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Abstract 
 

Many people have benefited from undergoing cosmetic plastic surgery such that they are happier 
with their bodies as a result of the procedures. However, there are many people who instead feel 
nothing but regret, as their surgeries left them with deformed, or botched, physical appearances 
in need of reconstruction. In the reality television show Botched, reconstructive plastic surgeons 
Dr. Terry Dubrow and Dr. Paul Nassif work to correct not only the appearances of those whose 

past plastic surgery experiences have left them with deformed figures, but also those whose 
deformities occurred naturally or by injury. I explore the past and present complex dynamic that 

exists between reconstructive and aesthetic surgery as well as how their opposition has had 
implications on our perceptions of the body. This is completed through both a discussion of the 

history of plastic surgery and an analysis of Botched. My analysis showed that Botched 
reinforces normalized perceptions of aesthetic and reconstructive plastic surgery, with aesthetic 
often being associated with negative results and unnecessary danger, and reconstructive surgery 

often depicted as the positive savior of the deformed. The rationales behind an individual’s 
desire to undergo plastic surgery vary. However, seeking what one understands to be the “perfect 
body” seems to be a prominent explanation, one that holds numerous complexities that requires 

further exploration.  
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INTRODUCTION 
 

When I was about six years old, I ran into the doorknob of the front door of my father’s 

dental office. This resulted in a large gash that ran through the center of my forehead. As the 

injury was located on a part of the body where a scar would be most difficult to hide, a plastic 

surgeon was required to help seal the wound in a manner that would limit the scare’s visibility. 

Fifteen years later, I still wear the “Harry Potter” scar on my face. Although I often get 

questioned regarding the mark’s origin, it is typically only from those who stand close enough to 

see its skillfully crafted faintness. This experience is what stimulated my interest in the topic of 

plastic surgery for my thesis, as well as my interest in pursuing the field as a professional career. 

However, I am also aware that my positive experience is not a commonality shared by every 

plastic surgery patient or client, and it is important that I continue to consider my own experience 

while interpreting the experiences of others, as for many, these experiences are not always 

positive. 

Although there are many people who are perfectly content with their decision to have 

plastic surgery operations and are pleased with the results of these procedures, there are also 

many people whose relationship to plastic surgery has left them with nothing but regret. It is the 

stories of these latter individuals that have contributed to shaping how much of society views 

plastic surgery: as something that is dangerous and unnecessary. In some cases, these thoughts 

are accurate. But these views can lead to gross overgeneralizations about the medical discipline, 

and often overlook some of its positive aspects, as well as situations where plastic surgery is in 

fact necessary. In an attempt to understand the desires of an individual to transform their bodies 

surgically, it is essential to ask what leads to an individual thinking that his/her body needs to be 

changed in the first place. Although individuals share independent opinions about their bodies 
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and how they believe they should look, there is also a societal/group component that can 

influence these opinions.  

 The way one presents oneself has implications on how that person is perceived by others. 

Societal expectations pressure individuals to embody certain socially perceived acceptable 

forms, leaving those who do not possess these bodies feeling inadequate and isolated from those 

who possess characteristics more favored by society, as well as without certain benefits they 

believe are associated with having these desired forms. One way bodies have been able to meet 

these standards have been through the use of plastic surgery, which uses voluntary and elective 

surgical procedures to reshape parts of the body into a form more desired by the individual 

undergoing this experience. Body perception is the topic by which stems discussion of plastic 

surgery as controversial. Although one could argue that it provides individuals with the agency 

to change that which does not make them happy, one could comparatively argue that it 

perpetuates unrealistic body expectations by promoting one form as being “better” than another, 

with such form being unequally obtainable to everyone socially, economically, or physically.  

Surgery completed purely for aesthetic/cosmetic purposes are often the plastic surgery 

procedures viewed negatively due to their propensity to be overused, as described by many 

individuals, and completed poorly. However, aesthetic plastic surgery is not the only sub-

discipline of plastic surgery. Reconstructive plastic surgery also plays an important role in 

reshaping deformities of the body, contributing to individuals achieving a body form more 

desired and socially acceptable, and is in many cases very necessary to produce a fully functional 

body.  

 My thesis will examine the history of plastic surgery with a particular focus paid to why 

and how it originated, as well as the relationship between the sub-disciplines: reconstructive 
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plastic surgery and cosmetic plastic surgery. I will be using the reality television show Botched 

as a model by which to accomplish two goals: (1) to compare the show’s structure between two 

seasons so that possible changes between 2014 and 2019 can be analyzed and discussed, and (2) 

to identify common themes or occurrences between patient experiences in the show.  I will raise 

the following questions regarding the show: how does Botched depict the body and its interior 

functions and exterior surfaces and how does this depiction vary from one case to the other? 

What are the desires expressed by the participants of the show? How do they try to “pass” 

(Gilman 1999)? Through both a discussion of the history of plastic surgery and the analysis of 

the show, I hope to explore the complex dynamic, perhaps described as tension, that persists 

currently between reconstructive and aesthetic plastic surgery and the ethical, social, and 

political concerns generated by the opposition between the two about how we understand the 

body. While it is evident that the desire to surgically reshape the body is driven by different 

reasons, the real question lies in how society chooses to define what is and is not an acceptable 

explanation for medically reshaping the body.  

In chapter 1, I present theoretical frameworks and place a particular focus on Chris 

Shilling's social constructionist approach to theorizing the body, the Foucauldian approach to the 

body, Sander Gilman’s historical analysis of plastic surgery. Additional theories are also 

presented.  

In chapter 2, I provide a historical outline of some of the more prominent events that 

introduced plastic surgery as a prevalent discipline including the divergence of cosmetic surgery 

from reconstructive surgery. This chapter also addresses the relationship between cosmetic and 

reconstructive surgery by addressing confusion as to what makes the two sub disciplines separate 

from each other.   
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 In chapter 3, I discuss the methodology. This involves describing the show Botched and 

illustrating how it will help me address my questions of interest. I do this by also speaking about 

how reality television provides ample opportunity to make these conclusions based on the 

information it makes available to the audience of the show. I will also reflect on my positionality 

and the type of questions that guide my interest in this project.  

 In chapter 4 and chapter 5, I present my analysis of the show Botched. While I have seen 

all the seasons, my focus will be on selected episodes from 2014 and 2015. My goal is to provide 

a comparative look that reveals what exactly I find to be similar and different between the 

episodes of the corresponding years. I will also be taking a closer look at how the patients 

perceive both their bodies and plastic surgery as a discipline. 

 I will then conclude by summarizing my findings in a more cohesive manner. I will 

discuss the normalized perception reconstructive and aesthetic surgery and how this contributes 

to their complex dynamic. To partner this point, I will discuss an aspect of society leading to 

plastic surgery being perceived in this manner: the desire to obtain the “perfect body.” 
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CHAPTER 1: LITERATURE REVIEW 
 

The focus of my study is on the history and relationship of aesthetic and reconstructive 

plastic surgery, and how it relates to normalized perceptions of beauty and the body’s functions. 

Reconstructive and aesthetic plastic surgery procedures are often difficult to distinguish (Gilman 

1999). The contributes to the complex dynamic that exists between the two disciplines. A 

recount and analysis of the history of plastic surgery, including both reconstructive and aesthetic 

procedures, reveals that surgical procedures occur in a trend-like fashion, developing in tandem 

with changing normalized beauty ideals and body functions (Gilman 1999).  

 

Body as Project  

Chris Shilling contributes to the discussion of how society views and interprets the body 

through his presentation of two theories. These theories have been used to approach the study of 

the body: the naturalistic and the social constructionist. The naturalistic approach consists of “a 

wide range of views that conceptualize the body as the biological base on which arise the 

superstructures of self-identity and society” (Shilling 2012, 18). Therefore, the body is seen as 

the producer of society. In the constructionists approach “the body is here seen as the outcome of 

social forces and technological relations” (Shilling 2012, 18). The three select theorists whose 

work greatly influenced the latter approach to the body were Mary Douglas, Michel Foucault, 

and Erving Goffman.  

Douglas’ theory contributes to the idea that an individual’s body is limited by what is 

accepted by society. “The general theme in Douglas’s work is that the social body constrains 

how the physical body is perceived and experienced, while these perceptions and experiences 

sustain a particular view of society” (Shilling 2012, 77). Although the Foucauldian approach to 
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the body will be discussed further in a later part of this chapter, Shilling places Foucault into this 

conversation which establishes the body as a social construct. Michal Foucault’s work proposes 

that the body “vanishes as a biological entity and becomes an infinitely malleable and highly 

unstable socially constructed product” (Shilling 2012, 78). Last, Erving Goffman “examined the 

body in social interaction through his work on behavior in public and private places, the 

presentation of the self, and stigma” (Shilling 2012, 78). Goffman presents the relationship 

between the management of the body and how one identifies to both themselves and the rest of 

society (Shilling 2012, 78). Shaping the body becomes a prevalent topic that will be discussed 

further throughout this thesis, and Shilling’s discussion of these important theorists’ work will be 

useful in providing background on the role society plays in shaping the body.  

 

Foucauldian Approach to the Body 

The Foucauldian approach to the body, briefly introduced previously, becomes one of the 

most prevalent frameworks that will drive this analysis. Power in the form of self-governance, 

and its relationship to Gilman’s theory of “passing,” provides a method by which the desires of 

these plastic surgery patients are addressed, and plays an important role in normalization 

processes. Michel Foucault’s idea of panopticism explains how social order is maintained not 

through external forces but one that is enforced by the subjects themselves. The ultimate result of 

the panopticon effect is a consistent functioning of power, where discipline is maintained due to 

the pressure of constant surveillance (Foucault 1997, 201-203). In other words, the feeling of 

always being watched prevents an individual from performing actions that deviate from what is 

believed to be socially acceptable for fear of repercussions (Foucault 1997, 201-203). This 

invokes a discussion of power as a set of relationships that are productive. For example, power 
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produces knowledge. “It is not the activity of the subject of knowledge that produces a corpus of 

knowledge, useful or resistant to power, but the power-knowledge, the processes and struggles 

that transfers it and of which it is made up, that determines the forms and possible domains of 

knowledge” (Foucault 1997, 28). In a similar sense, power also produces desire. This provides a 

framework for thinking about patient desires and possible reasons for possessing these particular 

desires. This will contribute to the discussion of “normal” vs “abnormal” body forms and how 

they are achieved. Is the decision to undergo plastic surgery a desire to pass from an “abnormal” 

form to a “normal” form?  

Previous literature explores how normalized body structures that have been socially 

assigned to a particular gender impose pressures on individuals to hold particular gendered 

appearances. These appearances are often only achievable through reconstructive and aesthetic 

plastic surgery. Judith Butler and Rosalind C. Morris address how gender identification is 

portrayed by the body through performance, which can be placed in conversation with Foucault’s 

theory of normalization. Butler and Morris pay particular attention to the distinction between sex 

and gender with gender as something that is performative and expressed through repeated action 

(Butler 1990 and Morris 1995). “Consider gender, for instance, as a corporeal style, an “act,” as 

it were, which is both intentional and performative, where “performative” suggests a dramatic 

and contingent construction of meaning” (Butler 1990, 213). A discussion of gender, as it is 

presented by Butler and Morris, will help us understand how Botched depicts the function of 

both the interior and exterior body, as well as why and how individuals are using these 

procedures to “pass” (Gilman 1999).  

From Butler’s theory emerges the question: how do these body structures or forms, which 

we have idealized as “belonging” to a particular gender, develop? Normalization, as expressed 
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by Michel Foucault in Discipline and Punish, “refers to individual actions to a whole that is at 

once a field of comparison, a space of differentiation and the principle of a rule to be followed. It 

differentiates individuals from one another, in terms of the following overall rule: that the rule be 

made to function as a minimal threshold, as an average to be respected or as an optimum toward 

which one must move” (Foucault 1997, 182-183). Therefore, it is the process by which actions 

become normal, or common everyday occurrences. It also establishes a distinction between what 

is normal and what is abnormal. Normalization “traces the limit that will define difference in 

relation to other differences, the external frontier of the abnormal” (Foucault 1997, 183). 

Foucault’s theory of normalization suggests that one receives a reward or benefit from society in 

response to reconstructive and aesthetic surgery. For example, one might experience greater 

acceptance by society or an increase in social standing due to the creation of a body that more 

closely resembles an ideal body form or structure. Normalization can also be used to depict how 

a deviation from socially ideal structures can result in punishment, or a negative response by 

society (Foucault 1997).  

 

Feminists Approaches to the Body 

Shilling presents the work of R. W. Connell who discussed how gendered bodies are 

reproduced. Connell established that “dominant conceptualization of masculinity and femininity 

can become embodied in particular ways through social practices” (Shilling 2012, 113). This 

provides evidence to suggest that there are normalized forms typically associated with a 

particular gender. This can contribute to addressing the desire individuals have to match their 

appearance to a normalized form associated with their presented gender. Through the processes 

of negation and transcendence, social norms and values are materialized in the physical 
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appearances and corporeality of the body. The embodiment of these conceptualizations “can 

itself serve to justify and legitimize the original social categories in ways that oppress women as 

‘the weaker sex’” (Shilling 2012, 113). An example was provided by Shilling to further explain 

this claim: a woman could find interest in a sport later in life but the development of her body 

could place a restriction on her ability to play this sport to the same degree as a man. This would 

legitimize the preconceived notion of women being physically inferior to men (Shilling 2012, 

113). This suggests that social inequality is something that can be embodied.  

In Susan Bordo’s “Unbearable Weight: Feminism, Western Culture, and the Body,” 

gender is addressed in terms of feminism and ideals of beauty. She addresses the rise of eating 

disorders in females in recent years, and claims that power relations are one of the main drivers 

of these disorders. Control over how the female body is socially manipulated provides an 

opportunity for females to maintain power in this sex relation between men and women (Bordo 

2004, 143). She suggests that “besides having bodies, [women] are also associated with the 

body” (Bordo 2004, 143). This strong association with the body seen predominantly in females 

has been more often used as a tool for gaining and maintaining power through its manipulation 

(Bordo 2004, 143). This idea will be helpful in addressing gender demographic as it is seen in 

Botched, as well as reasoning the gender demographics observed.  

 

Politics and Plastic Surgery: A Universal Approach to Re-shaping the Body 

Previous literature provides insight into the relationship between plastic surgery and the 

politics. This interplay becomes important to consider in discussing how body images can be 

normalized, as well as how desirable bodily forms are able to be achieved by individuals who are 

not able to complete a transformation to this desired form through natural means, like diet and 
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exercise. Gilman provides the two examples of which plastic surgery was linked to political 

policy. In both Nazi Germany and Fascist Italy during the 1930s it became mandated that 

members of the military undergo aesthetic procedures that were thought to enhance physical 

performance and efficiency. For example, under Fascism, eyelid tightening procedures were 

completed because they were believed to increase vision capabilities (Gilman1999, 179). These 

two examples show the implementation of plastic surgery into law, as well as show political 

control/regulation over its usage.   

In an ethnographic study completed on “Normal Modern Reconstructive Surgery in 

Mexican Public Hospital,” Samuel Taylor-Alexander shows how the ideas of modernization and 

normalization are intertwined and how this closely correlated relationship can be placed in 

context with the rise in prevalence of reconstructive plastic surgery procedures in Mexico. 

“Modernity produces normality; normality produces modernity… in the clinical, the search for 

normality, modernization aspirations, and political (dis)order coalesced in medical projects 

designed to order the provision of craniofacial care” (Taylor-Alexander 2017, 625). He claims 

that normalizing particular body structures is a mechanism through which a nation is able to 

progress, therefore making reconstructive surgery a method by which social change/progression 

is achieved (Taylor-Alexander 2017, 625).   

It can be observed from the works of these authors that there is a complex relationship 

between the politics and political atmosphere of a nation and reconstructive and cosmetic plastic 

surgery. This literature shows that plastic surgery can be seen as advantageous to the political 

world as it can be used to promote a feeling of superiority in terms of military appearance and 

performance, in addition to promoting or directing change in a nation's social space. This can be 

a useful framework to take into consideration when addressing the evolution of plastic surgery, 
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allowing for comparisons to be made between how plastic surgery was once perceived and how 

it is perceived currently.  

 

Modernity and Body Surface  

Modern medicine, including the discipline of plastic surgery today, has experienced and 

continues to experience advancements in technology. Existing literature addresses the recent 

technological advancements and their implications for body modification. In “Enhancement 

Technologies of the Body,” Hogle introduces the idea of technology as a method through which 

an enhancement of the body occurs, and defines “deficient,” “normal,” and “enhanced” body 

characteristics (Hogle 2005). These definitions are useful to my study as they provide a 

vocabulary through which patients and physicians depict and talk about the current physically 

perceived states of the body, as well as the state of the body they wish to obtain. 

Literature also suggests that technological advancements have led to an increase in 

opportunity for the public to be exposed to plastic surgery. Ugrina places the social implication 

of plastic surgery in today's social setting. Increased access to technology has allowed for 

increased access or exposure to plastic surgery. This promotes an environment where judgment 

is voiced more publicly. Knowledge of cosmetic surgery leads to an open invitation for society to 

scrutinize the body, including the degree of success they believe surgery accomplishes (Ugrina 

2015). Taylor contributes to this discussion as she “invites us to consider surfaces as not simply 

given in nature, but as cultural accomplishments, emerging along with the body, the private, and 

the public, as the sites of both distinct and mediation between them” (Tayler 2005, 746). Taylor’s 

characterization of the surface of the body as a dynamic form is helpful in the analysis of the 

history of plastic surgery, specifically determining and interpreting the distinction between 
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aesthetic and reconstructive. It does this by offering a method by which to approach how they are 

both similar and different. These similarities and differences will be addressed in Chapter 2.  

The theories from the literature presented, specifically Gilman’s historical analysis of 

plastic surgery, Foucault's theory of power and the body, and Shilling’s depiction of the social 

constructionist approach to theorizing the body, become the main frameworks through which I 

will approach both the historical analysis of plastic surgery, as well as the analysis of the show 

Botched. These theories will help me to gain a better understanding of how the show depicts the 

body and how these perceptions differ from case to case, as well as to identify the desires 

expressed by the patients, plausible explanations shaping these desires, and the role of the 

physician in this entire process.  
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CHAPTER 2: HISTORY OF AESTHETIC SURGERY 
 

Before a distinction was made between reconstructive and aesthetic plastic surgery 

around the time of World War I, surgery that defined the reconfiguration of the body was 

grouped in its entirety under the umbrella term “plastic surgery,” although it resembles what is 

presently considered reconstructive plastic surgery due to the majority of the procedures being 

reconstructive by nature. The origin of plastic surgery, in general, can be traced back to 4000 

BC, when closing a wound using specific techniques which limited the visibility of the resulting 

scar was first noticeably considered (Kim 2015, 515). Kim suggests that the discipline of plastic 

surgery was stimulated by an increase in thinking regarding methods and techniques for closing 

wounds that left patients with less noticeable scars (Kim 2015, 515). The terms “reconstructive” 

and “aesthetic” are often difficult to use, which leads to them being assigned incorrectly to 

procedures. This can be attributed in part due to the fact that one could deliberate whether a 

particular procedure should be considered an aesthetic procedure or a reconstructive procedure in 

some cases. For example, a procedure could have more than one purpose that includes both a 

restoration of function, which would make it reconstructive, and a visual component, which 

would make it aesthetic. Each procedure is categorized based on how well their characteristics 

resemble those typically associated with either reconstructive or aesthetic plastic surgery. For 

example, if they best fit the definition of aesthetic plastic surgery then that is how they will most 

reasonably be assigned.  

However, this method of organization possesses limitations in its accuracy, as some 

procedures hold characteristics of both aesthetic (which include enhancements like breast 

augmentations and tummy tucks) and reconstructive (which include procedures that repair 

deformities and normal function and appearances) plastic surgery, and therefore, do not fit 
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comfortably in either category, but instead exist somewhere in the middle (The American Board 

of Cosmetic Surgery 2020). It might be better to organize plastic surgery procedures as a 

spectrum, of which the ends represent reconstructive and aesthetic surgery, and those that 

possess traits of both exist somewhere in between. Another limitation persists not in how the 

terms “reconstructive” and “aesthetic” are applied to characterizing procedures, but also in 

regards to variations in how these terms can be defined, to begin with. Different definitions will 

have an impact on how procedures are classified.  

Due to this uncertainty, it is important that definitions of how these two subdivisions of 

plastic surgery will be identified in this thesis are provided early so that future references are 

clear and readers understand the full and accurate circumstances behind the interpretations to 

come. The way in which these definitions have emerged and the reasons for which they have 

emerged in particular ways is embedded in history, a result of these events taking place during 

the time of certain medical advancements that made these procedures even possible (Gilman 

1999). Important events in history that I feel really simulated or transformed the plastic surgery 

field and the way it was perceived and is currently perceived will be addressed, while paying a 

particular focus on how these two divisions of interest diverged from this broader categorization 

of plastic surgery and became distinct and legitimized as reconstructive and aesthetic. 

 

The History 

According to the American Society of Plastic Surgery, the main goal of reconstructive 

surgery is to provide both aesthetic and functional benefits by achieving a more typical body 

structure and improving or restoring function. Reconstructive plastic surgery is usually 

recommended for those affected by “congenital defects, developmental abnormalities, trauma, 
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infection, tumors, or disease” (ASPS 2019). There are two major events in history that have 

drastically impacted the high frequency of reconstructive surgery use and the legitimacy of the 

practice: the syphilis outbreak starting as early as the 1500s and World War I during the early 

1900s (Gilman 1999). The relationship between these two events is particularly interesting 

because although the nose was the area of focus in both instances of reconstructive surgery, the 

reasons in which these procedures were needed varied drastically: in the case of syphilis, the 

trauma to the face was the result of illness, whereas in the case of World War I, the trauma to the 

face was a result of combat, an alteration in the face visually, as well as its structural integrity, 

throw blunt force (Gilman 1999). However, their commonality lies not only in their anatomic 

area of focus but also in the overall goal of the surgery in both cases to improve the quality of 

life of the individuals who would have otherwise been negatively impacted by their deformities. 

 Congenital syphilis was a challenge to reconstructive surgeons, as babies were born with 

abnormalities as a result of the illness of their parents. One of the most prominent abnormalities 

and most visible to the rest of society due to its position on the face was the sunken nose (Gilman 

1999, 50). This nasal structure became a mark of “corruption,” “bad character,” and 

“immorality,” which was not only impossible to hide, but also to prevent (Gilman 1999, 49-50). 

Often referenced to having a corpse-like nature (Gilman 1999, 50-51), many of those impacted 

tried to mask their disease using prosthetics. However, prosthetics did not equate in the likeliness 

to human skin, and therefore, provided little help in disguising the ill and allowing them to pass 

as not ill (Gilman 1999, 50).  

The role of the reconstructive surgeon was ultimately to provide their patients with 

agency, to provide them with the choice of whether they wanted society to know about their 

struggle with syphilis, or whether or not they wanted to keep their illness a secret. By correcting 
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the sunken nose, plastic surgeons were removing one of the key identifying factors that 

differentiated the syphilitic from the non-syphilitic in the eyes of society, allowing these 

individuals to “pass” as undiseased (Gilman 1999, 52). Haiken brings up an interesting point 

regarding how we perceive illness, as the sunken nose became a trademark characteristic for the 

disease, yet this left those who perhaps share the same sunken nose characteristic in the absence 

of disease, also negatively impacted by this stigmatization. “Even if he or she did not suffer from 

syphilis, a man or woman with a saddle-nose feared that observers would attribute the feature to 

this socially unacceptable source” (Haiken 1994, 433). However, it is important to note that 

reconstructive surgeons, like Johann Friedrich Dieffenbach who contributed greatly to the 

development of methods involved in nasal reconstructions, recognized they were not perfect, and 

did not perform surgery with the intent or expectation of creating an absolutely perfect nose. 

They went into surgery with limited, or realistic, expectations that they did not yet have the 

capability of producing a nose with zero evidence of past illness or surgical procedures (Gilman 

1999, 55-56). As a result, the goal was not to erase illness and disease from these patients’ facial 

regions, as scars would always remain as a reminder to the individuals undergoing surgery, as 

well as to others in society, of their past plastic surgery encounter, but to ease “the syphilitic’s 

extreme isolation and suffering” (Gilman 1999, 56) by making them easier to look at and interact 

with to those who feared their disease and its implications.  

During World War I, the need for facial reconstructive surgery skyrocketed. Soldiers in 

the trenches often received serious injury to this area, as this was the part of the body that 

glanced over the edge of the trench to visualize the enemy on the opposite side, leaving it most 

vulnerable to enemy fire (Gilman 1999, 157). Gilman discusses how the resulting mutilated faces 

of soldiers of both the Allies and Central powers became symbols of the horror of war (Gilman 
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1999, 159-160). Yet, plastic surgeons found this to be the perfect opportunity to show that their 

skills as surgeons, who went beyond purely the enhancement procedures that served solely to 

appease the visual desires of the client (Gilman 1999, 157). It became the role of reconstructive 

plastic surgeons to “restore these faces to the semblance of humanity” (Gilman 1999, 160), 

providing them with a greater, more meaningful responsibility than what they were portrayed to 

have previously: not only an improvement in function and appearance of the nose and the rest of 

the face for the affected individuals, but also an influence on the perception of the permanency of 

war and its destruction. 

Today, World War I is considered to be a prominent checkpoint in the history of plastic 

and reconstructive surgery. The accomplishments plastic surgeons achieved with reconstructing 

the deformed figure so the soldiers on the battlefield sparked the interest of those at home, whose 

interest in the surgeon’s skills had more of a cosmetic drive. “If soldiers whose faces had been 

torn away by bursting shell on the battlefield could come back into an almost normal life with 

new faces created by wizardry of the new science of plastic surgery, why couldn’t women whose 

faces had been ravaged by nothing more explosive than the hand of the years find again the firm 

clear contours of youth” (Haiken 1994, 430). This claim suggests that aesthetic plastic surgery 

likely evolved from the practice of reconstructive plastic surgery around the time of the first 

World War (Haiken 1994, 429-430).  

The use of plastic surgery carried over into World War II, during which a reconstructive 

surgeon of the Allies, Archibald McIndoe, started a group called the “Guinea Pig Club” that 

focused on helping burn patients of war both physically and mentally (Gilman 1999, 162-163). 

This rebuilding process became pertinent in achieving the main goal of the surgeons and their 

soldier clients: to restore the function of the parts that had been broken to the point at which it 
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was acceptable to return to war (Gilman 1999, 163). Gilman states, “the reconstructive surgeon’s 

morbid fantasy remains… if the body cannot be reconstituted, the soul must remain in torment, 

incapable of happiness” (Gilman 1999, 164). It is important to note that “to return to war was the 

new standard of happiness” (Gilman 1999, 163), and therefore, the reconstructive surgery that 

enabled them to return to war, also succeeded in restoring happiness to the soul of the 

individuals.  

Gilman introduces Amy, a character from Louisa May Alcott’s novel Little Women 

(1862) as “a nineteenth-century presupposition about aesthetic surgery” (Gilman 1999, 46-47), 

as someone with great despair regarding the appearance of her sunken nose. Amy’s deformity 

was the result of being dropped face-first as a baby (Gilman 1999, 43), and like both victims of 

syphilis and the World Wars, her situation involved a physical unaesthetic trait that is negatively 

viewed by society. It is evident by the reactions of the people affected by syphilis, in addition to 

those of the soldiers from World War I and World War II, reconstructive surgery is a useful tool 

to combat the negative social implications of illness, bringing the patient an increased sense of 

happiness. “As in the case of Amy, the appearance of the nose leads to an internalized sense of 

unhappiness. The unhappiness here is not only linked to the diminished function of the nose but 

also to the social stigma associated with the collapsed nose-the reading of the saddle nose as a 

sign of licentiousness and disease, a sign of the sexualization of the patient as a sufferer from 

syphilis” (Gilman 1999, 59). This is where I believe the confusion lies in differentiating 

reconstructive plastic surgery and aesthetic plastic surgery.  

 

The Reconstructive and The Aesthetic 
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This confusion lies predominantly in the terms “reconstructive plastic surgery” and 

“aesthetic plastic surgery.” It is easier to equate reconstructive surgery with the main purpose of 

rebuilding, reforming, retrieving, or “reconstructing” the body, as that is what we know to be the 

accepted definition of the term “reconstructive.” In a similar manner, it is easier to equate 

aesthetic plastic surgery with artistry and beauty, as those are terms more often associated with 

the term “aesthetic.” However, what happens when a procedure reconstructs the body but also 

makes it more beautiful by society’s standards? Abandoning these previously habituated 

definitions of the words “reconstructive” and “aesthetic” will make it easier to understand and 

identify the distinguishing characteristics of each form of plastic surgery.  

Placing this idea in context, Amy, who was introduced in a previous paragraph is 

discussed to hold unhappiness first for a nose that does not function correctly, a problem that one 

would assume could be improved by the efforts of reconstructive plastic surgery. But secondly, 

for the nose visually, and the implications the look of the nose has on how Amy as a whole was 

presented and interpreted by the rest of society. However, Gilman presents this story as a means 

of providing his readers with an example of how plastic surgery could be seen as reconstructive, 

not aesthetic plastic surgery (Gilman 1999, 59). It is clear that this is an issue related to that of 

beauty, as it is related to how the nose looks in comparison to the typical nose structure, as well 

as how this nose visually leads to negative assumptions about the person as an individual. 

Aesthetic plastic surgery seems like a reasonable type of plastic surgery to assume to address this 

component related to beauty/appearance. However, there is a flaw in this reasoning, and 

discussing this flaw can shed light on a common misconception between the relationship of 

aesthetic and reconstructive surgery. This flaw can be presented from two different approaches: 
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one pertaining to the way in which the definition of reconstructive plastic surgery is interpreted 

and one pertaining to the way in which the definition of aesthetic plastic surgery is interpreted.  

To start, this reasoning makes the assumption that reconstructive plastic surgery only 

concerns itself with returning function to the body, which is not always the case. It is important 

to consider not only how reconstructive surgery rebuilds the body physically, but also the 

transformation it could provide the individual with on a social level, i.e. a greater level of 

acceptance, like in the case of the syphilitic, and how both the physical and social transformation 

lead to an increased happiness of the patient. In the case of aesthetic surgery, in which patients 

undergo medical procedures to alter some aspect of their physical appearance, these procedures 

are often not medically necessary as they are often used as a method of enhancing body features 

in order to best fit the wishes of the client (ABCS 2019). This focus on “enhancement” is a key 

factor in distinguishing reconstructive and aesthetic plastic surgery as separate disciplines. This 

idea of enhancing a part of the body, one that already functions properly prior to surgery, is 

absent in Amy’s situation. Therefore, despite the fact that Amy’s new nose provided her with an 

aesthetic benefit, her procedure cannot be categorized as aesthetic plastic surgery, but is instead 

better labeled reconstructive.  

In taking a closer look at comparable characteristics between aesthetic plastic surgery and 

reconstructive plastic surgery, Gilman presents Talcott Parsons’ idea of the “patient’s role” and 

how the “patient’s role” relates to both patient agencies in interpreting procedural outcomes, as 

well as the patient's relationship to illness (Gilman 1999, 4-5). Parson’s interpretation of what 

constitutes a patient and what constitutes a client holds the potential of becoming another 

characteristic of plastic surgery that separates the two sub disciplines of interest. Parson 

describes a patient as someone who has the ability to “gain from illness,” in terms of how others, 
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such as family and friends, treat them as a result of this sickness: an increase in kindness and 

compassion, understanding of limitations, and help or leniency in completing particular tasks 

(Gilman 1999, 4). Those who have nothing to “gain” from a medical condition, are not 

considered patients, and are often instead referred to as clients (Gilman 1999, 5). Based on 

Parson’s theory and Gilman’s discussion of this theory, one can assume “patient” more often 

refers to those individuals undergoing reconstructive plastic surgery, while “client” more often 

refers to those individuals undergoing aesthetic plastic surgery.  

Aesthetic plastic surgery also provides those undergoing surgery with more agency 

because although the surgeon is the one performing the surgery, and therefore, holds the 

responsibility of setting boundaries for what is able to be achieved, the client and the doctor 

work as partners in assessing the body and devising a plan of how it could be improved or 

enhanced. This conflicts with reconstructive plastic surgery, where only the surgeon holds the 

knowledge necessary to return function, and patient involvement is limited. These chosen 

aesthetic decisions are often influenced by societal norms and normalized ideal body forms of 

that time period, which therefore acts as a third influencer of aesthetic plastic surgery 

expectations and results. Another way in which the client plays a role is in assessing the success 

of the procedure, based on how the results produced by the surgeon measures up to previously 

set expectations (Gilman 1999, 5). 

In Gilman’s discussion of Parson’s “patient’s role,” there is a brief discussion that 

suggests another contrast between aesthetic and reconstructive surgery that further solidifies 

these sub disciplines as separate forms. It has been observed that those receiving reconstructive 

plastic surgery are often more honest about their surgeries compared to those who receive 

aesthetic plastic surgery, and therefore, those who chose to keep their surgery a secret do not 
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“gain from illness,” isolating themselves from the status of patients (Gilman 1999, 4). However, 

this contrast is primarily based on observation and common tendencies, and cannot be accurately 

applied to all plastic surgery cases. For example, there are many who openly share their plastic 

surgery stories with society, as if their own acceptance of their actions, somehow justifies their 

actions. This idea of acceptance of one's own actions, opposed to a shameful response to one’s 

actions, becomes as an outlet for justification of aesthetic plastic surgery.  

As several scholars have suggested the use of aesthetic plastic surgery in the U.S.A. and 

globally has been increasing drastically over the past four decades. A trend that in part can be 

attributed to a shift in thinking about these procedures from that which needs to be hidden to that 

which is “acceptable,” and almost “trendy.” With this influx in aesthetic plastic surgery usage, 

the true definitions and distinguishing factors of reconstructive and aesthetic plastic surgery have 

become blurred even further. It is important that these definitions remain clear, as they have a 

large influence on how we interpret the experiences of the clients and patients involved. To 

better establish this clarity for the purpose of this thesis, I will define each here shortly. When 

speaking of reconstructive surgery, I am referring to procedures that are considered medically 

necessary as their purpose is to restore function and normal appearance (The American Board of 

Cosmetic Surgery 2020). When speaking of aesthetic surgery, I am referring to procedures that 

enhance parts of the body with the purpose of making them look more appealing. These aesthetic 

procedures are not considered medically necessary (The American Board of Cosmetic Surgery 

2020).  
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CHAPTER 3: METHODOLOGY 
 

The American reality television show Botched which premiered on the E! Entertainment 

network on June 24, 2014, follows Dr. Terry Dubrow and Dr. Paul Nassif as they tackle some of 

the most difficult plastic surgery cases: those whose previous plastic surgery has left them 

unhappy with the function and/or appearance of their bodies. I am assuming the show is 

relatively popular as a result of the high number of seasons that have been taped for the show, as 

well as its continued and prominent presence on television. I became familiar with the show 

when I began watching it a few years back and can say that I have watched the majority of the 

aired episodes over the last few years. The Botched casting call reads: “Have you had a botched 

plastic surgery? Do you hate your results after going under the knife? Have you gone too 

extreme or had too much done and now hate your look? Have you had multiple cosmetic 

procedures in pursuit of ultimate perfection? If you are unhappy with your results, we want to 

hear from you” (Botched Casting). These questions, as well as the specific use of certain words 

and phrases such as “hate,” “extreme,” and “ultimate perfection” bring to the foreground issues 

linked to how the body is viewed and constructed, the role of the media in constituting our 

desires, and the competing discourses that shape our subjectivities.  

My thesis not only looks at the history of reconstructive and aesthetic plastic surgery but 

also explores how Botched and its participants depict the body’s exterior surfaces, how these 

depictions compare between cases, and the desires of the show’s participants that would allow 

them to better “pass” (Gilman 1999). I will also be exploring the role of the surgeons in these 

experiences and how the show and its events have changed since it originally aired on television. 

Individuals targeted for this show share similarities in their stories: previous procedures that have 

left them unhappy with the physical states of their bodies. Yet, many differences also exist 
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between patients. These can be found in their backgrounds, the specificities of how their physical 

deformities have affected their feelings toward their bodies, as well as changes in these feelings 

in response to the corrective surgeries. The relationship between these similarities and 

differences is where my interest lies. This show provides the appropriate material necessary for 

an analysis of these questions. 

According to Collins Dictionary (2019), Reality Television is “a type of television 

programming that aims to show how ordinary people behave in everyday life, or in situations, 

often created by the program makers, which are intended to represent everyday life.” It is evident 

that reality television has greatly impacted not only television itself, but also the ways in which 

people view it. These shows have grasped our attention by allowing for the passive participation 

of the audience in the lives of those presented. “Key areas to study to date have focused on 

reality television’s associations with documentary, its hybridization of fictional and factual 

program styles, its intersection with everyday life and ordinary people, its representation of 

social identities (such as gender, sexuality, class, ethnicity and race), and its participation in the 

production of makeover culture as well as media celebrity” (Kavka 2012, 3). It can be seen 

through the wide range of topics listed, that reality television addresses topics that are prevalent 

in everyday lives. However, at this point it is important to address that reality television also 

holds the potential of misdirecting what is perceived to be normal. This is rooted in the fact that 

it is a business that requires a certain amount of viewers to be successful, and viewers expect to 

be entertained. In any case, the degree of truthfulness or authenticity of each program is not 

evident. Therefore, although we assume reality television is in fact a true depiction of reality, we 

cannot be 100 percent certain this is the case.  
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However, reality television provides the opportunity to analyze how individuals respond 

to particular situations, in terms of what they choose to present to the public by means of the 

show. One major benefit to using reality television as a source of data is that it allows people 

who are interested in hearing first-hand accounts of the stories of the participants to do so 

without having to complete in-person interviews. It also provides the viewers with insight into 

patient-physician interactions, which would otherwise be inaccessible due to privacy and patient 

consent issues. It also provides us with a glimpse of the hegemonic discourses and norms that 

inform the ideal body as well as the desires that are socially sanctioned and those that are denied. 

While these shows provide rich data for us to analyze, it is important to remember that these 

representations are usually controlled by the producers of the show and they have the power to 

determine which should be included and what should be excluded.  

 As I have said before, I have watched most of the episodes of seasons 1-5. But for the 

purposes of this thesis, I will analyze 5 episodes: the first 2 episodes of season 1 and the last 

three episodes of season 5. Each episode is about 45 minutes long and typically presents about 3 

patients per episode. Patients include those with physical deformities caused by previous 

surgeries; these people seek more naturally occurring features. Deformities can be characterized 

as physical parts of the body that do not possess the typical form. Each episode also introduces a 

potential client seeking aesthetic enhancement in the absence of a deformity. These individuals 

are usually refused by the doctors due to the unhealthy implications of additional body 

alterations.  

I chose these 5 episodes for several reasons. They contain multiple opportunities for 

comparison; Firstly, between individuals who are undergoing similar procedures but have 

different perceptions of their body’s current state and desired state. Secondly, between 
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individuals who are undergoing different procedures but show similarity in body perceptions. 

Lastly, between individuals who are having similar procedures and have similar perceptions 

of the body. The first season and the most recently completed season (season 5) were chosen for 

this analysis to explore how the structure and content continued or changed. The first season was 

chosen because it provides the start point of the show and its key structure. The most recent 

season was chosen, as opposed to an intermediate season, because it would contain the most 

change, if any, from season 1.  

All of the episodes consist of patient-physician discussions as well as patient and 

physician confessionals. During the discussions, the camera is positioned as a third party 

observer looking-in on the conversation. A confessional is an aside-type method that allows the 

person to talk directly to the camera and therefore the show’s viewers. These confessional 

narratives take place at multiple points throughout the show. In the beginning, each client, their 

stories, and their past experiences with plastic surgery are introduced. Prior to surgery the clients 

talk about their feelings and expectations about going into surgery. Post-surgery is when the 

clients talk about surgical and healing processes. At the end of the show they reveal the client’s 

final look and how it has changed their lives for the better. This pre-existing show structure 

(prior to surgery, during surgery, post-surgery, and months later) is what will be utilized as the 

base for a comparative analysis of the participants’ body perceptions at these different time 

points. This analysis will reveal how perceptions change throughout the surgical process.  

My approach draws on visual observations and pays close attention to body language. 

Facial expressions and body posture will be particularly useful in this analysis. As argued by 

Gilman, in Western culture the face is the mirror of the soul and we pay particular attention to 

one’s facial expression during social interaction (Gilman 1999). Similarly, in the show we see 
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cameras often pointed at the facial region. An analysis of the facial region, the mouth, jaw, 

forehead, and areas around the eyes enables us to infer emotional states through facial 

expressions (Nassauer and Legewie 2018, 11). Similarly, an analysis of body posture, how the 

arms, legs, head, neck, shoulders, and torso are positioned specifically in relation to one another 

is a significant area of focus when trying to infer emotional states through body expression 

(Nassauer and Legewie 2018, 12). As argued by Erving Goffman, one benefit of including a 

form of analysis that goes beyond the spoken word is the ability of the viewer to garner some 

information about the signs that are given and those given off (Shilling 2012). In addition, an 

emotional state that is concluded from verbal communication may contrast that which is 

concluded from visual analysis. This can be supported by the work of Goffman who states that 

“as well as allowing us to classify information given off by bodies, shared vocabularies of body 

idiom label and grade different forms of behavior, exerting profound influence over how 

individuals seek to present their bodies” (Shilling 2012, 85).  

Although my work is not ethnographic in that I do not interview or interact face-to-face 

with human subjects, my approach to research holds similarities to how ethnographers 

commonly approach research. Extended case method and ground theory are two contrasting 

epistemological frameworks of ethnography. Extended case method involves “elaborating 

general theoretical constructs with specific empirical instances” (Tavory and Timmermans 2009, 

250). Ground theory “encourages an in-depth familiarity and granular analysis of micro data to 

produce empirically backed-up, generalizable theoretical claims” (Tavory and Timmermans 

2009, 246). My study utilizes several of the same concepts as the extended case method. I will be 

adding to the discussion of plastic surgery and the relationships that exist between its sub 

disciplines, as well as how it is used to reshape the body, and how it changes the perception 
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people have about their own bodies. This analysis will depict the importance of the body and its 

standing in social life. 
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CHAPTER 4: BOTCHED Between 2014 and 2019 
 
 The structure of the show between the year 2014 (season 1) when the show was first 

aired, and 2019 (season 5) depicts more similarities than differences based on the five episodes 

that were analyzed (2 episodes from season 1 and 3 episodes from season 5). In general, the 

show can be divided into four sections: pre-surgery, surgery, post-surgery, and reveal.  

 

The Pre-Surgery 

To start, there is a pre-surgical period, during which the patient has a personal 

introduction, a consultation with the surgeons, an examination performed by the surgeons, and a 

pre-surgical discussion. The purpose of each section, in terms of how it is to impact or act upon 

the audience, generally remains the same. The introduction is meant to familiarize the viewers 

with the patient, and provides background information about the patients’ previous plastic 

surgery procedures and the events or experiences that lead them to seek the help of Dr. Dubrow 

and Dr. Nassif. The consultation is meant to show the viewers the patients’ first interactions with 

the doctors, which typically consists of the client sharing their story and the doctors both 

sympathizing, as well as identifying aspects of the past surgical experiences that should have 

been done differently to avoid the botched procedure. To provide an example of a typical 

consultation, Cindy, who was introduced in season 5 episode 15, starts by sharing her story with 

the doctors about breaking her nose at a young age. Her mother then forced her to have a 

rhinoplasty (nose procedure) at the age of twelve, which Nassif comments is way too young to 

be receiving that procedure, so that the mother could steal Cindy’s pain medication to fuel her 

substance abuse issues. This procedure left her nose looking worse. The examination is meant to 

show the audience how the doctors physically assess each patient's situation before making any 
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decisions regarding whether or not the person is a good candidate for surgery. The surgeons 

always wait until after their examination to share with the patient whether or not they would be 

completing the surgeries or not, and never prior to this time point.  

The pre-surgical discussion usually consists of the patient ready for surgery and sitting in 

the hospital bed with the doctor going over the plan of action, and sometimes changing the plan 

of action last minute before going into surgery. These changes are usually made in order to better 

fulfill the desires of the patients that the surgeons previously deemed unobtainable. Dr. Dubrow 

and Dr. Nassif typically present this new possibility when the patient is ready for surgery and 

often describes the situation as “good news.” These scenes impact the way viewers feel about the 

doctors who are doing everything they can to ensure they deliver the expected results. They often 

initially declare a given procedure to be impossible to complete due to various reasons, like the 

procedure being unsafe surgically, only to later say that they have found/developed a way to 

make that which is unachievable to most, achievable to them specifically. This section shows the 

surgeons getting permission to perform surgery for the last time before starting the procedure 

(this is especially important when/if the surgeon decides to change the procedure’s plans last 

minute). 

One commonality that is evident in the episodes analyzed from the years 2014 and the 

years 2019 that occurs at the pre-surgery appointment with physicians, as well as at other 

segments throughout the show during which the patients are meeting with the doctors, is the 

presence of a support system at the time of these meetings. Never, or very rarely, does a patient 

speak with the doctors alone, as typically a spouse, family member, or close family friend 

accompanies the potential patient at all the appointments and this same person is typically seen 

supporting the patient throughout the different stages of the surgery. It is unclear whether this is 
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by chance, or whether it is a requirement in order to participate in the show, as one could propose 

an argument for both. For example, one could make the assumption that going to visit a 

reconstructive surgeon due to a past experience that has resulted in a deformity could be very 

emotionally difficult and taxing. During these occurrences, it would be reasonable for most 

individuals to want another person there for support. However, it also could have been a 

requirement put in place by the producers of the show so that these individuals could be 

additional points of interest and be utilized in order to present multiple perspectives and opinions 

about the background stories and past experiences of the participants, as these individuals are 

also often interviewed both with the participant and alone. When these individuals speak alone, 

they usually discuss how they believe the deformity has affected their friend/family member 

seeking help, and provide insight into how they believe the patient could benefit from a 

procedure. They typically appear again towards the end of the show (the reveal), to provide 

opinions on the results of the operation.  

Despite the many commonalities, perhaps the most evident differences between the years 

2014 and 2019 can be identified in this section of the show. First, in the episodes that premiered 

in 2014, the screen opened with a short clip where an unidentifiable voice introduces the viewers 

to the show by providing an example of what a botched plastic surgery procedure is and that the 

two star surgeons would be attempting to fix these mistakes. The part of the clip providing 

viewers with these examples of botched procedures says “this is what happens when they get 

botched: I feel like Frankenstein…they are cow utters…my coochie is on my stomach,” 

switching to different patients for each example. The clip contained quick flashes of comments 

from some of the show’s participants, who described the unhappiness they felt toward their 

bodies and provided insight into how their current physical conditions could be negatively 
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impacting different aspects of their lives, like relationships with their significant others. Most 

likely this to be due to the fact that the two episodes used to introduce/represent Botched in 2014 

were the first two episodes aired of the show ever, and therefore, required a show description at 

the beginning of the episodes to educate its viewers and potential reoccurring viewers of the 

show’s main topic and purpose. This clip is absent from the episodes premiered in 2019. The 

episodes aired in 2019 go right into the beginning of the show, with a flash of the E! logo 

(television show network), then a flash of the words “Tonight On,” which proceeds with a short 

introduction of each patient and their case. Each introduction is no more than 10-30 seconds per 

patient. Approximately five years after its premiere, the show already possesses a following of 

individuals who watched repeatedly, as well as made a name for itself with its network and in the 

media. Therefore, Botched no longer needs an explanation as it has been branded as the show 

whose doctors are so fantastic, they possess the ability to fix “the impossible.” This branding 

attracts an audience because making the impossible possible is an intriguing subject.    

 

The Doctor, the Miracle Workers 

Another identifiable difference between the structure and happenings of the show when 

comparing the two periods involves the degree to which it places an increased focus on the 

relationship and interactions between Dr. Terry Dubrow and Dr. Paul Nassif. This is not to say 

that there was no clear depiction or focus placed on their relationship in the 2014 season. I am 

just suggesting that based on the analysis of these five episodes, there are instances that suggest 

an increase in attention paid to their relationship by the developers of the show. This caused me 

to raise the questions as to how we see this change (what scenes/events would suggest an 

increase in attention placed on their relationship), and why we see this change (reasons 
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explaining why producers chose to implement these interactions into the shows limited minutes, 

why was it important to portray this relationship to its audience?).  

These interactions are most predominant towards the beginning of the episodes, between 

the introductions of the different patients. However, there are other instances throughout the 

show, when these instances also occur. A characterization of these interactions could best be 

described as experiences between two very close friends. Typically, one of the doctors makes a 

joke about the body, personality, decisions, or lifestyle of the other. These comments are not 

limited to when the doctors are in private, or not in the presence of the patients, as they often 

occur during consultations, examinations, and post-surgical meetings as well. An example of 

these types of interactions can be seen in the first episode from the first season in 2014 when Dr. 

Nassif is sharing with Dr. Dubrow that he recently completed a Botox procedure on himself, 

after which Dubrow compliments Nassif on his appearance. Dr. Nassif then goes on to 

lightheartedly criticize Dr. Dubrow's face by suggesting that he has bags under his eyes that 

could be fixed by the same procedure. Dubrow then quickly combats Nassif’s attempt to make 

fun of him by suggesting that he doesn’t care about his appearance as much as Nassif does. “I 

don’t stare in the mirror all day the way you apparently do,” which results in a laugh from Dr. 

Nassif. 

These communications, which they seemingly make fun of and bicker with each other 

non-maliciously, are emphasized more in the episodes analyzed from the later season. This can 

be seen most evidently in Season 5 Episode 16. Both Dr. Terry Dubrow and Dr. Paul Nassif go 

to Montana to consult with a potential patient named Heather. This is not the only instance 

within the five analyzed episodes where the doctors meet for a consult outside of their typical 

office setting at the homes of their potential clients. To describe the typical office setting, these 
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facilities are located in Newport Beach and Beverly Hills California where the private practices 

of the two surgeons are located. I was unable to determine the specific location of filming but I 

assume it occurs at one of the surgeon’s offices, which have a very modern look in terms of color 

scheme and general essence of the rooms. It is known from the show that the office has at least 

one receptionist which the doctors call by phone to let the patient into the meeting office. Nurses 

and other medical professionals are observed but only in the operating room during surgery. To 

return back to the previous discussion regarding the doctors meeting with patients outside of this 

normal facility, this also happened in Season 1 Episode 1 for a client named Justin, but I would 

not say that it is something that occurs often, as a clear majority of the clients are met in their 

own medical facilities. However, what distinguished the later episode from that which appeared 

in the first season was the time spent on the surgeons in a context unrelated to medicine. When 

they were in Montana, they had a “man’s-trip” where they went fly fishing with an instructor, an 

idea that was of great interest and excitement to Dr. Nassif, who enjoys interacting with nature, 

as opposed to Dr. Dubrow, who was not at all amused by the idea. The absence of medical 

discussion during this time period, raises the interesting question about the purpose of 

implementing non-plastic surgery and non-medical related experiences within the content of 

these episodes.  

I propose a few plausible explanations for introducing what could be considered 

indirectly-related or non-related content into this show’s episodes. Medically related shows are 

typically directed to a specific type of demographic: those interested in medicine in general and 

those who enjoy watching and/or learn about medical procedures. Due to the show’s graphic 

nature, the targeted audience is limited. Therefore, Botched and other medically related shows 

benefit from a form of intermittent releases, or in other words breaks, from the medical situations 
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that take up the majority of each episode’s screen time. These breaks, specifically when they are 

amusing, like when a couple of close friends make fun of each other, increase the tolerability of 

the less tolerable parts of the show. In tandem, due to the increased tolerability of the show, there 

is an increase in accessibility of the show, and therefore, a larger target audience. More people 

watching increases the show’s popularity and the chance that the show has of remaining on 

television. In conclusion, I propose that an implementation of comedic relief is simply a good 

business strategy that the producers adapted over the course of the show’s presence on television 

from 2014 to 2019, perhaps as a result of positive comments by the show’s viewers in responses 

to these scenes.  

In addition to its use as a tool for increasing viewer accessibility, I theorize that the star 

surgeons exercise these instances of comedic relief during situations, which are typically stress 

and anxiety inducing for their patients, as a method to prevent or alleviate some of these negative 

feelings. This can be seen in season 5 episode 17 when Dr. Dubrow is speaking with the husband 

of a client seeking a breast reconstruction. Dubrow makes a comment to the husband saying, 

“happy wife…” to which the husband responds “happy life.” Dubrow then turns to Nassif and 

makes a side comment about Nassif not having to worry about that at the moment, referencing 

his current and recent single status. This gets a laugh from both the client and the husband.  

In order to provide the readers of this thesis with an accurate representation of the 

physicians, which perhaps adds to the conversation that discusses the increase prevalence placed 

on the interesting dynamic between Dr. Terry Dubrow and Dr. Paul Nassif between the episodes 

aired in 2014 and 2019, it is important to further characterize these individuals.  

 Prior to his start on television, Dr. Terry Dubrow was chief resident of general and plastic 

surgery at UCLA School of Medicine, which is the same place he completed his fellowship. His 
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current private practice for cosmetic and reconstructive plastic 

surgery is located in Newport Beach, California where he specializes 

in reconstructive plastic surgeries that act on the body from the neck 

down. He is also known for his numerous appearances on television 

where he has shared his medical expertise since 2004. Some of these 

shows include The Swan, The View, and Bridalplasty (Dubrow 2020). 

He is now 61 years old and can be described as a person who is often 

full of energy and typically wears a smile on his face. He often 

portrays this charismatic energy through the use of his big arms and hand gestures as well as 

possesses a bursting laugh that appears frequently throughout the course of the show. He 

typically wears dark (usually black) medical scrubs, that bears his name sewed on the left corner 

of the shirt.  

 Dr. Paul Nassif, 57, went to medical school at the 

University of Health Sciences Chicago Medical School and the 

University of Southern California School of Medicine. His 

private practice is currently located in Beverly Hills, California. 

In addition to his presence on television, he is also known for 

his charitable work with “Face to Face,” which is an anti-

domestic violence committee that performs plastic surgery on 

domestic violence victims (Spalding). He specializes in 

reconstructive plastic surgeries on the neck and facial regions of the body, typically holds a very 

professional demeanor. Often sits back in his chair with his arms folded in front of him. He 

speaks typically very slowly and sometimes uses less pronounced hand gestures when he is 
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providing an explanation. His attire typically consists of that which is shown in the picture to the 

left: a button-down shirt, tie, and white coat. He only changes into scrubs when he is performing 

surgery, or for some instances during his post-surgery check-in meeting with the patient.  

 I believe their difference in attire provides a visual representation for their varying 

approaches to interacting with patients. “The relationship between a physician and his patient is 

serious and purposeful, not social, casual or random. In this relation the patient unburdens 

himself or herself of a set of concerns regarding health matters and transfers them to the 

accepting physician” (Blumhagen 1979, 116). As is suggested by Blumhagen, the relationship 

between the patient and the physicians is important, and in his “The Doctor’s White Coat: The 

Image of the Physician in Modern America,” he discusses how symbols typically associated with 

medicine, such as the white coat worn by the doctor, and the stethoscope. He suggests that these 

symbols exist and participate in presenting the physician in a particular manner that aids in the 

establishment of a beneficial patient-physician interaction. “There appear to be two behavioral 

changes that have been mediated by the white coat: the physician’s access to his patient’s body, 

and the shift in the locus of the sick role from the home to an institution” (Blumhagen 1979, 

119). Blumhagen’s comment about how the white coat increases the surgeon’s access to the 

body of the patient is particularly interesting. It suggests that the white coat holds a degree of 

importance in the eyes of society, such that the individual who wears it holds a particular status 

or knowledge base that promotes trustworthiness. It becomes a method by which one is able to 

identify those who have the experience and training to treat the body.  

This becomes even more interesting when placed in discussion with how the surgeons on 

the show Botched present themselves to society. Dr. Paul Nassif typically presents himself 

wearing a white coat. This, in addition to his calmer nature and general composure, contributes 
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to his characterization as someone who promotes professionalism. Dr. Terry Dubrow is not ever 

seen wearing a white coat and is almost always seen wearing scrubs. Although the surgeons 

differ in their attire, I believe both outfits are worn with the same purpose: to place the physician 

in a position in which they feel they are able to have the most constructive relationship with their 

patients. What is a constructive relationship? I am using this term to define the relationship 

between these physicians and their patients because reconstructive plastic surgery patients are 

often upset and/or ashamed of their previous experiences with plastic surgery. This can present 

itself as an obstacle that needs to be overcome by the physicians in order to obtain the necessary 

information needed to best assess the requirements of the patients currently. Therefore, Dubrow 

and Nassif must make themselves as approachable as possible, so that people with these 

backgrounds who perhaps have a more difficult time sharing information about the past negative 

and traumatic experiences feel comfortable enough in order to do so.  

However, what is most interesting is how although this goal is shared by both physicians, 

it is approached differently by 

each physician, and this is in part 

portrayed by how each doctor 

chooses to dress. Dr. Nassif 

wears a button-down, tie, and 

white coat and by doing this 

promotes himself as a 

professional and bears the symbol of someone who has reached a level of knowledge and 

prestige and who possesses the credentials necessary for solving the problem at hand. This 

invokes a level of comfortability by his patients who believe that they are “in good hands.” Dr. 
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Dubrow’s attire, although different, produces similar results. Scrubs, although not a white coat, 

hold a comparable symbolic meaning. However, their appearance promotes less of a “clean-cut” 

and “put together” sense and more of a relaxed nature. This mirrors the personality of Dubrow, 

whose decision to wear scrubs as opposed to a tie and white coat is greatly driven by the desire 

to make the interactions with his patients seem less formal, and therefore, more comfortable. 

Through this explanation, it becomes evident that the differences of these physicians which 

become evident as one watches the show are different only in their nature, not in how they 

impact and act upon those around them. 

 In Botched, both surgeons are presented somewhat as saviors or heroes, who correct the 

wrong and fix the unfixable. However, plastic surgeons were not always depicted in this manner. 

“One could simply not risk being called a ‘quack,’ a term often used for the early aesthetic 

surgeons as well as the syphilis doctors, because it marked one as beyond the boundaries of 

social and professional status” (Gilman 1999, 20). Past plastic surgeons desired to redefine 

themselves in the eyes of society from that of a “quack” to that of a “real” doctor whose work 

went beyond beautifying their patients, but actually allowed them to “pass” by disguising their 

true racial identities (Gilman 1999, 20). It can be seen from how the show presents the surgeons 

in comparison to how Gilman explains they were depicted in the past that the perception of 

plastic surgeons has changed over time.  

 

The Surgery 

 The surgical period is the time of the show during which the patient is under anesthesia 

and the doctors, as well as his assistants, nurses, anesthesiologist, and other necessary personnel, 

are in the room with the asleep patient. Every episode, including those aired in 2014 and those 
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aired in 2019, typically begins by showing the doctor talking directly to the camera about aspects 

of the case that make it unique and difficult to complete while he scrubs his hands and arms with 

soap prior to going into the operating room. The patient is not present during this time. Next, 

there is an animation that pops up on the screen. The doctor dictates his plans, verbalizing the 

general procedural approach of the surgery he is about to perform to the audience. While he is 

explaining where he is going to make surgical cuts and where he will be harvesting bone, 

cartilage, or skin for the completion 

of the surgery, a grey animation 

figure similar to the appearance of a 

mannequin rotates on the screen with 

black lines visually depicting the 

steps of the procedure while as the 

doctor speaks. It is my interpretation of these scenes that their purpose is to educate the audience 

on the science behind how the plastic surgeons actually transform the body. I can say from my 

experience watching the show that some of the procedures are accomplished by methods that one 

would not typically expect based on assumptions one would make from viewing the before and 

after figures of the patient. The use of the animation is particularly interesting because it was an 

evident aspect of the show that was conserved from 2014 to 2019 and continues to play an 

important role in how viewers understand the physical steps of the procedures that result in the 

drastic changes that can be seen during the reveal at the end of the show. In this way, the grey 

figure acts as a bridge of knowledge, by making otherwise difficult medical discussion more 

understandable to the general public.  
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 Education seems to be a recurring theme throughout the show. The doctors make it a 

point to educate their audience about inappropriate instances that occurred in their patients’ past 

plastic surgery experience and make a point of encouraging those who have had several plastic 

surgery procedures in the past to consider the health implications of seeking additional 

procedures in the future. However, I feel like these moments are not strictly present for 

educational purposes and hold the additional purpose of promoting healthy plastic surgery usage. 

In this context, I define healthy plastic surgery to be the completion of procedures that are not 

deemed to be detrimental to general health. This definition was developed based on the 

explanations provided by the doctors to the patients who were denied their request for surgeries 

due to the implications the surgeries could have on their health, implications that hold the 

possibility of being life-threatening. This, in turn, has a positive impact on the general perception 

of plastic surgery, by suggesting that there is a safe way to undergo plastic surgery, which 

minimizes the risks and potential for complications.  

 I noticed that one factor that differentiates the surgical section from other sections is how 

in the surgical section the doctors are presented individually, as in only one of the two primary 

physicians is present, as opposed to being together which they usually are during meetings 

regardless of who is going to perform or had performed the surgery. Early in the show in both 

episodes from 2014 and episodes from 2019, both doctors participate in the consultation with the 

patient, despite the surgery only being performed by one of the surgeons. During surgery, only 

one doctor is present. After surgery, during the patient’s post-surgery visit with the doctors, the 

other doctor often returns. Perhaps this can be attributed to the space that is available in the 

operating room or a result of the surgeons’ busy schedules impacting their ability to attend all of 

the filming sessions of the show. 
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 A commonality that can be observed in the episodes studied, as well as during surgeries, 

is the constant instructions given by the doctors while they are performing surgery. The purpose 

of this instruction is multi-dimensional because it has two or three target audiences. The first, of 

course, is the audience of the show. The second, are medical students/residents who are present 

in the operating room, who the doctor often seems to be teaching directly. And the third, are the 

nurses, anesthesiologists, and other medical professions present in the operating room.  

This is also the time frame during which the show can most closely be related to 

medicine, as fractions of the surgeries are actually being displayed to the audience. Some of the 

images are vivid, which can be intimidating to some who are uncomfortable with watching 

pictures and videos in which flesh is cut into and in which blood is present in abundance. In a 

discussion of the graphic nature of medical shows in general, it is interesting to draw attention to 

what is chosen to be displayed to the audience and what is chosen to be hidden, as well as who 

makes these decisions, and for what 

reasons. It is evident in both the 2014 and 

2019 episodes that certain body parts 

(nipples, pubic area, etc.) are always 

blurred, “lighted-out,” or strategically 

placed behind objects to obstruct the 

audience’s view, and because this technique has been conserved between the two years which 

are approximately 5 years apart, it must hold importance. Although the structures, which will be 

discussed next, can be inferred by the viewer, the structure is not technically visible.  

This leads one to question the purpose of the induced obstruction of the body if it could 

still be inferred and understood despite the obstruction. An argument could be made that the 
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restriction of image presentation is a result of a desire to maintain the modesty of the 

participants. Nudity on television often receives a negative response, specifically as a result of 

the existence and persistence of the idea that there is such a thing as an “overexposed body.” 

Perhaps they are present in order to increase the accessibility of the show and widen the 

demographic of those who would be interested in viewing this sort of television. By placing an 

extra sensor, those who would be otherwise too uncomfortable to view the show are provided 

with the ability to now view the show as a result of the additional censoring.  

 However, one could approach the topic of discussion from a different perspective, and 

suggest that by placing a sensor, the producers of the program are not allowing the viewers to get 

a true presentation and representation of the events taking place. In other words, the show is 

being somewhat deceitful in regards to true medical happenings. Censoring also holds the 

possibility of having lasting implications on how the physicians are perceived by the audience. 

These effects are both positive and negative, and require a proper balance for the surgeons to 

receive maximum benefit from their participation on the show. In the one hand, there is a danger 

of “scaring” away viewers if they choose to show too much, and, on the other hand, there is a 

danger of undermining the skills of the surgeons by failing to show the viewers the surgeries in 

their entireties and the skills required to achieve these successes. 

Gilman presents the story of a French performance artist named Orlan, whose art 

consisted of transforming her body into a completely new identity by means of plastic surgery 

(Gilman 1999, 319-323). This art often included rather graphic images of herself undergoing 

surgery. “Videos and stills of all of the procedures were made; closed-circuit television made a 

live audience possible; and the procedures were framed by readings and accompanied (at other 

sites) by dance” (Gilman 1999, 321). These images not only reminded the spectators that plastic 
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surgery is painful, violent, and gruesome, but uses these associations to invoke a particular 

emotional response to the art. Similarly, between Orlan’s art and Botched, the pain and 

gruesomeness of plastic surgery are encaptivating to some, and distasteful to others. Whereas 

Botched limits itself in what is presented to make it more accessible to a broader audience who 

perhaps is fearful of this type of material, Orlan chose to completely demolish this boundary.  

 

The Post-Surgery 

 Post-surgery is the period of the show during which the patient wakes up from surgery 

and meets with the doctors (with their supporting friend or family member) in order to assess the 

success of the surgery, as well as the patient's unique healing process. When comparing the post-

surgery sections of the episodes from 2014-2019, it can be concluded that there are a lot of 

similarities in how this part of the show is structured and presented. This might be due to medical 

protocol put in place by these doctors in particular, as well as other doctors that pay careful 

attention to the health and well-being of their patients after surgery. The majority of this section 

is spent in the examination room of the surgeons, each meeting with their patients in the presence 

of the other doctor, as they assess how each patient is responding to surgery. This examination 

plays a key role in assessing the risks a patient might encounter as a result of the completed 

procedure. Due to the fact that this is an essential step in the plastic surgery process and 

experience, it has been held constant in both the years 2014 and 2019.  

Another commonality that remains evident in both the episodes analyzed from 2014 and 

2019, is the surge of different, and often conflicting emotions, which are typically expressed in 

this section. It is during the post-surgery meeting/check-in with the surgeons that the patient is 

actually able to see the beginnings of their transformations, as they are covered with casts and 
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bandages directly following surgery and are not able to see the results until these covers are 

removed by the doctors. It is at this time that the patients are experiencing pain as a result of their 

procedures, worry as to what they will look like and whether this surgery was a success or 

botched as the previous procedure, and excitement to see improvements made in correcting their 

deformities. Following the removal of the bandaging, patients are usually overjoyed with the 

outcome, often driven to tears and intense gratitude toward the surgeons. Although the 

differences in responses and possible reasons for these differences will be discussed in another 

chapter, it is important to recognize here that the structure of this part of the show remains the 

same when comparing 2014 to 2019 episodes.  

One area that reflects variance between the post procedures of the episodes in 2014 and 

2019, is the representation of the moment of taking off the bandage. In the 2019 episodes, I 

noticed an increased focus on delaying the ability of the audience to see the newly transformed 

body part compared to the episodes of 2014. This was accomplished by filming from specific 

angles that only showed the patient’s face despite the operation having been elsewhere on the 

body, or angling the camera such that a mirror or another object was blocking the location at 

which the transformation occurred. I propose that this change in framing of the show is because 

of the producers?  found that saving the reveal of the newly shaped body until the official reveal 

allowed for a more climactic moment. In addition, it places the show’s viewers in a position 

similar to that of the patient’s family and friends, who have to wait to see the transformation. As 

someone who went on the journey with the individual, we as viewers deserve a place among 

those who care for him/her and how this transformation has led to a better life than in the past.   
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The Reveal 

 In general, each individual who appeared within these five episodes expressed general 

satisfaction with the results of their procedures. Taking into account the numerous episodes I 

have watched, in addition to the few used for his analysis, I have never seen an episode where a 

patient was not satisfied with the results of their procedures. This could be due to a general 

satisfaction with the results, or perhaps a control by the producers over which patients are 

presented on the show, such that only positive results are viewed. Overall, this suggests a 

positive change in perception of the body in both the years 2014 and 2019. Evidence that 

supports this change from negative to positive can be seen evidently during the reveal when the 

audience is shown a before and after photo 

for each patient. A before and after photo 

consists of two images placed side by side: 

one from before their procedure completed 

by Dr. Dubrow or Dr. Nassif and one from 

after the surgery. I pondered two purposes 

for this strategy: 1) placing the images side-by-side makes the transformation of the body as a 

result of surgery more visible to the viewers; and, 2) it allows those who did not watch the full 

episode to still experience the transformation despite perhaps not seeing the individual at the start 

of the episode prior to the transformation. The start of the use of before and after photos is not a 

recent occurrence, as Gilman also discusses the use of before and after photos as a method by 

which the success of the plastic surgery is documented in past years (Gilman 1999, 36). These 

photos were first taken by reconstructive surgeons of Civil War soldiers who received facial 
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reconstructions in 1876, but aesthetic surgeons quickly took advantage of the ability to use the 

photos to promote the benefits of their procedures (Gilman 1999, 37).  

While these images are presented on the screen, the person who underwent the surgery is 

talking to the audience about these changes and how their lives have been altered since 

undergoing surgery. Danielle from Season 5 Episode 15, for example, began the show by sharing 

with the audience that the scars on her stomach and her uneven breasts were unpleasant 

reminders of past emotional traumas that she wished to overcome with the help of Dr. Dubrow’s 

corrective surgery. During her reveal, she talked about how these surgeries have allowed her to 

change her own narrative and states, “my body now matches how I feel on the inside.” Alicia, 

from Season 1 Episode 1, began the show by talking about how the pain associated with her 

botched breasts left her unable to be the mother that she wanted for her children and how it 

affected the intimacy she shared with her husband. After surgery, she viewed her breasts to be 

perfect and stated that “Dr. Dubrow gave me “me” back.” Although each patient’s 

transformation is unique due to their own unique circumstances, one can see through these 

examples that there is a change in perception of the body that can be observed in each patient 

from the beginning of the episode to the end of the episode and from a negative perception of a 

part of the body to a positive perception of that same part. According to Gilman, happiness is 

“the central goal of aesthetic surgery” (Gilman 1999, 18), and the observations from this analysis 

show that reconstructive surgery perhaps shares the same or similar framework.  

I have used these five episodes of Botched to determine whether there was a change in 

how plastic surgery users viewed bodily changes between the two years of interest. I 

accomplished this by comparing the procedures done in the episodes analyzed from season one 

with the episodes analyzed in season 5. I did not identify an outstanding difference between the 
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two cases. I believe this to be a result of the main purpose of the show being for reconstructive 

and corrective surgery purposes as opposed to purely aesthetic. One can say that of all the body 

parts modified by plastic surgery, the most prominent three that were presented in the episodes 

analyzed were breast augmentations (breasts), tummy tucks (abdomen), and rhinoplasties (nose), 

however, there were a few others that were presented but were of much less focus such as an eye 

Westernization reversal (a surgery that results when someone of Asian descent undergoes a 

surgery to make his/her eyes look more Caucasian as opposed to Asian and then wants this 

surgery reversed), a facial scar removal, and a face/neck lift correction. Perhaps the prevalence 

of certain procedures can be traced back to Foucault’s theory of normalization, such that the 

normalization of bigger breast and flatter abdomens equating to a more beautiful/appealing body 

increased the frequency at which these patients sought out these initial aesthetic procedures 

which left them with botched appearances needing reconstruction.  

It is important to mention that the majority of the participants of the show are women, 

although there are a few males. Despite the fact that I am not able to make a fully supported 

statement regarding this matter, it is my impression that a main reason why women participants 

dominate is that the show is for individuals with botched procedures and perhaps surgeries that 

are often performed predominantly on women, like breast augmentations, have a high tendency 

to be botched procedures. This could be further traced to women having a greater need/desire to 

seek aesthetic enhancement than men due to a greater amount of judgment that is placed on their 

bodies. This claim is supported by Gilman when he introduces the discussion of gender and 

plastic surgery by saying that “often the ideological position of such studies [studies critiquing 

the social construction of “female beauty”] stresses the invidious effect of the patriarchal 

institutions of medicine on women who have been made insecure about their bodies and who 
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seek to “cure” their “unhappiness” through surgery. Society makes the women “unhappy” about 

their bodies and then supplies the “cure through the hand of the surgeon” (Gilman 1999, 31). In 

addition, it could also be plausible to suggest that surgeries that are botched on males do not 

occur less frequently but perhaps males are less likely to seek help in terms of reconstruction 

after these experiences. Equally important is the fact that women, who are the subjects of gaze, 

might find it less likely to object to being on display in the media. In contrast, men tend to avoid 

their objectification and might not be eager to subject themselves to the gaze of a general 

audience out of fear of judgment.     
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CHAPTER 5: BOTCHED Patient Analysis 
 

To complement my comparative analysis on the structure of the show between the years 

2015 and 2019, this chapter provides a closer, more in-depth look at how exactly the patients 

speak about their past and current plastic surgery experiences. There is an importance to looking 

at language, both spoken and unspoken (as portrayed, for example, through the positioning and 

movements of the body). We have the ability to infer the emotional state of individuals based on 

what they say and do, and we have the ability to think critically about what is being said. It is 

important to recognize that this is a reality television show for which producers choose what is 

and is not allowed to be discussed by the participants. As viewers we can use the information 

gathered to pose questions as to whether an individual is speaking truthfully or whether they are 

withholding information. This could be significant in the context of Botched because the show 

centers itself around helping individuals whose previous experiences with plastic surgery have 

left them with physical deformities making them uncomfortable or ashamed with the way they 

are able to present themselves to society, or unhappy and uncomfortable with how they are able 

to feel about themselves in their own skin. Michel Foucault’s theory of the panopticon holds 

great implications on our ability to conduct an analysis of how the patients on the show Botched 

speak about their past experiences with plastic surgery.  

The theory of the panopticon was constructed using a metaphor that could be useful in 

gaining a more in-depth understanding of how the conditioning of an individual is largely done 

through their own participation. Feeling under constant surveillance, and therefore judgment, 

exerts a strong influence on the behavior of individuals. The panopticon models the theory based 

on the construction of a jail that is specifically organized to promote a form of self-discipline. In 

this construction, the prisoners’ jail cells are positioned such that the cells holding the prisoners 
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run in a circle, facing inwards. At the center of the circle, at the place at which all the jail cells 

face, there is a tower that is believed to station a guard. This guard holds the responsibility of 

supervising the inmates and, due to his position at the center post, has the ability to watch and 

supervise every inmate. However, the guard might or might not be present but the prisoners have 

no way to verify what is taking place in the tower. Due to the fact that the inmates cannot 

directly see the people in the supervising tower, the presence or absence of the guard becomes 

obsolete such that the assumption of always being watched (even if untrue) becomes a powerful 

disciplining power that continues to promote the expected behavior (Foucault 1997, 201-202). 

Panopticism contributes to the discussion of how believed their body is perceived by others, and 

therefore, how one perceives their own body.  

This feeling of persistently being watched coincides with a feeling of constantly being 

judged, which is a strongly influential force common in Botched.  I have decided to use the term 

“feeling” when describing this sensation because I see a feeling to be an emotional state or 

response to a situation that is unique and different to each individual. In other words, a feeling 

could be partially or completely irrational depending on the person. This term can accurately be 

used in this situation because an individual’s perception of the body has both a component that is 

unique to them, like their bodily existence and personal belief systems/experiences, and a 

component that is group-based, such as the influence of the media or cultural meanings that are 

expected to be embraced by all followers. For the purpose of this thesis, I would like to further 

explore this idea by identifying similarities in perceptions of the body and the use of plastic 

surgery as a method of transforming it, and how these similarities relate to Foucault’s theory, as 

well as draw attention to the individuals who possess more unique perspectives.  
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From Unhappy to Happy: A Necessary Step in “Passing”   

In the previous chapter, I referenced Gilman’s discussion of happiness versus 

unhappiness, and I believe that his claims taken together provide an interesting perspective on 

how the patients of Dubrow and Nassif actually speak about their transformations. This includes 

not only how they speak about their deformities and overall body perceptions prior to surgery, 

but also how they speak about the transformative process, and how they talk about their new 

perceptions of the body at the end of their episodes. The terms happiness and unhappiness are 

mentioned repeatedly and periodically throughout the show. But what I found to be most 

interesting is the presence of numerous different ways these words can be displayed physically in 

terms of body language, while keeping the same meaning and phrasing when describing these 

feelings.  

The people who seek the help of Dr. Dubrow and Dr. Nassif generally possess a physical 

characteristic that leaves them feeling unhappy. I think it is important to mention at this time that 

unhappiness is specific to each individual such that the same or similar deformity can produce a 

certain degree of unhappiness in one person and a different degree of unhappiness in another. 

This variation could be linked to what constitutes the unhappiness of the person. For example, is 

the unhappiness rooted in how the deformity they are trying to have fixed is impacting the way 

they perceive themselves as individuals (like whether or not they consider themselves to be 

attractive, whether or not this deformity is having a negative implication on how they are able to 

provide for, care for, or interact with their families, etc.)? Or is the unhappiness rooted in how 

the deformities cause them to have a negative feeling about the way other people now perceive 

them as a direct or indirect result of the deformity? Gilman states that “the alleviation of these 

sources of perceived unhappiness is undertaken so that the individual can “pass” and become 
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‘happy’” (Gilman 1999, 24). Surgery is a method by which to alleviate this unhappiness, and 

therefore its completion places individuals a step closer to the desired happy state, which is a 

better position one was in prior to the surgery.   

This idea of passing is important to introduce in this chapter because it becomes a 

prominent reason why the patients choose to get reconstructive surgery to address the negative 

implications of their deformities. “The patient believes that there is a desirable category of being 

from which he or she is excluded because of reasons that are defined as physical. The results of 

this exclusion are symptoms of psychological ‘unhappiness’” (Gilman 1999, 22). Therefore, 

what these reconstructive surgeries grant is inclusion into a social circle in which they did not 

previously perceive themselves to be accepted due to their deformity.  

The surgeries through which one is able to achieve this “passing” vary drastically 

because the group which one is trying to “pass” into can be different from person to person. For 

example, in Season 1 Episode 1, we are introduced to Michelle who wishes to see Dr. Nassif to 

reconstruct her misshapen nose. Michelle’s deformity was a result of a car accident, and this 

traumatic experience left her feeling inadequate 

and unable to achieve her professional goals. As an 

aspiring actor, this individual places a strong 

emphasis on the physical appearance of her face, 

which leads to her comment, “I’d rather die from 

trying to fix it than live like this.” As someone 

who believes that her physical appearance overshadows her talent as an actor, she is 

uncomfortable being on camera, which in turn, further dampens her acting career. Michelle’s 

story is evidently an example of an individual who is seeking reconstructive plastic surgery in 
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order to “pass” into a desired group, of those who possess the physical appearance “appropriate” 

for acting.  

Another example can be provided that shows perhaps a different interpretation of 

Gilman’s theory of “passing,” which explains how one may think of the different groups an 

individual attempts to join. In the previous example, the group which Michelle was “passing” 

into, was a professional group with particular perceived physical standards. In comparison, Paul 

from Season 1 Episode 2 places a greater 

focus on how the results of the 

reconstructive surgery will have on his 

physical functioning as opposed to 

appearance. During Paul’s introduction, he 

mentioned his primary reason for getting 

plastic surgery in the first place was to get 

his nose back to “normal” after having 

broken it twice in his lifetime. However, that surgery left him with an even more crooked nose 

than he had before the first surgery. The most prominent lasting impact of this botched procedure 

were the frequent migraines. These migraines not only impacted essential daily activities such as 

having a sufficient amount of energy and being able to sleep adequately, but also his ability to be 

the father he desired to his daughter. He made a point of mentioning that one of his main driving 

forces to do the surgery is his interest in spending more time with his child before she becomes 

older. In this case, Paul desires to “pass” into a group he considers socially higher valued: good 

parents. Based on the individuals who have been presented in this thesis, one could have come to 

the conclusion that men emphasize reconstructive desires, while women put a greater emphasis 
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on aesthetics and appearance. Although this could be true, this cannot be concluded due to the 

scope of this thesis and the limited number of episodes chosen to be analyzed. However, I can 

say by having seen many episodes that there are many men who show concern for how they 

appear visually. Yet, these individuals were not introduced in the episodes used for the purpose 

of this thesis.  

However, there are exceptions to this theory of “passing,” who instead wish to be seen as 

separate/unique from others instead of belonging to a group. For example, Krystina, who was 

introduced in Episode 15 of Season 5, presents her very interesting story, which perhaps suggests 

that although outside influences can play a role is shaping how one wishes to construct or 

imagine the body, the decision to make these changes is more heavily reliant on personal 

satisfaction as opposed to societal acceptance. Krystina visits the doctor with the hopes of getting 

her previously enhanced sagging breasts redone, and is 

denied surgery by Dr. Dubrow due to her goal to continue 

losing weight which will cause the breast to sag even 

further. She is presented on Botched as someone with long 

black hair, unnaturally tanned skin, big lips with red lipstick, 

sharp penciled in eyebrows with big breasts in a sparkling 

red top (before image). This image shows her 

smiling even prior to meeting with the doctors. It 

was my impression of Krystina when viewing her 

episode that she was someone who was always 

working to exude confidence and continuously 



60 
 

sought attention. This can be seen in her choice of the color red and the sparkling fabric of her 

clothing. These are very attention-grabbing. 

I identified Krystina as someone who perhaps does not necessarily follow the trend 

introduced previously in this chapter that the decisions made are a result of perceived judgment 

by society and a need to alleviate this judgment by changing that which was under scrutiny. We 

can see that the goal of Krystina’s surgery was not to fit in with an identifying group of 

individuals (in other words, it was not for a desire to “pass”), but was for her to stand out from 

other members of society. “No one remembers anyone that is bland” (Season 5, Episode 15). 

This comment shows the purpose of her seeking out plastic surgery in general: to distinguish 

herself from the rest of society as someone who is different because different equates to beauty 

in her mind. She is unashamed of her plastic surgery tendencies, her desire to make herself look 

like a caricature version of herself, and actually strives to make her past plastic surgeries evident 

in the way she presents herself. “If I’m gonna having something done, I want it to look like it 

was done.” I thought that this was particularly interesting and a strong comparison to other 

individuals presented on the show, because although there are individuals who do not present 

themselves as ashamed of their past plastic surgery procedures, they typically undergo these 

procedures with the intent of obtaining a particular form of the body, and place little to no 

emphasis on making sure the actual procedure itself is evident. However, the phrase said show 

Krystina’s perspective is such that “it may not be everyone’s taste but I don’t care, I don’t wish 

to be everyone’s taste” (Season 5, Episode 5). Although I find that it is common that plastic 

surgery patients on the show understand or recognize that the procedures will not yield “perfect” 

results and that they may not achieve the perfect figure that everyone desires, Krystina in 
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particular has made it evidently clear that she has no desire to be accepted by everyone and that 

her desires are strongly driven by any form of attention whether it be positive or negative.  

Despite some of the ways that Krystina presents herself as unique and different from the 

others, she shares with the majority of the clients a concern with specific social norms and how 

they inform their bodies. Although, Krystina does not base the majority of her plastic surgery 

decisions, as far as I was able to deduce from show, on trying to decrease the amount of negative 

attention she received, her decisions are in response to how she compares to the norm and how 

she is able to stand out from the rest of society. This demonstrates some form of outside 

influence and response to the gaze of others. Although her desire to have unnaturally large 

breasts may be more directed toward a discussion of cosmetic or aesthetic plastic surgery, in the 

end she remains an individual who possesses disfigured breasts from previous plastic surgery 

procedures and weight loss, and desires to have these breasts transformed.  

 

Crying: One Action, Multiple Emotional Interpretations 

Another topic worthy of discussion is the tendency of the patients of Dr. Dubrow and Dr. 

Nassif to cry. These displays of emotion caught my attention for multiple reasons. First, I was 

drawn to the number of patients that cry at some point, or at multiple time points, throughout 

their plastic surgery experiences. In addition to the frequency of crying, another interesting issue 

is the timing of the crying. Which raised the question as to why they were crying at these 

particular instances? Which only further led me to question the nature of the cry: was it due to 

sadness, happiness, embarrassment, empathy, pain, etc.?  Vingerhoets and Bylsma listed “types 

of emotional tears based on their antecedents: (a) physical pain tears; (b) (egocentric) 

attachment-related pain tears; (c) empathic, compassionate pain tears; (d) societal pain tears; and, 
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finally, (e) sentimental or morally based tears” (Vingerhoets and Bylsma 2016, 4). This list 

shows how a single action can be used to signify many different motions, and that perhaps 

emotions can be inferred by using not only the action but also the individual's circumstances.  

In order to gain a better understanding of why these individuals were having these 

particular responses at these specific times, it would be helpful to first examine how and why 

crying is initiated outside the scope of the show, so that later it can be applied most accurately. 

According to the Vingerhoets and Bylsma, “for someone to start crying, exposure to an 

emotional event by itself often does not suffice. Instead, the person may need to be in a particular 

mental (and/or physical) state, and situational factors should not too strongly discourage the 

shedding of emotional tears” (Vingerhoets and Bylsma 2016, 209). This is particularly 

interesting because the claim suggests that there are environments in which it is more socially 

acceptable to produce this sort of an emotional reaction. Another comment that could be useful 

to the analysis of this show suggests that “most of the strongest elicitors of tears generally are 

situations that, fortunately, are quite rare” (Vingerhoets and Bylsma 2016, 3). This could provide 

insight into why individuals have such strong reactions to different emotional stimuli that occur 

at various time points throughout the show.  

Both Michelle from season 1 

episode1 and Sonya from season 5 episode 

15 cry during two different parts of the show. 

Michelle’s story was presented earlier in this 

chapter but to summarize, her botched nose 

that resulted from the combination of a car 

accident and multiple attempted 
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reconstructive surgeries, prevented her from achieving her professional goals as an actress. She 

can be seen crying during her introduction when she states: “At this point, I’ve lost faith in 

anyone making it better. Because nobody has been able to make it better.”  It can be inferred 

from her words that her shed tears are of sadness and defeat. I think that in this instance it is also 

important to take note of the other aspects of her body language that exist at the time of this 

crying instance. Her head is tilted to the side in a slightly downward direction. Her hands move 

as she speaks, palms up and fingers spread widely, pausing at the same moments she pauses in 

speech. As she says “nobody” she shakes her head rather vigorously to add further emphasis.  

Michelle cries again post-surgery. In this case, Dr. Nassif removes the cast from her nose 

so she is able to see the impact the surgery 

has on improving its shape. After looking in 

the mirror for a period of time, she takes one 

last look before quickly glancing at Nassif 

and begins to break down in tears. Her hands 

immediately fly to her face to cover her wet 

eyes, but one can still hear the sniffling that 

often accompanies it.  “Thank you,” she 

mutters between tears, “this is a dream, thank 

you.” One can assume from the gratitude she 

shows Dr. Nassif that her crying, in this case, is in response to an overwhelming amount of joy, 

and what I believe to be relief and astonishment.  

To support my claim that an association can be drawn between the type of cry and the 

time at which the individual cries within the episode, a similar trend can be seen for Sonya, who 
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also cries of general sadness during her introduction and cries of general happiness towards the 

later part of the show. It is in my opinion that of all the patients introduced from the 5 analyzed 

episodes, Sonya’s deformity has had one of the most visibly negative and emotionally 

debilitating impacts on a patient’s life. She shares during her introduction that she first got 

pregnant when she was 16 years old and proceeded to have seven children in the 15 years 

following. This caused weight gain that she overcame by getting a gastric sleeve procedure 

which helped her lose a significant amount of weight. The weight loss left her with a lot of loose 

skin, which she sought a surgeon to get removed, but the doctor ended up giving Sonya an entire 

mommy makeover (breast augmentation and tummy tuck) without her consent. As a result of this 

surgery she had many complications: her nipples turned black and had to be removed and the 

incisions on her breast and abdomen began splitting open with infection. Sonya also talks about 

the emotional implications of her negative plastic surgery experiences. She began pushing 

everyone away including her boyfriend, who explains to the viewers how he believes she has 

gotten meaner as a result of the procedure. It is evident that her deformity has caused a great 

amount of tension between her and her significant other.  

Sonya first cries during her 

examination with the doctor and explains that 

she feels selfish for using money only to have 

had a botched procedure, money she could 

have more beneficially put towards her seven 

children. It can be assumed based on the topic 

being discussed at the time that these tears are 

a result of a combination of emotions that can 
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reasonably be inferred to be guilt and sadness. Sonya cries again at the end of the show during 

her reveal due to overwhelming happiness. The similarity that I observed between Michelle and 

Sonya’s stories support the claim that there could be a possible association between the type of 

cry and at what time point during the show the person is crying.  

 Crying, as previously stated by Vingerhoets and Bylsma, requires an individual to be 

placed in a particular mental state (Vingerhoets and Bylsma 2016, 209). Foucault’s theory of the 

panopticon contributes to this discussion by providing a method by which people become 

emotionally charged. The perception of constantly being the target of judgment contributes to the 

development of anxiety and a feeling of unworthiness. This emotional build-up leads to the 

crying events seen towards the beginning of the show, as well as justifies the crying events seen 

towards the end of the show, which shows a release of emotion, or relief.  
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CONCLUSION 
 
 Botched is currently in the middle of airing its sixth season, and still remains a popular 

show on television. But what makes it so successful? Why does it continue to grasp the attention 

of its viewers? I believe a major part of the appeal of this show is how it brings the tension 

between the aesthetic and reconstructive to our attention in a very specific way. The historical 

analysis of plastic surgery showed the complex relationship between reconstructive and aesthetic 

plastic surgery, and we can conclude from the works of Gilman that this tension-filled 

relationship still exists today, perhaps in an even more complicated state. This show presents 

reconstructive plastic surgery procedures in a positive light while touching on the dangers of 

aesthetic procedures if not completed correctly. From my analysis, it can be argued that perhaps 

the sub disciplines of reconstructive surgery and aesthetic surgery contribute unfairly to 

influencing the perception of the entire discipline of plastic surgery as a whole unit.  

Botched provides a graphic representation of body deformities that potentially occur after 

aesthetic surgery. This instills a sense of fear in the viewers, and places a negative connotation 

on aesthetic plastic surgery. In addition, the reconstructive surgeons on the show are able to 

correct or improve some of the past mistakes of these aesthetic procedures. These aspects of the 

show reinforce very particular, and perhaps normalized perceptions of reconstructive and 

aesthetic surgery. Reconstructive surgery is typically viewed as good because it fixes both 

mistakes made by other surgeons from past procedures and what was deformed naturally. 

Aesthetic surgery, although sometimes successful in providing an individual with happiness, has 

a greater probability of producing negative results that require fixing by medical interventions. 

Therefore, it is often deemed unnecessary and negative.  
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The conclusion could also be made that a desire to reshape the body surgically is driven 

by different means depending on the individual. From the analysis it can be concluded that 

undergoing reconstructive surgery is often motivated by the desire to reduce previous limitations 

in place due to some kind of deformity. These limitations vary but often result in an inability to 

pursue personal relationships with significant others, an inability to care for children, etc. 

Foucault’s theory of the panopticon and the judging gaze helps us see how many of these 

limitations are internalized and self-imposed as a result of fear of judgment of others.  

Future analysis of Botched, and plastic surgery in general, should pay closer attention to 

gendered tendencies of plastic surgery usage. This would expand on the feminist works of the 

Shilling, Bordo, Butler, and Morris who discuss the embodiment of social meanings of 

masculinity and femininity (Shilling 2012), power and gender (Bordo 2004), and gender 

performativity (Butler 1990 and Morris 1995). The following questions related to gender were 

not able to be answered in the scope of this thesis but could be addressed in the future: How does 

gender shape the type of procedures sought? How do men and women describe their experiences 

and what reasons do they utilize to explain their desires for the surgery? How, if at all, is emotion 

displayed differently depending on gender?  

Thinking beyond the scope of this thesis, it is also important to bring into discussion the 

ethical implications of plastic surgery and the use of medicine as a means by which to 

reconstruct the body for functional and aesthetic purposes. In other words, when is it appropriate 

to use medicine to act on the body? Is there a point at which we are taking advantage of what 

could be accomplished medically for ends that are not morally justified? Where do we draw the 

line between what we should and should not be able to use medicine for? These questions are 
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important to consider in any discussion that utilizes medicine in ways that have the potential of 

perpetuating unhealthy body image ideals, as well as the potential to be abused.  

However, the direction of the conversation which begins to address these questions is 

greatly dependent on what society views as acceptable rationales for certain types of procedures. 

It seems that the perception of many, put very simply, is that reconstructive surgery is acceptable 

and aesthetic is not. Therefore, only those of necessity, typically those characterized as 

reconstructive procedures, are acceptable. By contrast, those that are strictly for cosmetic 

enhancement purposes are not placed on the same level of importance and therefore, are not 

necessary and accepted. However, a recent increase in the acceptance of cosmetic plastic surgery 

procedures can be observed over the most recent decade. Ugrina’s work argues that the main 

reason behind this change is the increased access to technology and expanding exposure to 

plastic surgery (Ugrina 2015). The prevalence of social media currently promotes an 

environment in which people more publicly voice opinions and judgments. Together, this 

increases the likelihood of an individual to seek the enhancement capabilities of plastic surgery 

to produce the “perfect” body promoted by society. Perhaps the influx of cosmetic surgery could 

be contributing to its normalization.  

Seeking perfection, whether in terms of enhancement as in aesthetic surgery or in terms 

of reproducing a normal appearance as in reconstructive surgery is key to understanding the main 

driving force behind an individual’s decision to undergo plastic surgery. However, what is 

perfection, and who cares whether or not it is obtained? One could say that there is no such thing 

as a “perfect body.” But this view would overlook the power that comes with the notion of 

perfection as reiterated in the media, some aspects of the medical system, and society at large. It 

is important to explore the broader discourses that constitute to our desires for perfection and the 
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different technologies that we have employed to achieve the idealized body forms. It becomes 

important not to reduce aesthetic surgery to simple moral judgments, as a transformation of the 

body could be linked to central ideas of agency and social acceptance. My research leaves me 

persuaded that neither aesthetic nor reconstructive surgery should be condemned to ill perception 

due to oversimplified ethical reasoning, as achieving what one understands to be “a perfect” 

body holds complexities that require a deeper understanding of the inner workings between the 

individual and society at large.  
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