infection (Schonweiler, Schonweiler, & Schmelzeisen, 1994) compared to 70% of 

healthy children (Teele, Klein, & Rosner, 1989).  Recurrent ear infections also may lead to an 

increased risk for permanent hearing impairment and hearing loss.  

Associated psychosocial issues.  In addition to problems with physical functioning, 

adverse outcomes related to orofacial clefts can also include psychosocial concerns.  For 

example, learning disorders occur in as many as thirty to forty percent of children with CL/P 

(Broder et al., 1992).  These academic difficulties in children with CL/P have been linked to 

various factors, including developmental delay, especially in speech development (Kapp-Simon, 

2006; Millard & Richman, 2000).  A child with an orofacial cleft who has difficulties with 

hearing or producing speech may experience more barriers to academic achievement than 

typically developing children.  Behavioral inhibition to avoid rejection and self-doubt in social 

situations also may contribute to lower rates of classroom participation and other behaviors that 

facilitate learning (e.g., asking questions, requesting help, etc.) in children with CL/P, as children 



BODY IMAGE AND AGE  15 
 

 

with orofacial clefts have been found to demonstrate more avoidant behaviors than their peers 

(Broder & Strauss, 1989; Kapp-Simon et al., 2005; Richman, 1976; van den Elzen et al., 2012). 

Furthermore, children with CL/P often encounter lower parent and teacher expectations or 

underestimation of their abilities which may also lead to underperformance (Millard & Richman, 

2000).  While negative expectations may have less of an effect on student achievement than 

positive expectations (Jussim & Harber, 2005), Rosenthal and Jacobson (1968) found that 

teachers tended to be less reinforcing and supportive of the control children when they exceeded 

teacher’s expectations.  As children with CL/P may be labeled as less intelligent by teachers 

because of their appearance or speech difficulties, they also may be at risk for this differential 

treatment (Millard & Richman, 2000).       

As well as being at risk for academic difficulties, individuals with CL/P are at an 

increased risk for social and emotional concerns.  Stigmatization and behavioral inhibition are 

examples of difficulties that may be associated with having a facial difference (Bessell & Moss, 

2007; MacGregor, 1990; Masnari et al., 2012; Thompson & Kent, 2001).  Children with 

orofacial clefts may be seen by peers as being less desirable candidates for friendship and may 

experience differential treatment from peers such as unwillingness to engage in conversation 

with children who have clefts (Broder & Strauss, 1989; Kapp-Simon & McGuire, 1997).  

Similarly, adolescents with CL/P may rate themselves as socially anxious and dissatisfied with 

peer relationships (Kapp-Simon, McGuire, Long, & Simon, 2005).  In a study observing social 

interactions during school between adolescents with an orofacial cleft and without a cleft, 

adolescents with CL/P were less likely to initiate conversations and less likely to respond when 

approached by a peer (Kapp-Simon & McGuire, 1997).  They also were less likely to be 

approached by their peers compared to those without orofacial clefts, and unaffected peers were 



BODY IMAGE AND AGE  16 
 

 

less likely to respond if engaged by someone with CL/P.  This study helps to illustrate the social 

difficulties that individuals with CL/P may encounter.         

Social development may be adversely affected if an individual habitually uses avoidant 

behaviors to cope with perceived and real peer rejection (Kapp-Simon et al., 2005; van den Elzen 

et al., 2012).  When a child experiences or perceives rejection from peers as a result of teasing 

and ostracization, the expectation of further painful social experiences may lead to increased use 

of aggressive, defensive, or avoidant behaviors in social interactions (Kapp-Simon et al., 2005; 

Lawrence et al., 2006).  The use of these behaviors significantly decreases the chances of a 

successful social encounter in the future, and as a result, children and adolescents who 

demonstrate increased use of these maladaptive behaviors may have fewer opportunities to learn 

more appropriate social behaviors, which could impact aspects of quality of life that are 

dependent on social interactions like forming relationships and cooperative work (Lawrence et 

al., 2006).  Social experiences may also affect the severity of appearance-related concerns as 

negative interactions with others may be internalized as a negative perception of the self 

(Feragen, Kvalem, Rumsey, & Borge, 2010).  In other words, unsuccessful social interactions 

with peers may be interpreted as a personal failing, leading to a more negative view of the self 

(Bilboul, Pope, & Snyder, 2006).   

Among patients with CL/P, mood symptoms such as depression and anxiety are common 

(Kapp-Simon, 2006).  Results from a study comparing children with isolated cleft palate, 

unilateral cleft lip and palate, and bilateral cleft lip and palate found that children with isolated 

cleft palate experienced greater problems with depressive and anxious symptoms, as well as 

learning problems, than any of the other groups in the study (Millard & Richman, 2000).  The 

authors found that the two groups with visible conditions, children with unilateral cleft lip and 
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palate and children with bilateral cleft lip and palate, reported lower self-esteem than the other 

groups.  Having an observable facial difference might have more of an impact on self-esteem 

than a less visible condition like cleft palate.  For the group labelled as having the most severe 

visible difference (bilateral cleft lip and palate), parents and teachers reported that these children 

did not demonstrate significant depressive symptoms, yet the children themselves reported 

clinically significant mood symptoms.  This finding may suggest greater rates of internalizing 

versus externalizing among patients with bilateral cleft lip and palate.  This study also helps to 

illustrate the varied sequalae associated with different categories of CL/P; both visible and 

hidden clefts may contribute to negative mood or negative self-evaluation.   

Differences in diagnoses.  Orofacial clefts are a unique set of diagnoses because of their 

varying manifestations (American Cleft Palate-Craniofacial Association, 2007; International 

Craniofacial Institute, 2015).  A child with cleft lip, for example, tends to look physically 

different from a child with only a cleft palate (International Craniofacial Institute, 2015).  In 

particular and most noticeable are the physical differences between a child with a more external 

difference like cleft lip and a child with an internal condition like cleft palate (Masnari et al., 

2012).  Patients with both diagnoses may experience similar psychosocial effects, including the 

influence of negative reactions of others on their self-perception, but the problem areas of a child 

with more visible differences may vary in intensity compared to a child with less visible 

anomalies (Broder & Strauss, 1989; Davis & Nixon, 2010; Hargreaves & Tiggemann, 2004; 

Masnari et al., 2012).  Because external clefts are easily viewed by others, stigmatization tends to 

increase with the severity of a facial irregularity (Masnari et al., 2012).   

Less visible anomalies, referring to conditions in which the structural difference is 

internal such as a cleft palate, can result in a number of sequelae that depend on the affected sites 
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(Kapp-Simon, 2006).  Individuals with cleft palate may have more severe speech difficulties and 

hearing impairments.  For instance, velopharyngeal insufficiency may occur despite closure of a 

cleft palate (American Cleft Palate-Craniofacial Association, 2007).  Children with this condition 

demonstrate hypernasal speech due to difficulty controlling the flow of air between the mouth 

and nose during speech.  Patients with cleft palate also are more likely to have learning disorders 

than those with cleft lip only because of their association with more speech and hearing 

difficulties (Millard & Richman, 2000).  These individuals may be at an increased risk for 

bullying compared to healthy controls, possibly related to expressive speech difficulties like 

hypernasality or because of the special attention needed from teachers in the classroom, as 

children with learning differences are likely to be teased because of their disabilities 

(Frederickson, 2010).  Speech and hearing problems associated with cleft palate are often not 

recognized by others until the child is communicating with people.  Although patients with 

isolated cleft palate may be at lower risk of immediate social rejection due to their appearance 

alone, the high likelihood for learning difficulties and speech problems for the cleft palate 

population can become an alternate means of stigmatization and decreased quality of life 

(Millard & Richman, 2000; Thompson & Kent, 2001).   

The impact of physical appearance on self-perception or body image for children and 

adolescents with orofacial cleft diagnoses may play a large role in patients’ psychological 

adjustment to their diagnosis (Bilboul et al., 2006).  For example, children with a visible facial 

difference tend to report experiencing more negative social interactions, including staring and 

pointing, than children without a facial difference (Masnari et al., 2012).  Patients with CL/P 

may incorporate this sense of feeling different into their self-image, which may negatively affect 

their perception of their abilities (Broder & Strauss, 1989).  Adolescents with an orofacial cleft 
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diagnosis also have been found to experience more difficulty interacting with their peers than 

adolescents without CL/P and may withdraw socially in order to minimize distress and preserve 

their self-image (Kapp-Simon, Simon, & Kristovich, 1992).   

Research findings have been mixed regarding the impact of visible facial differences 

during adolescence compared to childhood (Berger & Dalton, 2009; Hunt et al., 2005; Richman 

& Millard, 1997).  School-age children with visible differences may experience difficulties with 

interacting with peers and are thus at a risk for further social difficulties in adulthood.  In 

contrast, while adolescence is a time when physical appearance is most important, older age also 

means that the individual has had more time to adjust and cope with a facial difference (Berger 

& Dalton, 2009).  Because of these conflicting studies, the effect of age on appearance-related 

concerns is not clear, especially in regards to the pediatric orofacial cleft population.  Due to 

differences in the peer support and the importance of appearance across childhood and 

adolescence, determining critical age periods when individuals with facial differences are more 

sensitive to appearance-related psychological distress may have treatment implications.    

Importance of Appearance 

Stigmatization as a result of physical appearance is driven by biological, evolutionary, 

and social processes (Langlois et al., 2000).  According to the good-genes theory (Barber 1995), 

physical appearance is an indicator of health and quality; therefore, from an evolutionary 

perspective, attractive individuals are perceived as being fit for survival and having genes that 

benefit the species if passed down to the next generation.  In other words, individuals who are 

deemed unattractive by society tend to be perceived as genetically less likely to benefit the 

species and may even be seen as sickly or contagious (Langlois et al., 2000; Robinson, Clarke, & 
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Cooper, 1996).  Consequently, less attractive individuals may be avoided and labeled negatively 

because of an ingrained response to avoid passing along suboptimal genes.   

Social expectancy theory states that a person’s appearance and facial features in 

particular provoke stereotypes and expectations of behavior by viewers.  These differential 

judgments lead to differential treatment of individuals based on physical appearance.  In other 

words, attractive people are perceived as nice, kind, altruistic, and helpful (Langlois et al., 2000; 

Saman et al., 2011).  Physically attractive individuals also tend to be seen as socially competent 

(Okkerse et al., 2001).  Dion and colleagues (1972) created the phrase “beauty is good” to 

characterize this perceived correlation of beauty and positive qualities.  In contrast, more 

negative qualities tend to be ascribed to individuals who are seen as less attractive, such as 

untrustworthiness, low intelligence, and selfishness (Langlois et al., 2000; van den Elzen et al., 

2012).  People who differ significantly from perceived ideals of physical beauty may be seen as 

less socially competent and less able to form meaningful relationships.   

Individuals with visible physical differences tend to report discrimination and negative 

reactions from others such as staring and derogatory comments (van den Elzen et al., 2012).  

Research has found that strangers were also less likely to assist those who had a visible 

difference, often avoiding and even standing further away from them (Thompson & Kent, 2001).  

These tendencies may be explained by the finding that facial appearance has one of the strongest 

influences on social interactions as it is the central point of focus during socialization (Gardiner 

et al., 2010).  As the majority of communication is expressed nonverbally, facial expressions 

contribute highly to understanding information (Krueckeberg, Kapp-Simon, & Ribordy, 1993; 

Sainsbury, 2009).  Thus, differences found on the face are more likely to be immediately 

identified as abnormal by observers since this is the area of the body one focuses on during 
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social interaction (Gardiner et al., 2010).  When participants were asked to rate a series of faces 

that were digitally altered, visible differences that were located more centrally on the face were 

rated to be more disfiguring than those on the periphery, particularly any apparent differences 

that were made on the nose or the mouth (Bradbury, 2012).  Thus, it may be difficult for those 

with facial differences to overcome this negative perception.   

Perception of appearance differences in childhood and adolescence.  For children, 

appearance becomes more of a concern when they are introduced to the social environment at 

school (Masnari et al., 2013).  Young children with a physical difference may be exposed to 

fewer strangers or have less awareness of their condition, so they often do not report significant 

appearance-related psychosocial concerns (Masnari et al., 2012).  However, by age eight, 

children begin to use adult standards of attractiveness and beauty to interpret their own 

appearance as well as the physical features of others (Broder & Strauss, 1989).  For those with a 

physical difference, entering elementary school can be a difficult time as children tend to become 

more aware of societal standards of beauty during this developmental stage (Masnari et al., 

2013).   

As they progress through elementary school and middle school, children with a facial 

difference are likely to report more appearance-related teasing because of the greater emphasis 

on appearance and peer approval at that age period (Masnari et al., 2012).  As social acceptance 

becomes a high priority as children get older and are surrounded by peers, children and 

adolescents with CL/P who have difficulty connecting with peers tend to report lower self-

esteem (Kapp-Simon, 1986).  It is not surprising that coping with social bias associated with 

appearance can be difficult and result in impaired social functioning for children and adolescents 

with facial differences (van den Elzen et al., 2012).  
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Adolescence may be a particularly difficult time for individuals with orofacial clefts 

because of the increased emphasis on appearance during this developmental stage.  

Approximately 60% of adolescents with CL/P reported that they were dissatisfied with their 

appearance in a study examining the role of appearance and social adjustment (Strauss, Broder, 

& Helm, 1988).  Because of their appearance differences, adolescents with an orofacial cleft may 

be stigmatized and become targets of bullying behaviors (Bilboul et al., 2006).  Predictors of 

stigmatization may include the age of a child and the degree of severity of the facial difference 

(Lawrence et al., 2006).  Because appearance becomes more important as a child progresses into 

adolescence, presence of a facial difference, especially a large and distinct one, has been found to 

be associated with higher risk for social isolation (Masnari et al., 2012; Thompson & Kent, 

2001).    

Self-Perception 

Self-image, alternately known as self-concept, includes the perceptions, beliefs, feelings, 

attitudes, and values that a person holds about himself, while self-esteem refers the emotional 

and affective evaluation of the self (Baumeister, Campbell, Krueger, & Vohs, 2003; Markus & 

Wurf, 1987).  The development of identity and self-evaluation changes over the lifespan as a 

child moves from home to school and into society (Bilboul et al., 2006).  Robins and 

Trzesniewski (2005) examined the development of self-esteem over the lifespan and discovered 

a pattern in the level of self-esteem over time.  Both males and females follow this trend, 

although there may be sex differences as females tended to reported more negative self-

perceptions than males overall. They found that young children tend to have exceedingly high 

self-esteem due to an unrealistically positive view of themselves and their capabilities.  As 

children develop cognitively and internally incorporate feedback from increased interactions 
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with others and comparisons to peers, their self-esteem lowers to a more realistic level.  In 

adolescence, this downward trend continues, sharply declining around the time of puberty with 

the pressures of body image and conformity as well as the increased ability to engage in abstract 

thinking.  In adulthood, a more realistic perception of abilities and the self develops as the 

individual transitions into a role of productivity that elevates self-esteem in a steady and gradual 

upward flow that peaks around age 60 and begins to decline again (Robins & Trzesniewski, 

2005; Tiggemann, 2004).   

Similarly to self-esteem, self-image does not exist at birth.  After the first or second year 

of life, infants begin to recognize themselves as a separate entity from the environment.  By the 

third year of life, children begin to self-evaluate in comparison to forming standards that are 

influenced by societal and cultural expectations (Stipek, Gralinski, & Kopp, 1990).  Self-image 

follows a similar trend to self-esteem in early childhood and then begins to fluctuate during 

adolescence (Simmons, Rosenberg, & Rosenberg, 1973).  Adolescence begins at the onset of 

puberty and signifies a shift toward independence as well as more peer influence.  Simmons and 

his associates (1973) described adolescence as a period in which new physical capabilities and 

new social pressures to become independent influence behaviors and impact the development of 

self-image.  They also found that around the age of twelve, self-image disturbance peaks.  

Individuals at this age are typically more self-conscious, have higher depressive affect, and have 

lower self-esteem compared to children aged eight to eleven and adolescents over the age of 

fifteen (Simmons et al., 1973; Thompson & Kent, 2001).  This period is often the most 

tumultuous in regards to identity as the child tries to balance the expectations of society, peers, 

and parents after living in a protected manner in early childhood when their needs were cared for 
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by others.  After this period, self-image increases and then stabilizes as the adolescent matures 

(Simmons et al., 1973).  

There have been contradictory views on the period of adolescence in regard to the 

development of self-image and self-esteem.  While Simmons and his colleagues (1973) asserted 

that there is a decrease in self-image and self-esteem levels at the age range of twelve to 

fourteen, Dusek, Flaherty, and Hill (1981) argue that the development of the self is continuous 

and gradual.  Supported by longitudinal studies, this finding suggests that the characterization of 

adolescence as a stressful and chaotic period may be overgeneralizing the effects of physical 

changes of puberty to the forming identity.  While the individual may be experiencing a myriad 

of external, psychosocial factors that could influence self-perceptions, the stability of personality 

and behavior may not drastically alter one’s identity to the effect that many studies might imply.  

However, it has been widely agreed that adolescence is the time when body image becomes 

much more important as physical appearance begins to have implications for sexual 

attractiveness and the ability to form important relationships (Gardiner et al., 2010; Masnari et 

al., 2013). 

The effects of negative social experiences have been found to have a large impact on the 

development of a child’s perception of others and perceptions of oneself (Broder & Strauss, 

1989).  Perceived evaluations by others impact both self-image and self-esteem in regard to 

social acceptance (Goffman, 1963).  The sociometer theory (Leary & Downs, 1995) suggests that 

reactions of other people have a large impact on self-image because others’ acceptance or 

rejection serves as a measure for self-evaluation; thus, peer approval and interpersonal 

relationships are influential for self-image.  Relatedly, people with low self-esteem are more 
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likely to perceive social interactions as negative (Sainsbury, 2009), which may reinforce the 

relationship between negative self-evaluation and perceptions of social reactions.     

Self-perception and CL/P.  The visibility of different orofacial conditions can shape 

how an individual compares himself to others.  Broder and Strauss (1989) evaluated children 

between the ages of six to nine with diagnoses of cleft lip only, cleft palate only, a combined 

cleft lip/cleft palate presentation and a control group.  Utilizing a measure that presented pictures 

of social scenarios, the authors assessed these children’s self-image in comparison to a control 

group consisting of similarly aged children without a cleft.  Children with the lowest ratings on 

self-image were the children with both cleft lip and cleft palate, suggesting a compounding effect 

of both a visible anomaly and a hidden one.  Children with only cleft lip scored lowest on scales 

of perceived social acceptance and physical adequacy.  Interestingly, children with orofacial 

clefts identified primarily with “helpee” roles, individuals depicted to need assistance from 

others, while children without clefts identified with the “helper”.  This finding may suggest that 

these children perceive themselves as somewhat inferior to their peers, dependent on others, and 

unable to be a reliable source of aid especially when both their appearance and functioning is 

impaired because of their cleft.  Because social acceptance plays such an important role in a 

child’s development of identity, children with orofacial clefts who are at a higher risk of social 

ostracization tend to report lower levels of self-image than their peers (Kapp-Simon, 1986).    

Adolescents with orofacial clefts tend to present with more distress regarding their 

appearance and the way they are perceived by their peers than adolescents without clefts 

(Richman & Millard, 1997).  An individual’s perception of the severity of a facial difference as 

well as the predicted intensity of negative reactions from peers may be important predictors of 

body image disturbances in regard to facial appearance (Bilboul et al., 2006; Feragen, et al., 
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2010; Rumsey & Harcourt, 2003).  This perception also can affect the individual’s receptiveness 

to others and the ability to trust, ranging from difficulties making friendships, accepting 

assistance from teachers, and working with other professionals (Rumsey & Harcourt, 2003).  For 

example, an individual with a visible condition as well as negative self-perceptions may even 

reject medical treatment in order to avoid the discomfort of exposure to others who may judge 

them negatively (Bolton et al., 2010).  As physical appearance plays a large role in self-image 

and self-esteem, body image concerns may be an issue that adolescents in particular experience 

because of the significant emphasis on physical maturity at this developmental time period 

(Hargreaves & Tiggemann, 2004; Leonard, Brust, Abrahams, & Sielaff, 1991).   

Body image.  Body image includes the perceptions, thoughts, and behaviors that are 

associated with an individual’s physical appearance (Bolton et al., 2010).  Body image is also a 

significant part of self-image, self-esteem and quality of life (Bolton et al., 2010; Leonard et al., 

1991).  Because body image can influence quality of life, it may be a better alternative target for 

treatment interventions than self-esteem as self-esteem does not have a direct effect on quality of 

life, achievement, interpersonal success, or other psychosocial outcomes (Baumeister et al., 

2003; Crocker & Knight, 2005; Leonard et al., 1991).  Body image can affect self-perceptions 

and lead to negative emotions, thoughts and behaviors (Rumsey & Harcourt, 2003).  Negative 

body image has also been linked to a higher risk for depression and anxiety (Smolak, 2004).   

However, increasing quality of life does not necessarily affect body image.  For example, 

successful surgical treatment which is associated with increased quality of life in patients with 

facial differences does not always elevate an individual’s subjective perception of their 

appearance even with an objective improvement in appearance (van den Elzen, et al., 2012).   
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Typically, body image is formed around the same time as self-esteem and self-image   

around the age of three (Bolton et al., 2010; Stipek, Gralinski, & Kopp, 1990).  In childhood, 

body ideals are shaped primarily by immediate family members (Sainsbury, 2009).  As children 

have yet to internalize the importance of physical attractiveness, early elementary school 

students from age five to nine years old tend to have more positive body image than older 

children (Smolak, 2004).  However, even children in elementary school are aware of their 

appearance compared to societal ideals and internalize a message of unacceptance if they do not 

fit these prototypes of beauty (Bolton et al., 2010).  Children also begin to learn to associate 

acceptance from others as an integral part of accepting themselves.  As they age, media, society, 

and culture have a greater influence on the body ideal.  By middle school, children experience 

negative perceptions in body image, especially for girls (Gardiner et al., 2010; Smolak, 2004).  

At this time of early adolescence, individuals begin to encounter the societal mindset of the 

importance of beauty.  The integration of that message determines the shift in body image 

(Tiggemann, 2004).  In other words, an individual who views appearance as important is more 

likely to have a sensitive body image.  Social comparison increases in older children as they 

become more interested in associating with an ideal standard of physical attractiveness, and this 

is linked to their development of body image (Smolak, 2004).  The reactions of peers also 

contribute to a distorted body image that can persist into adulthood (Rumsey & Harcourt, 2003).  

Thus, children and adolescents with a higher risk for negative self-evaluation are more likely to 

incorporate the negative reactions of and rejection by others as reflective of negative attributes of 

themselves (Bilboul et al., 2006).   

Body image and visible differences.  Although research on body image has been limited 

in the pediatric CL/P population, studies in other clinical populations characterized by physical 
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differences have shown significant findings in regards to the relationship between physical 

differences and body image.  In studies examining the relationship between injury and body 

image in the burn survivor population, the extent of a physical disfigurement caused by a burn as 

well as the individual’s perception of his appearance are thought to be the major variables that 

affect self-image and body image (van den Elzen et al., 2012).  While a burn is an acquired 

physical difference in contrast to a congenital birth defect such as CL/P, van den Elzen and 

colleagues (2012) found that there was not a significant difference between having an acquired 

or congenital facial difference, rather personal satisfaction with their appearance moderated the 

relationship between facial difference and body satisfaction.  While objective appearance tends 

to be the target of medical intervention and treatment, it is an individual’s subjective perception 

of their appearance that has the most impact on self-image and body-image.  Studies have shown 

that the objective severity of a physical difference may not have much influence on self-

perceptions (Lawrence et al., 2006; Thompson & Kent, 2001).  Instead, internal satisfaction or 

dissatisfaction with physical appearance is more closely linked to psychological distress (van den 

Elzen et al., 2012). 

There are various theories examining the interplay between physical differences and self-

perception.  According to the self-discrepancy theory, self-image is split into actual, ideal, and 

ought selves (Higgins, 1987).  When there is a discrepancy between the different selves and the 

individual views these discrepancies as significant, body image is negatively affected (Higgins, 

1987).  Similarly, according to Mendelson, Mendelson, and Andrews (2000), body image 

incorporates two important concepts: satisfaction with appearance and importance of physical 

appearance.  For example, individuals who believe that physical appearance is important for 

attaining life goals will be more at risk for developing a negative body image than individuals 
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who place a lower importance on physical appearance.  This is also known as the competence x 

importance model (Mendelson et al., 2000).  “Competence” refers to the individual’s physical 

appearance in comparison to his desired appearance or how well the individual matches his ideal 

look.  “Importance” may influence the impact that competence has on body image development.   

The level of importance an individual places on appearance was found to determine the 

relationship between burn severity and body image in a study of burn survivors (Lawrence et al., 

2006; Lawrence, Fauerbach, Heinberg, & Doctor, 2004).  Those who did not believe physical 

appearance was important exhibited no significant relationship between their burn severity and 

body image, but individuals who rated appearance as very important were found to have a very 

significant correlation between the two variables.  These individuals were more affected by their 

physical difference and internalized this distress into their body image.  Fear of negative social 

evaluation is an external standard that can be used to evaluate the importance of appearance in 

individuals (Leary, Rapp, Herbst, Exum, & Feldman, 1998).  For example, an individual who 

greatly fears negative evaluation from others because of a facial difference is likely to highly 

value physical appearance.   

The cognitive model of body image emphasizes the role of personal significance of 

physical appearance (Price, 1990; Thompson & Kent, 2001).  This model suggests that if an 

individual views attractiveness as an indicator of worth or character, an appearance difference is 

likely to cause feelings of distress and inferiority which may manifest in negative body image 

(Price, 1990).  Another condition of interest in body image studies, obesity, is often associated 

with negative body image, yet it has been found that body image does not necessarily improve 

with weight loss; conversely, psychological interventions can elevate body image without any 

weight change (Lawrence et al., 2006).  This may indicate that the relationship between physical 
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appearance and body image is more influenced by psychological factors than the severity of 

physical difference (Lawrence et al., 2004; Lawrence et al., 2006; Thompson & Kent, 2001; van 

den Elzen et al., 2012).   

In regards to the CL/P population, these different body image theories may explain the 

body image distress experienced by individuals.  Although most body image research has 

focused on body weight and size which may make it difficult to extrapolate findings to 

populations with solely facial differences (Newell, 1999), the underlying theories and models 

have been used to understand body image overall such that their assumptions may be helpful in 

gaining insight in the CL/P population (Sainsbury, 2009).  Thus, the different diagnoses of CL/P 

may not be as significant as the individual’s personal satisfaction with appearance.    

Current Study 

Based on the current research regarding the CL/P population, the difficulties individuals 

may experience in developing self-perception and body image may influence the likelihood of 

healthy development.  For orofacial conditions like cleft lip which may greatly transform an 

individual’s facial features, concerns about appearance can lead to self-perception distortions and 

psychological distress (Rumsey & Harcourt, 2003).  Furthermore, research has found that 

physical appearance is crucial in social interactions; people are quick to judge another’s 

character by their perceived attractiveness (Langlois et al., 2000).  Especially because the face is 

the focal point during conversation, any differences on the face are quickly recognized as 

abnormal by others (Gardiner et al., 2010).  Surgical cosmetic treatments have advanced to such 

a degree that these facial differences are often questioned or perceived negatively by others 

because of the belief that they could be fixed (Masnari et al., 2012).  Even with surgical 

intervention, an orofacial cleft may require multiple revisions throughout childhood and 
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adolescence as the face continually matures and develops (American Cleft Palate-Craniofacial 

Association, 2007).  Because of the rapid physical changes associated with normal development 

as well as the impact of a series of surgeries, individuals with CL/P make up a unique population 

that may experience multiple changes in body image at various ages until adulthood.  As body 

image can influence an individual’s quality of life as well as the risk for mood disorders such as 

depression, further studies that assess the relationship between CL/P and body image may result 

in implications for treatment success (Bolton et al., 2010; Smolak, 2004). 

Orofacial cleft diagnoses are also unique in that they are primarily childhood conditions, 

and are often medically resolved by adulthood (Niemela, Skoog, Henriksson, & Wahlsten, 

2011).  Children with CL/P often are required to wait several years for reconstructive surgery in 

order for various phases of facial growth to complete before surgical intervention takes place.  At 

different ages, children encounter varying circumstances which may have an impact on not only 

their psychological development but also the adjustment to their diagnosis.  While younger 

children may lack awareness of their facial difference, older children and adolescents may 

experience more psychological distress as they age and internalize negative social experiences 

(Masnari et al., 2013).     

Self-perception development typically follows a gradual downward trend during 

adolescence in the general population; however, it is unclear the extent to which this trend may 

be paralleled for the orofacial cleft population (Robins & Trzesniewski, 2005).  Children with 

CL/P may experience additional difficulties maintaining positive body image because of the 

factors described in the review of literature such as ongoing surgical treatment which may extend 

into young adulthood, the increased risk of peer victimization, and distorted self-perceptions 

(Broder & Strauss, 1989; Masnari et al., 2012; Richman & Millard, 1997).  The goal of this study 
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is to investigate the relationship between different CL/P diagnosis types and body image for 

children and adolescents, as well as how the relationship among these variables may differ over 

the course of development. 

 Primary aim and hypotheses.   

Aim 1: Examine the relationship between visibility of facial differences caused by orofacial 

clefts, age, and body image.   

Hypothesis 1a: Participants with varying degrees of facial difference visibility, as defined by 

diagnosis, will report different scores for body image, with patients with bilateral CL/P reporting 

the lowest scores on body image items.   

Hypothesis 1b: Body image scores will vary at different ages, with older participants reporting 

the lowest scores on body image items.   

Hypothesis 1c: Degree of visibility of facial difference, as defined by diagnosis, will moderate 

the relationship between age and body image such that for participants with bilateral CL/P, the 

relationship between age and body image scores will be the most amplified.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



BODY IMAGE AND AGE  33 
 

 

CHAPTER THREE 
 

Method 
 

The study utilized data collected for patients seen in the multidisciplinary craniofacial 

team clinic within the Fogelson Plastic and Craniofacial Surgery Center at Children’s 

Health/Children’s Medical Center in Dallas from March 2011 to April 2015.  Consent was 

waived, as data collected and utilized for the present study was covered by an expedited IRB.  

Information was gathered for each patient, including background history reported by the parents 

and the patient during an interview with a psychologist or advanced psychology trainee, as well 

as a craniofacial questionnaire that the patient and parent completed.  The patient was assessed 

for areas of concern by the clinician including overall development, behavior, bullying, and body 

image.  Other information obtained included speech therapy history and sex demographics.   

Participants 

Inclusion criteria for this study were as follows: participants must have been seen in the 

craniofacial team clinic between March 2011 and April 2015. Participants must have had a 

nonsyndromic orofacial cleft diagnosis, with no other complex medical history or underlying 

genetic disorder. Additionally, participants must have had data from the psychology clinical 

interview completed at the time of the visit, as well as self-reported data for the body image-

related items on the craniofacial questionnaire. As the self-report questionnaire is only available 

for patients eight years and older, participants included in the sample were eight years through 

eighteen years of age.   

Two hundred and twenty nine participants met inclusion criteria for the present study.  Of 

the 229 patients, 130 were male and 99 were female.  In this sample, 122 identified as Hispanic 

and 107 identified as Non-Hispanic. In terms of racial groups, 193 participants were Caucasian, 
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19 were black, 4 were of Asian descent, and 12 participants were categorized as other or of an 

unknown race.  For about 63% of the sample, English was the reported primary language spoken 

at home, while Spanish was the second highest endorsed language with 34% of the sample.  

Almost 73% of the sample was covered by government subsidized insurance.  The average age 

of participants in the sample was 12.77 years (SD = 2.95), ranging from eight years old to 

eighteen years old.  Participants were separated into groups depending on their CL/P diagnosis.  

There were 56 participants in the bilateral CL/P group, 126 in the unilateral CL/P group, 18 in 

the cleft lip only group, and 29 participants in the cleft palate only group (see Table 1 for a full 

summary of demographic information).   

Measures 

The craniofacial questionnaire utilized in this study was developed by psychology 

providers within the craniofacial team clinic at Children’s Health/Children’s Medical Center in 

order to examine craniofacial-specific domains that are not evaluated by other measures such as 

the Peds-QL used in the clinic setting.  These domains were extrapolated from the craniofacial 

literature and targeted aspects of psychosocial functioning identified as being relevant for 

outcomes for patients with craniofacial diagnoses.  These questions target appearance 

satisfaction, social support, worry about the social impact of appearance differences, and the use 

of active problem solving.  This questionnaire was available both in English and in Spanish (see 

Appendix A).  While there are two forms of the questionnaire, parent-report and self-report, only 

the self-report form was utilized for this study in order to directly evaluate the relationship 

between CL/P and body image as perceived by the individual.   

As the questionnaire was designed by a provider within the clinic to examine key factors 

that are relevant to psychosocial functioning in the craniofacial population, it does not 
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specifically measure body image.  Thus, only the two questions that target appearance were 

utilized for the current study.  The questions examined both the satisfaction with appearance as 

well as worry about social perceptions regarding a patient’s appearance: “I am happy with the 

way I look” and “I worry about what others think about my looks.”  The two questions are 

scored on a five-point Likert scale, with higher scores suggesting more satisfaction with body 

image and lower scores suggesting more negatively-perceived body image.  The responses to 

these two questions were used to measure different aspects of body image, along with a third 

item, a clinician assessed self-image concern item that was evaluated during the patient 

interview.  This item was evaluated and coded by the interviewing psychology provider and 

resulted in a yes or no response, indicating the clinician’s assessment of whether body image 

concerns were present for the participant.  Although these items do not comprise a validated 

measure, a specific and validated measure of body image appropriate for use with the 

craniofacial population is not available.  

 Information obtained from medical charts including demographic information, 

diagnoses, and reported areas of difficulty was also utilized in this study.  Specifically, CL/P 

diagnosis was utilized to identify the diagnosis group for each patient (i.e., cleft palate only, cleft 

lip only, unilateral cleft lip and palate, bilateral cleft lip and palate). Additionally, speech therapy 

history and recommendations were included in this study in order to be able to control for 

speech-specific variables which may have contributed to differences in functioning between 

diagnosis groups.  Documentation from the speech-language pathologist evaluating each patient 

during the team visit from which questionnaire data was gathered was utilized to group 

participants by category of speech recommendation (i.e., current speech therapy use, past speech 

therapy history but no recommendation for further treatment, no speech therapy history and no 
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recommendation for further treatment, and no speech therapy history with recommendation for 

speech treatment). 
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CHAPTER FOUR 
 

Results 
 

Statistical Analyses 

Preliminary analyses included a proposed exploratory factor analysis of the body image-

related questions in order to determine whether an index could be created.  An initial Spearman 

correlation was completed for the relevant variables in order to determine suitability for an 

exploratory factor analysis.  The appearance satisfaction item and worry about the social impact 

of appearance item were weakly positively correlated, with a small to moderate effect size 

(Cohen, 1988), r(214) = .21, p = .00.  The appearance satisfaction question and clinician-

assessed self-image concern item were also weakly positively correlated with a small to 

moderate effect size, r(214) = .24, p = .00. The worry about the social impact of appearance item 

and the clinician-assessed self-image concern item was weakly positively correlated, with a 

small effect size, r(223) = .16, p = .01.   Initial correlational analysis revealed that the two 

targeted questions from the craniofacial questionnaire as well as reported self-image concerns 

from the clinician interview were not sufficiently correlated with each other to be able to conduct 

a factor analysis (see Table 3).  Because these items were not strongly correlated, the 

relationships between the body image-related questions and other variables of interest were 

analyzed individually.    

Examination of the distribution of body image-related item scores across the four 

diagnostic categories revealed that the majority of participants did not report body image 

concerns (see Table 2).  Overall, for the appearance satisfaction question, 63% of the sample 

reported scores of 4 or 5, indicating they were satisfied with their appearance, compared to 17% 

who reported 1 or 2, indicating they were dissatisfied with their appearance.  In regard to the 
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worry about the social impact of appearance question, about 49% of the sample reported they 

were not worried about what others think about their looks, while 33% indicated they did worry 

about what others think about their appearance.  Finally, for the clinician assessed self-image 

concern item, 15% of the overall sample was identified by the clinician as reporting concerns 

about self-image. 

The primary aim of this study was to examine the relationship between the visibility of 

facial differences as defined by cleft diagnosis group, age, and body image.  Ongoing or 

recommended speech therapy intervention was controlled for in order to examine the relationship 

purely between CL/P diagnoses, age, and body image.  The first hypothesis predicted that 

participants with varying degrees of facial differences, as defined by their CL/P diagnosis, would 

report different scores for the body image items.  Specifically, it was hypothesized that the 

bilateral CL/P group, assumed to be the most visible condition, would report the lowest body 

image scores.  A multivariate analysis of covariance (MANCOVA) test was initially planned in 

order to examine group differences for body image-related items.  However, preliminary 

analyses to verify that the sample met assumptions for a MANCOVA indicated that the body 

image-related items violated Levene’s Test of Equality of Error Variances (p < .000) and that 

scores on the body image items for the sample were not normally distributed.  Therefore, a 

Kruskal-Wallis test was used to analyze two of the body image-related items, while a Chi Square 

test was used to examine the dichotomous clinician-assessed self-image concern item.  The 

Kruskal-Wallis test indicated that there was no statistically significant difference on the 

appearance satisfaction question between the diagnostic categories (χ2(3), N = 229) = 1.59 p = 

.66). Additionally, no significant difference was found for the worry about the social impact of 

appearance question between the diagnostic categories (χ2(3), N = 229) = .78, p = .85).  In an 
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effort to examine any sex differences between body image scores and diagnostic categories, the 

data were also examined separately for females and males.  Research has shown sex differences 

in regards to the development of self-perception during childhood and adolescence (Robins & 

Trzesniewski, 2005).  However, there were no significant differences across diagnostic groups 

for scores on either questionnaire item when data females and males were analyzed separately 

(see Table 4 for more information).  

For the Chi Square test conducted to examine the difference between the diagnostic 

categories and the clinician assessed self-image concern item, initial analyses using all four 

diagnostic groups resulted in frequencies within some cells being too low to compare.  As a 

result, only the two larger diagnostic categories (unilateral cleft lip and palate and bilateral cleft 

lip and palate) were compared in order to maintain sufficient cell size.  Using these two 

diagnostic groups, the Chi Square test revealed no significant differences between the diagnostic 

groups for the clinician-assessed self-image item (χ2(3), N = 182) = .01, p = .91).  Analyses to 

examine any sex differences for the clinician-assessed self-image item across the diagnostic 

categories were not performed, as some cell sizes were too small when the sample was split into 

sex groups.  The results from these analyses suggest that the body image-related items did not 

significantly differ across the diagnostic groups included in the sample.   

Scores on the body image-related items were hypothesized to be correlated with age.  

Specifically, it was hypothesized that older participants would report lower scores on the body 

image-related items.  Results from an initial correlation between the body image-related items 

and age are as follows: scores on the appearance satisfaction question and age were not 

significantly correlated (r(213) = -.02, p = .82), scores on the worry about the social impact of 

appearance question and age were not significantly correlated (r(222) = .05, p = .46), and the 
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clinician-assessed self-image concern variable and age of participants were also not significantly 

correlated (r(224) = .08, p = .22).  In order to examine the relationship between the body image-

related items and age while controlling for speech therapy status, a partial correlation was 

conducted.  The results from partial correlation analyses are as follows: scores on the appearance 

satisfaction question and age were not significantly correlated (r(213) = -.02, p = .78), scores on 

the worry about the social impact of appearance question and age were not significantly 

correlated (r(222) = .03, p = .65), and the clinician-assessed self-image concern variable and age 

of participants were also not significantly correlated (r(224) = .07, p = .30).  To determine if 

there were any sex differences for the relationship between the body image-related items and 

age, a partial correlation controlling for sex was also completed.  Results indicated that after 

controlling for sex, a significant correlation was still not present for the body image related-items 

and age (see Table 5 for more detail).  Overall, no significant correlation between the three body 

image-related items and the ages of participants was found, after controlling for speech status 

and for sex.     

Finally, it was hypothesized that the degree of visibility of facial difference, as defined by 

diagnosis, would moderate the relationship between age of participants and body image scores 

such that for the bilateral CL/P group, the relationship between age and body image would be the 

most amplified.  Linear regression was used to examine whether diagnosis moderated the 

relationship between age and the two Likert scale body image-related items.  Age and diagnostic 

category were entered into the block one of the regression, while the interaction term of age and 

diagnostic category was entered into block two.  For the appearance satisfaction item, the 

regression model revealed that at block one, neither age or diagnostic category were significant 

(F(2, 220) = .44 , p = .65, R2 = .00), and accounted for 0.5% of the variance in appearance 
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satisfaction scores.  In block two, the interaction term also was not significant (F (3, 209) = .30, p 

= .825, R2 = .00), and accounted for 1% of the variance in the appearance satisfaction scores.  

Similarly, for the worry about the social impact of appearance item, age and diagnostic category 

were not significant (F(2, 219) = .676, p = .51, R2 = .01), and accounted for 0.3% of variance in 

the worry about the social implication of appearance item.  The interaction term was also not 

significant (F(3, 218) = 1.02, p = .39, R2 = 1.4%), and accounted for 0% of the variance.  A 

logistic regression analysis was performed to examine the effect of diagnosis on the relationship 

between age of participants and the dichotomous clinician-assessed self-image item.  Age and 

diagnostic category was entered into block one, while the interaction term of age and diagnostic 

category was entered into the second block.  The logistic regression model was not significant, 

χ2(4) = 2.27, p < .69.  The model explained 1.7% (Nagelkerke’s R2) of the variance in body 

image scores and correctly classified 84.4% (0% for endorsement of self-image concern and 

100% for denial of self-image concern.  The Wald criterion demonstrated that the interaction 

term of age and diagnostic category was a significant predictor of the clinician-assessed self-

image concern item.  Overall, diagnostic category was not found to be a moderator in the 

relationship between age and body image scores.  
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CHAPTER FIVE 
 

Discussion 
 

The purpose of the present study was to examine the relationship between visibility of 

diagnosis category, body image, and the age of youth with CL/P.  Body image is not a well-

studied concept in regards to the pediatric CL/P population, despite the physical differences that 

orofacial clefts can cause with regard to facial appearance.  The results from statistical analysis 

were not expected as the current literature suggests more of a relationship between the variables 

of interest in the study. 

One of the unexpected results from the analyses conducted for this study was the poor 

correlation between the body image-related variables themselves despite their high face validity.  

Although the proposed body image composite was an exploratory analysis of existing items in 

the craniofacial database, it was surprising that none of the items were highly correlated, 

especially self-reported appearance satisfaction and clinician-assessed self-image concerns.  

However, body image is a multifaceted construct that has not been clearly defined by 

researchers.  Although the term body image generally refers to perceptions, thoughts, and 

behaviors regarding one’s appearance, operationalizing this construct for assessment has been 

difficult and inconsistent (Bolton et al., 2010).  Most researchers agree that body image 

encompasses many dimensions including body dissatisfaction, appearance evaluation, 

appearance orientation, appearance preoccupation, and many other factors (Chin, Taib, Shariff, 

& Khorm, 2008).  While the appearance satisfaction item used in this study would relate to 

appearance evaluation by definition, and the worry about the social impact of appearance item 

likely relates to appearance orientation, the limited number of body image-related items used in 

this study may have impacted the efficacy of the measurement of body image that was utilized.  
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To fully assess body image, a measure may require multiple items as well as multiple scales to 

examine the different elements that make up body image as a construct (Thompson, 2004).   

The first hypothesis for this study predicted that participants with different orofacial cleft 

diagnoses would also differ for self-reported body image, as measured by scores on 

questionnaire items related to satisfaction with appearance and concern about the social impact 

of appearance, as well as clinician-rated body image concerns.  This hypothesis was not 

supported; instead, patients’ self-reported body image did not appear to differ significantly based 

on diagnosis category.  As limited research has been conducted to date examining body image 

and diagnosis categories in the pediatric CL/P population, the relationship between these 

variables of interest has not been specifically examined.  However, prior research in other fields 

has indicated that visible conditions may not have a significant and direct impact on self-

perceptions (Lawrence et al., 2004; Lawrence et al., 2006; Thompson & Kent, 2001; van den 

Elzen et al., 2012).  These studies suggest that the importance an individual places on appearance 

may be the most important factor in predicting body image, more so than objective physical 

differences.  As the present study did not include a measure of investment in appearance, this 

may have been a confounding variable that was not controlled for, which may have contributed 

to the lack of significant findings.  An additional factor that may have played a role in the lack of 

significant findings for body image difference among diagnosis groups may be the use of 

diagnosis alone as a proxy for severity of facial difference.  The bilateral CL/P group in this 

study was conceptualized as being the group with the most visible diagnosis because two sides of 

the face are affected.  However, patients with bilateral CL/P may be perceived as having more 

symmetrical features than patients with unilateral cleft lip and/or palate, which may actually 

make the facial difference seem less of an anomaly to others (Springer et al., 2007).  Springer 
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and his colleagues found that raters ranked asymmetry closest to the midline of the face as the 

least attractive, so a unilateral CL/P presentation may be seen as more discrepant than a 

symmetrical bilateral CL/P.  Facial symmetry has been identified as being associated with 

perceived qualities such as attractiveness, health, and high social desirability (Jones et al., 2001).  

While the facial appearance of patients with bilateral CL/P may be more markedly different in 

general, patients with unilateral CL/P may be perceived as having a greater degree of facial 

asymmetry. It may be the case that patients with facial differences in general, regardless of 

whether the difference impacts the symmetry of the face or affects the face bilaterally, may 

experience similar degrees of body image dissatisfaction.  

It was also hypothesized that age would be correlated with self-reported body image, 

such that older children would report lower scores on body image items.  Results also did not 

support this hypothesis, as scores on body image items were not significantly correlated with 

age.  However, the literature regarding the role of age in changes in self-esteem and body image 

over time has been somewhat ambiguous.  For example, while Simmons and his colleagues 

(1973) asserted that the onset of puberty brings about significantly more negative self-esteem, 

others have proposed that resiliency is developed during adolescence and a positive trend in self-

esteem can be observed during this time (Dusek et al., 1981).  Body image, as a component of 

self-esteem, has been proposed to develop in a similar fashion as Simmons and colleagues 

(1973) have theorized, typically becoming more negative and volatile during puberty as 

appearance becomes more of an important construct (Tiggemann, 2004).  However, the results 

from the present study seem to indicate that for the pediatric CL/P population, self-perception 

may not follow this trend, as age and body image scores did not correlate.  As children and 

adolescents with CL/P experience a different set of circumstances that affect their development 
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compared to most children and adolescents from the general population, this may impact the way 

their body image develops over time.  Factors such as ongoing care with a team focused on 

addressing appearance and speech-related concerns as well as multiple surgeries to modify their 

appearance may impact the course of body image development for this population over time, 

such that a consistent trend may not be observed as these patients progress through childhood 

and adolescence.  Sex differences as well were not found between body image scores, despite 

evidence in the literature (Robins & Trzesniewski, 2005).  However, since this study did not 

utilize a control group and the items used to measure body image in this study have not been 

standardized or validated for the general population, it is difficult to be able to interpret the 

results of the present study in comparison to the general population.  Thus, while the findings did 

not support a strong correlation between age and body image scores, these findings are not 

necessarily incongruent with the current literature, as the reported scores are a reflection of this 

specific population and their responses to the specific items utilized within the present study.  

Instead, this study may establish baseline information in terms of the variation in body image 

across different ages in the pediatric orofacial cleft population.   

The final hypothesis of the study proposed that diagnosis category would moderate the 

relationship between age and self-reported body image, with the hypothesized negative 

relationship between age and body image scores being stronger for participants with more severe 

and visible cleft diagnoses.  However, results from analyses found that diagnosis did not serve as 

a moderator for the relationship between age and body image scores.  As noted previously, this 

finding may support the theory that presence of a visible condition alone, such as the presence of 

a visible orofacial cleft diagnosis, may not be a significant factor in determining body image.  
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Other factors such as the importance or value placed on appearance may have a more significant 

impact on body image than an individual’s facial difference in this population.     

Limitations 

A number of limitations in this study may have influenced the results, especially with 

regard to some of the more unexpected nonsignificant findings.  Although the overall sample 

size was large in comparison to other studies in this population, the number of participants within 

each diagnostic category was disproportionate.  For example, there were 56 participants with 

bilateral CL/P, 126 had unilateral CL/P, 18 had cleft lip only, and 29 only had cleft palate.  It is 

possible that the uneven groups somewhat skewed the results, especially when comparing group 

medians to determine if there were significant group differences between the diagnostic 

categories.  The orofacial cleft diagnoses were used in this study to categorize the participants.  

Although the participants were categorized in four groups based on the visibility of orofacial 

condition, there still may have been nuances within the groups that were missed as a result of 

having only four groups.  For example, complete clefts compared to incomplete orofacial clefts 

could not be examined due to sample size.  As mentioned earlier, the lack of a control group 

limited the interpretation of the study’s results as the reported body image scores from this 

orofacial cleft sample could not be directly compared to the general population.     

The body image-related items that were used as reported body image scores were not 

validated measures.  While the two questions from the craniofacial questionnaire were developed 

specifically to assess appearance related concerns in the orofacial cleft population, they were not 

developed or validated as a body image measure.  Likewise, the body image item from the 

clinician interview was a clinician-assessed item indicating whether a patient endorsed clinically 

significant concerns about appearance.  It does not thoroughly assess the multidimensional 
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nature of body image, so it is possible that this item was not a comprehensive measure of body 

image.   

In addition, examination of the distribution of scores reported by participants in the study 

reveal that there was very little variance across the diagnostic categories.  As response options 

were limited (the clinician-assessed item was dichotomous, while the items from the 

questionnaire were rated using a Likert scale of 1 to 5) and a small number of items were used to 

assess body image, the group means varied very little, which made the likelihood of finding 

significant differences between groups quite low.  It may have been more effective to have 

utilized a body image measure validated within the general population with a continuous score as 

the outcome measure to assess body image.   

Additionally, the examination of the distribution of body image scores between the four 

groups found that most of the participants did not endorse body image concerns as reported by 

the three body image-related items.  As orofacial cleft conditions are typically characterized by 

an altered facial appearance due to a cleft, with the exception of patients with cleft palate only, it 

was surprising that the majority of the participants in the sample reported that they were 

generally satisfied with their appearance, did not have significant worry about the social impact 

of their appearance, and denied body image concerns to the clinician.  Despite the relatively low 

rates of reported concerns, about 15% to 33% of the participants across the diagnosis groups did 

indicate concerns on at least one of the body image-related items, indicating a score of 1 or 2 on 

the Likert scale questions or a yes reponse to the clinician-assessed self-image item.  Worry 

about the social impact of appearance was most commonly endorsed question of the three body 

image-related items.  This question was also the least correlated to the other body image-related 

items during preliminary analysis.  As discussed previously, it is possible that this question is not 
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assessing body image adequately and instead examining the perceived social implications of 

orofacial clefts.  In other words, children and adolescents with CL/P may be satisfied with their 

appearance and have positive body image overall, but may also acknowledge that their cleft 

could impact how others view them.  As people tend to judge others based on appearance and 

preconceived ideas influenced by biological, social, and evolutionary processes, it is not 

unreasonable for this population to have some worries regarding the social impact of their 

diagnosis (Langlois et al., 2000).   

As noted previously, there also may have been confounding variables that influenced 

how participants responded to the items.  For instance, the treatment process for CL/P often 

involves multiple surgeries and therapeutic interventions that could have some effect on self-

esteem and body image.  Although speech therapy history and recommendations were controlled 

for during the analyses, there may have been other treatment-related factors influencing the 

results.  For example, because the treatment for orofacial clefts typically includes a series of 

surgical interventions completed at various time points from infancy through adolescence, 

individuals with CL/P may have a slightly different facial appearance every time they are seen in 

the team clinic setting, and thus may report information about their body image differently, 

depending on where they are in their treatment process.  Also, as data included in this study was 

reported during participants’ initial visit with the current providers in the team clinic at 

Children’s Health/Children’s Medical Center, there may be a spectrum of participants who 

recently received surgery at another hospital, are in need of surgery, need surgery but cannot 

receive it at that time, or do not require surgical intervention.  These factors may all have been 

confounding variables impacting reported concerns at the time of the visit, including body 

image.  Alternatively, life events could easily change how an individual may have responded to 
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items of interest for this study, as the data gathered illustrate a snapshot in time regarding 

patients’ body image at that moment. As a measure of recent significant life events was not 

utilized in the clinic setting, it was not possible to control for this variable.    

As with most self-report measures, particularly those with a high degree of face validity, 

response bias may influence patients’ scores.  It may have been helpful to have another source of 

data to compare or supplement with the self-report such as parent reports.  Although equivalent 

body image-related items were not utilized in the parent version of the craniofacial questionnaire, 

gathering collateral data on body image from parents as well as patients may have been 

beneficial for this study.  Because of the use of self-report data, the sample size was restricted to 

participants who were over the age of 8 years, as self-report measures were not available for 

patients younger than 8 years.  Additionally, younger children may have had difficulty 

understanding and responding reliably to questions regarding abstract concepts like body image.  

As a result, this study does not include body image data for children younger than 8 years, which 

may limit the generalizability of this study. 

Regarding the demographics of the sample used in this study, participants included a high 

percentage of Hispanic families and participants who had government subsidized insurance.  The 

results of the study may not generalize as well to populations in other geographic regions 

because of the unique demographic spread in the Dallas area.  This brings into question the 

possibility of cultural and socioeconomic factors as confounding variables in this study.  For 

example, while the use of government subsidized insurance does not necessary equate to the 

financial stability of a patient and family, it is more likely that the patients who use government 

subsidized insurance come from a lower socioeconomic background.  Individuals from a lower 

socioeconomic background may have more limited access to healthcare and other resources, 
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which could impact their reported body image scores if they were unable to receive 

recommended surgical intervention due to financial concerns which may have impacted finding 

from this study.  Also, because there may have been differences in culture and language between 

the clinician and patient, patients may have had more difficulty expressing their concerns 

adequately or feeling comfortable discussing body image with the clinician.  For example, while 

a family might report English as their primary language, there may be certain members of the 

family who are more fluent than others, making it difficult for those who are not fluent to share 

their concerns.         

Directions for Future Research 

 The literature regarding the pediatric CL/P population is unfortunately sparse and limited 

in scope, more so regarding concepts such as body image and appearance-related concerns, 

which are known to manifest in the general population during the developmental time period of 

childhood and adolescence (Broder & Strauss, 1989; van den Elzen et al., 2012). Contributions 

to this area of research would greatly further the understanding of this specific population, as 

well as inform interventions and supports.  As body image has been found to affect mood 

functioning and self-esteem, it is an important potential target for interventions to help patients 

adjust to their orofacial cleft and ultimately to improve their quality of life (Bolton et al., 2010; 

Leonard et al., 1991; Smolak, 2004).  Based on the results of this study and its associated 

limitations, some implications and directions for future research can be extrapolated.   

 A significant limitation for this study is the lack of a well-validated body image measure 

for use with the CL/P population.  As this was a retrospective study that relied on an existing 

database, there was not an option to create or introduce new measures that might have better 

assessed variables of interest.  For future studies, using a body image assessment that has been 
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validated and established to evaluate body image concern would be beneficial.  However, as the 

body image literature is much more abundant outside of the pediatric orofacial cleft literature, 

body image assessment is often focused on the physical shape and weight of the whole body.  

Thus, development or identification of a measure that assesses body image in a multidimensional 

manner relevant to the CL/P population would be important.  Specifically, finding or creating a 

body image measure examines facial appearance may be useful.  As orofacial clefts generally 

only affect the lip, mouth, and nose, items addressing this specific feature may help to accurately 

assess appearance concerns caused by CL/P.  Another domain that has been established in other 

populations and may have implications in the orofacial cleft population is the value that an 

individual places on appearance.  Incorporating items that assess this particular domain may be 

helpful in establishing if the importance of appearance is a significant factor in body image for 

the pediatric orofacial cleft population.       

 Body image and self-esteem have been noted in the literature to follow a general trend of 

development, with negative trends observed during adolescence in comparison to childhood 

(Dusek et al., 1981; Simmons et al., 1973).  As this study did not include children younger than 8 

years, it may be valuable for future studies to include data from younger children in order to 

obtain a more comprehensive view on the developmental trend of body image in the orofacial 

cleft population.  Including younger children would allow researchers to further compare the 

trend in the orofacial cleft population to the trend in the general population to examine whether 

the presence of a facial difference has a significant impact on body image over the course of 

development.   

 Inclusion of different types of data would also be important to consider when planning 

future studies in this area.  Utilizing self-report measures allows for patient-specific variables to 
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be examined directly, but may introduce complications such as response bias and lowered 

validity.  Utilizing collateral information from other sources would   help to supplement self-

reported data.  For example, incorporating parent reports or a clinician rating scale could be 

useful. Additionally, the use of objective data to quantify degree of severity of facial difference 

would more accurately measure the degree of visibility of the condition.  In this study, diagnosis 

was used to categorize participants into groups.  This resulted in uneven group distribution and 

the inclusion of a spectrum of presentations within each group because of the many subgroups 

and many variations of facial difference within each major diagnostic category.  Future studies 

may consider analyzing and coding the facial differences of participants as a way to gather more 

information regarding the severity of the facial condition, perhaps categorizing by percentage of 

difference from a computer-generated facial appearance norm.  This also may allow for more 

homogenous groups or a more accurate, continuous measurement of facial difference.   

 The sample used in this study is unique in its distribution of demographics.  There were 

nearly equal numbers of participants who identified as Hispanic and Non-Hispanic ethnicity.  

Future studies may wish to examine the influence of cultural factors on body image in this 

population.  The differing appearance and attractiveness standards unique to a culture may also 

be associated with different reporting of body image scores.  Domains such as acculturation and 

family dynamics may be additional variables that would be helpful to measure.  Further 

exploration is necessary in order to determine if ethnic or cultural variables are significant in 

regard to the development of body image for individuals with an orofacial cleft.   

Conclusion  

 Although hypotheses were not supported in the present study, some contributions to the 

pediatric orofacial cleft literature can be extrapolated.  Findings of the present study seem to 
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indicate that the body image of children and adolescents with CL/P may not differ between 

diagnostic categories of bilateral CL/P, unilateral CL/P, cleft lip only, and cleft palate only.  

Further analysis of the distribution of scores for each group revealed that the majority of 

participants did not report significant body image concerns.  According to the competence x 

importance model, the most important factor influencing body image in individuals is the level 

of importance that individual places on appearance (Mendelson et al., 2000).  If this is the case, 

individuals with severe physical conditions that alter their appearance dramatically may endorse 

a positive body image.  Several studies examining the effect of burns on self-esteem and body 

image have also found that the burn or disfigurement itself was not a predictor of negative body 

image (Lawrence et al., 2006; Thompson & Kent, 2001; van den Elzen et al., 2012).  It may be 

possible to interpret findings from the current study in the context of these findings from the 

body image literature.  Having a visible orofacial cleft condition alone may not have a significant 

impact on body image.  However, as there were some participants who reported significant 

difficulties with body image, it is important to not only understand what other factors may be 

negatively impacting their body image, but also to examine the protective factors that allow 

many individuals with CL/P to report fewer concerns about body image.  

The main goal of this study was to understand body image throughout development in 

patients with CL/P.  CL/P is a unique pediatric chronic condition in that it is often treated 

throughout infancy, childhood, and adolescence.  In order to help facilitate an easier transition 

through the process of treatment for CL/P, studies like the current one are needed to investigate 

and better understand various psychological and social factors that may need to be targeted to 

achieve more positive outcomes.  Negative body image in children and adolescents with CL/P 

may be influenced by a combination of factors that will be important to identify through future 
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research, which could aid in optimizing the psychosocial care provided to children and 

adolescents with CL/P. 
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Table 1 
 
Demographic Information (N=229) 
_________________________________________________________ 
     Demographics        n (%) 
__________________________________________________________ 
Age              (M = 12.77, SD = 2.95) 
Gender  
    Female       99 (43.23)       
    Male     130 (56.77)   
Ethnicity 
    Hispanic     122 (53.28) 
    Non-Hispanic    107 (46.72) 
Race 
    Asian         4 (  1.75) 
    African American/Black     19 (  8.30) 
    Caucasian/White    193 (84.28) 
    Other/Unknown      13 (  5.68)  
Language 
    English     145 (63.32) 
    Spanish       81 (35.37) 
    Other         3 (  1.31) 
Insurance Type 
     Government Subsidized   166 (72.49) 
     Private       54 (23.58) 
     None         9 (  3.93) 
Speech Therapy 
     Current     48 (20.96) 
     Recommended    10 (  4.37) 
     Past      83 (36.24)  
     None     85 (37.12) 
     Other Therapy      3 (  1.31) 
Diagnostic Category 
     Bilateral CL/P      56 (24.45) 
     Unilateral CL/P    126 (55.02) 
     Cleft Lip Only      18 (  7.86) 
     Cleft Palate Only      29 (12.66) 
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Table 2 
 
Diagnostic Groups and Body Image Items  
  
 

             Categories 
                                   
 Body Image Items           Bilateral         Unilateral         Cleft Lip Only        Cleft Palate Only  
                                          (n=56)              (n=126)                (n=18)                  (n=29) 
 
Appearance    
Satisfaction1                         
       Unsure      4      9       1          2 
 1     3       7         2          1   
 2     8     14       2          2 
 3     7    20       1          2 
 4   25    57       9      17 
 5     9    19       3          5 
Worry about Social  
Impact of Appearance2 
       Unsure     2      3       0          2 
 1     2      6       3          1 
 2   18    37       4          5 
 3     8    20       1          4 
 4   15    30       2         13 
 5   11    30       8          4 
Clinician-Assessed  
Self-Image Concern  
 Yes     8     18       3        6 
 No                               48   108     15      23 

 
Note: Likert Scale from 1– 5 with high scores indicating positive body image;  
1 Scored as 1 - Strongly Disagree to 5 - Strongly Agree  
2 Scored as 5 - Strongly Disagree to 1 - Strongly Agree 
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Table 3 
 
Correlations Among Body Image Items (Spearman’s Rho) 
 

 Appearance 
Satisfaction 

Worry About  
Social Impact of 

Appearance  

Clinician Assessed 
Self-Image Concern 

 
Appearance 
Satisfaction 

 
1.00 

  

 
Worry About  
Social Impact of 
Appearance 
 

 
 

.21* 

 
 

1.00 

 

 
Clinician Assessed 
Self-Image Concern 
 

 
.24* 

 
.16* 

 
1.00 

Note: *p < .01 
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Table 4 
 
Group Differences in Body Image Scores 
 

                                Chi Square 
                                              
                                                   Overall                         Female                            Male 

 
Appearance 
Satisfaction 

 
1.59 

 
1.78 

 
2.52 

 
Worry About  
Social Impact of 
Appearance 
 

 
 

.78 

 
 

1.03 

 
 

.20 

 
Clinician Assessed 
Self-Image Concern 
 

 
.01 

 
-* 

 
-* 

Note: *Cell size too small to compute 
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Table 5 
 

Correlations Between Body Image-Related Items and Age 
 

                                                                                                    
                                                                 Overall        Speech        Female       Male 

                                                  Therapy  

 
Appearance Satisfaction 

 
    -.02 

 
-.02 

 
-.06 

 
-.01 

 
Worry About  
Social Impact of Appearance 
 

 
 

      .05 

 
 

.03 
 

 
 

.02 

 
 

.04 

 
Clinician Assessed Self-Image Concern 
 

 
      .08 

 
.07 

 
.06 

 
.08 
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Appendix A 
 

Self-Reported Questionnaire (English) 
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Appendix A 
 

Self-Reported Questionnaire (Spanish)  
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